JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

EILED VS AUG 2 4 1960

Registration District No, wameoemoaa-t

3.1_8_Primury Registration District No, __1003___Re9|s?ur'l No. __ @ &% @ O —

STATE FILE N

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceasad lived. 1f institution: Residence before
a. COUNTY a. STATE b, COUNTY admission
Missourd )
b. Cg;f (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b . Cé';\’ Inside Limits
TowN G4, Louis ToWwNS+, Louis Yes No [
c. FULL NAME OF (If NOT in hospital, give location) . Inside Limits d. STREET (If autside, give location} Reside on Farm
HOSPITAL OR ADDRESS .
INSTITUTION' [7Homer G, Phillips Hospd (Y@ NolJ. 1703 Carver Lane Yes [0 No O
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) ) OF
Clifford M, +'‘Hood DEATH 8 « 8 = 18560
5. SEX 6. COLOR OR RACE 7. Maerried [t Never Married [J [8. DATE OF BIRTH | 9. AGE (last binthday) | IF UNDER ‘DVEAR ::UNDER 24 HR
P i ¥ ’ Manth Min.
Widowed [ Divorced [ 731940 20 = s [3%] ours n
108, USUAL CCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITiZEN OF WHAT COUNTRY
during most of working life, even if retired)
oriahorer | Misgouri UeSA,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Clifford Hood Vanilla Daniels Rachel Hood
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 18. SOCIiAL SECURITY NO. 17. INFORMANT Address
{Yes, no pr unknown) | (If yes, give war or dates of service) .
! "No | ? Mrs. Vanilla Smith 2810 Cass Apt. 202
' — 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and (c). INTERVAL BETWEEN
i E PART |. DEATH WAS CAUSED BY: \ . ONSE ND DEATH
} g IMMEDIATE CAUSE (a) - o -
' =]
! 8 M /J w
o Conditions, if any, DUE TO (bR it/ 0‘;/ JZ&— au.%
| which gave rise to
above csuse (a), m . ./.
4 stating the under-
'__ lying causa last. DUE TOQ [¢) :
i z PART li. OTHER SIGNIFICANT CONDITIONS CONT DEATH byt not reisted to the terminal PART IIL If deceased was femals wni'
g disease condition given in PART | {a} L there a pregnancy in last 90 days.
1
<
Y N U
; g 0 Cay Lde [O Yo ] O re |3 Urkoownt
= | 19. WAS JUTOPSY | 20s T, ,SUICIDE  HOMICIDE - QESCRIBE H INJU CLRRED _{Eriter nature of inju PART | PAR m
| : sggﬁam %m 3 Ll T VS ST PRI o
| - ; . NOO Al )C"!_ wd ot i
: 20c. TIME OF Heour Month, Day, Year e el
g INJURY  wm. Yy ciktpacs _oa o BA cenl el e tenet
o I / L { 74
‘ 2| _sooo : l
b 20d. INJURY OCCURRED LACE OF INJURY (e.g., § sbout home, { 204, CITY, TO , OR LOCALICN - STATE
WHILE AT WORK [ 'P! arm, factory, streat, off] dg., etc.) /& > ! 7 0 i
NOT WHILE AT WORK (0 - ﬁw@‘ AL 4 L ; q
h . [
2). | attended the decessed from / " 1y and last saw [, alive on !
h occurred at. — ; @ /\ m on the date stated above, and to the best of my knowledgs, from the causes stated.
5 o FIENATURE . {Degres or title) 22b. ADDRE 22c_ DATE sacmso‘
£ > / A_M /_300 m—*—é’/ &l_.u_a_/"é "*’a@“h—
_:>( Z3a. BURIAL, CREMATION, | Z3b. DATE™ ) 23c. JAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) [Srate) '
a REMOVAL [Specify} F ) o
T 85132 ather Dixon Cemet, L'uis Cownty, Mo.,
< | ~2aFUNERAL DIRECTOR - ADDRESS 75. DAIE RECD. BY LOCAL REG. | 25. WW
> .
2]  Bllis Funeral Home 2820 Stoddard St, UG 12 1960 o M.




. STATEMENT BY LICENSED EMBALMER

! hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by

. -0 or by, . — : - : | R T Student Embalmer No. |
' X workin;Under my personal supervisio[l. - :
Student Signe ¢
- Signature of Slucfem Ern_balmer P
. - Licensed Embalmer / ¢
rd L% -—

P. Q. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
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.




