. Health, THE DIVISION OF HEALTH OF MISSOURI 58 _039871

a'.’ wb.ll_rm . STANDARD CERTIFICATE OF DEATH STATE FILE NUMB 4
. ublic
K Service ; istration District No. / Y ? Primary Registration District No-‘/-d.a,:.,. uuuuuuuuuu Registrar’s No., T L K |
|19 ggppomeen fom i g e pome 920
B 2. USUAL RESIDENCE (Where deceased lived. If insgitution: Rosc';de_nca befare
5! 300 o a. COUNTY sackson a. STATE Miszouri b. COUNTY admi n) Ny
L -57 b. CloTY (If outside corparate Himits, give TOWNSHIP only) Inside Limits <. CgY e 5 L*. Inside Limi
R . R . .
| Tome  Kansas City Yes R Me0] |1y rown Lexington
c. FgL;. NAM%OF (H NOT in hospital, give locotion) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . . ADDRE
INSTITUTION Y, &, Hospital 30 days 713 Rloam St Yes [J No[]
3. MAME OF DECEASED First Middle Last 4. DATE Menth Day Year
(Type or print} . oF
CHARLES F. CLABKE PEATH 11th 5,1958
5. SEX o 6. COLOR OR RACE 7‘MARRIED[—_3FNEVER MarriEp[ ] 8. DATE OF BIRTH 9. AGE (In yaars F UNDER 1| YEAR} |E UNDER 24 HRS.
TR | U' birthday) | Months | Days Hours Min.
B Male hite woowen[ ] ! pivorcen{] 8-28-88 76" yrs
7 108, USUAL GCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
= W“ of working life, even if retired) INDUSTRY . Fal
3 Mruz-&v Missonri .3,
S 130-FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
£ w a:P, GZ&VAL 4"\%4.1, gz.zqzﬂ’\/ . Buth Clarke
‘:i 2 | 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 16. sociaL secQhiTy o[ 17. INFDRW MAddrogﬁ% g
= B (Yes. no, or unknawn)| {If yas, give war or dotes of vice} - — {
T3 Nae TUipy T P38 . 5523 LA -1 e et DM !
a 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).} * - INTERYAL BETWEEN
w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
E IMMEDIATE CAUSE (o)
& &=
x
b Conditians, if any, BUE TO (b)
= which gave rise e
L cbove cause (a), }
4 tating th dar
=] B lying covss loar. ) DUE T0 () _Pulmonary emphysema, advanced
. oa- FART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition givan in PART | (a) 19. WAS AUTOPSY
T xRc 241} PERFORMED?
L 5y ! vesE) No [
- % | 2a. ACCIDENT  SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= = w °
a wfv O d [
] F
v G H2| 2 TIMEOF Hour Month, Day, Yesx
3 mfad INJURY  a.m.
E : ‘X p.m.
E 5 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor gboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD- NOT WHILE ] farm, factory, street, office bldg., etc.)
S 8 WORKn AT WORK
£ 21. A attended the decsassd tom __Octoher 6,1958 o _November 5,1958 lsnnmitienoer
- Death eccurred a1 6= Qﬁ a-mon the date stated ghove; ond to the best of my knowledge, from the couses stated.
g 22a. SIGNATURE (D rra or title) o | 22b. ADDRESS 27¢. QATE SIGNED
‘a
3 A. J. WILLTAMS, M.D. A1 MD_ IV 4 Hospital, Kapsas City,Mo 1-5-58
23a. BURIAL, CREMATION, | 73b. DATE 4 "\ 25c. ®amE OF cemeTERY OR CREMATORY 23d. LOCATION (City, tawn, or county) {siday
MOV AL (Specify) .
Hemoval' |11/5/58 — Lexington Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Stine & McClure K. C. Mo. )/ b5 e Ve / Zg
’ {Licensed Embglmes’s Statemant on Reverss Sids) N




AoEl 6 T AON

STATEMENT BY LICENSED EMBALMER

P "1 - . -y 3 - e
PR H
s

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF BY i e e e .,» Student Embalmer No. .......c.ovevninen

working under my personal supervision.

SEUGEME  everrrreernrinrinisassnrrrnseircaesasnactasssssnsranes Signed . ¥/
Signature of Student Embalmer

¢ f : Licensed Embalmer No’z.7;6?{
P. 0. Address . 2L .G P#E0.......

Note: Thé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




