Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED vs MAY District No. e e D Regiswrar's N
. = ar's No.

Registration Dis!r?cf Ne.

JED

DOCUMENT

BY AFFIDAVIT OF

Primary Regi

3,160 3 7

~60-018387

I

STATE FILE NUMBER

1. PLACE OF DEATH 2. Usual RESIDENCE (Whllro decessed lived. If institution: Residence before
a. COUNTY Boone - a. STATE MO b. COUNTY Boone admission)
b. Cl‘l;l’ (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COHRY Inside Limits
ToWN _ Centralia 3 mo Towr __Centralia Yol e D
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d, STREETY (If cutside, give location) Reside on Farm '
INSTITUTION Yenpl No ) ADDRESS YuO N
Way Nursing Home % e Singleton »DO Ny
3. ;ME OF ‘DECEASED First Middle Last 4, DggE Month Day Year
of print
vecre™  Charles Frank  McClymond oean  May 17 1960
5. SEX 5, COLOR OR RACE 7. Married [J Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24‘HR
Male  Caucasian wiowed g OO §/4/1873 | 86 g | pop [ [ A
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
duri f ing i of retj + .
e FARTHG "RETIFEY Kittanning,Pa, USA

13a. FATHER'S NAME
has, Benjamin McClymond

Marc

13b. MOTHER'S MAIDEN NAME

garet Stu

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, rﬁ or unl:nown)l {If yas, give war or dates of service)

16 SOCIAL SECURITY NO,

Address

147 NAME OF HUSBAND, OR WIFE

Kas,

MEDICAL CERTIFICATION

1B. CAUSE OF DEATH (Enter only ona cause per
DEATH WAS CAUSED BY:

PART L.

Conditions, If any,
which gave rise to
asbove cauie

IMMEDIATE CAUSE (a)

(a),

stating the under-

lying cau

se  kast.

DUE TO (¢}

lee MrCh‘rmnnd. Tnppkn’

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

INTERVAL BETWEEN
OMNSET TH

Z

DUE 1O (1) QM*@,

W

PART I

i
OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal

disease condition given in PARJ-N{a)

PART 1L If

decessed  was
there 8 pregnancy in last 90 days.,

fernale  was

r—————

L

19. WAS AUTOPSY
PERFORM

20a. ACCIDENT  SUICIDE  HDMICIDE

b. DESCRIEE HOW INJURY OCCUKRED. {Enter nature of injury in PART | or PART Il of item 18.)

o

YES O

20c. TEME OF Hout Month, Day;Year [ . |

.~ INIURY n.mui .

< p.m. - .

20d. INJURY OCCURRED | 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK far . 81¢.)
NOT

2121 attended the deceased fro '_" 6 m_j:-} 7_ bo and last “""’.hi.m alive on & /6"' 6 o

Desth occurred at

'/_' lf .‘:A.

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

22». SIGNATURE

226, ADK?S % 0

22c. DATE SIGNED

=/ 86 °

23a. BURIAL, CREMATION,

REMOVAL (Specify)

2387 DATE

: (Degr:e orz‘tle) AO

23c. NAME OF CEMETERY OR CREMATORY

Centralia

23d. LOCATION (City, town, or county)
Centralia,Mo, °

(State)

26. REGISTRAR'S SIGNATURE
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1 hereby cerhfy that the body "whose name is recorded on the reverse side of this certificate was embalmed by
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" o STATEMENT BY I.ICENSED EMBALMER }
|

Rt
. At e b ‘_A\. h - R \
or by AN L smian e S L ‘3--'-_\ Eilyn . Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

3 AN T . SN, DI EEENATRRAY

BASINVTL DN\ Note: ThedebovedMUST BE SIGNED BY THE-LADENSED EM‘B“Q\LM_'ER\-iQ‘his‘QWN HANDWRITING. (Failure 1o c
with the above constitutes grounds for revocation of license). i
If embalmed by a STUDENT, he also shall sign.in his OWN handwrmng
* If this body is not embalmed, fact should be so stated above. R LA T ey



