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USE QNLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally relared.

LED MAY 2 5 1959'{ygimatinr! District No.

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

59-0188410

STATEF

ILE NUMBER

Regi shnt't__Ni._dQZ-}S::______

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

a. COUNTY St, Charles a. STATE M ssouri b COuNTY -
b. CIOTRY (If autside corporats limits, give TOWNSHIP anly) Inside Limits c. C:]TRY Inside Limits
o St. Charles You O Mo (J tom St. Charles Yorl No[]]
¢. FULL NAME OF (If NOT in hospital, give location) LLengfh of stay in 1b 0g d. ADDE?EE‘;S {If outside, giva locotion} Reside on Farm
0 stmotion St. Joseph Hosph 1 Day |72 808 Qak St. Yos (] NXJ
a ?Tﬁfgir?gf;;fb ca1 FI“ Middle c1 Last 4. DS;E M;ﬁ;h 1 5 19 5'9
* Calvlin ay DEATH ]

SEX 6. COLOR OR RACE| 7. & DATE OF BIRTH 9. AGE (In yeors PF UNDER 1 YEAR] IF UNDER 24 HRS.
Male o | White | el “emaDNove 15, 189k | G [rge w0 | =] o
1Da. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
PhysTaisn™" " = | Med¥enl Augusta, Missourl o USA
13a. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Dr. Hampson S. Clay Marie Koch Meta Siem Clay
15. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
M - - St (o o R i 1 v il W N one Mrs. Meta Clay, St. Charles, Mo.

18. CAUSE OF DEATH (Enter only cne touse per
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

line for {a), {b), and (c}.)

Cerebral Thrombosis

INTERVAL BETWEEN

Condltions, if any,

oue o v CereBral arteriosclerosis

urzknowr.t: .

which gava rise o }

obove saouse (a),
stating the under-

g lying cawse laat. DUE TOQ {e)
= PART Iil. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditlon given in PART | [a) 19. WAS AUTOPSY x
=z 3 PERFQRME
& . 32%|  ves( wo
E| 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.) .
w £
u (] O O
G{ 2c. TIMEOF Hour Month, Day, Yeur
8 INJURY  a.m.
x p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (c.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D fafm, ..:tory, street, office bldg., erc.)
WORK AT WORK / /.

21. | ottended the deceased from f/ﬂlﬁ

Death OCC‘U}'GJ a!

m on the date stated above; and to the best of my knowledge, from the causes stated.

and [ast 'sawm alive on

ya
/77

Tla. BURIAL, CREMATION, | 23b. DATE

Birtar™ | May 18, 199

|9 City Cemetery

Augusta, Mo.

22a. % % ﬁ ag (Dagu.%ﬁ o |2 ADORESS114 N, Main St. Z2c. DATE SIGNED
St Charles Migsnniri 5/16/59
23c. NAME OF CEMETERY OR CREMATORY 4. LQCATIDN {Ciry, rown, or county) (S1are)

24. FUNERAL DIRECTOR

ADDRESS

Arthur C. Baue Bt, Charles, Mo.

1 Embolmet’'s S

25. DATE RECD. BY LOCAL REG.

% REGISTRAR'S SIGNATURE/

2

on Raverse Sids)

{Li




5661 92 A

juL 28 1959

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
., Student Embalmer No. ...................

Je82..

Licensed Embalmer No...

Signature of Student Embalmer
P. 0. Address X7

by e, or by
working under my personal supervision.

Student

Note: The 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.




