JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - -0325()9
FILED Yl'esnmEtEmPDmr% I!Iogs__q__g_l_-.s.-_____frlmary Registration Dutnct190___0___3___-__-_--Regim'ar'a Na. _..____.__8__381 STATE FILE NUMBER

iNDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceased lived. If institution: Residence bafore
a. COUNTY 8. STATE b. COUNTY admission)
City Of St. louls Ark. - .
b. C(l)!RY {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b €. CO”RY B Inside Limits
: Town 5T, LOQUIS, MISSOURI ToWwN Cornlng Ark. ‘ Yes O No [
c. FULL NAME OF (lf NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location} Reside on Farm
HOSPITAL O HOSPITAL ADDRESS
INSTITUTION Yeu ] No[] Yes [] No [0
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Yeaor
{Type or print) OF
CLYDE F. LASATER DEATH AUGUST 24 1960
5. SEX 6. COLOR OR RACE 7. Married {3 Naver Marrled [] {8. DATE OF BIRTH | 9+ AGE (laat birthday) :DUNhDER ‘D"EN‘ ::UNDE“ 24 HR
q H [ nths ays ours Min.
Male mte Widowed X Divarced ] Sept 7’ 1882m ¥ i
10a, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ring most of gvorking life, even if retired)
Retived Retired. Mc Clains Borough I1l. U.S.A,
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Ed. lasater Amnie Hollord Mary Lasater
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SCCIAL SECURLTY NO. 17. INFORMANT Address
\{ o, ar unknown) | (If yes, give war or dates of service)
"Rd% : None Mrs. leo Wolls Corning Ark.
— 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), end [c}. INTERVAL BETWEEN
5 PART I. DEATH WAS CAUSED BY: ONSET ANC DEATH
E immeDiATE cause () HODGKIN'S DISEASE 5 YRS,
W)
o]
[a] Conditions, if any, DUE TO (b}
wbI::h gave rin( t;)
thove cause (a),
stating the under- 20 / 7\
lying cause flast, DUE 1O (c)
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminsl PART I, If deceased was female way
g diseasa condition given in PART | (a) there & pregnancy in leat 90 days,
<
S BRONC HOPNEUMONIA O Ye | ONo | DO Unknown
= | 19. WAS AUTOPSY 20». ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
= PERFORMED? | a m]
) YES [J] NOIX
| 5| 20c.TIME OF  Hour  Month, Day, Year
3 INJURY — -
2 [ }‘E A S
20d. INJURY OCCURRED, - 4 f 20e. PLACE OF INIURY (e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT-WORK [ ~ . farm, factory, straet, office bldg., etc.)
NOT WHILE AT WORK [J
ey '21. 1 attended the decomed from “IH]II 6- lga) te AUG. 21"- lga) and last saw "1'::'1 plive on AUG. 2)*. 19&
- \‘Dﬂ!h occurrad at M 20 A M- m on the date stated above, and to the best of my knowledge, from the cauvies stated.
8‘; Y= ém:‘y ee or i) V 7%, ADDRESY ARNES—W 72c. DATE SIGNED
£ M, D, ‘ 8/24/60
Y 23a. BURIAL, CREMATI.ON 23b DATE 23€ NAM{ []3 CEMETE.RY OR CREMATORY 23d. LOCATION (Ciry, town, or county) (State}
0 OVAl.‘[Sp.cifv) f é
£ AL |§-28, 60 | LoRmsE Lognwvk A RkRwigs.
< 74, FUNERAL DIRECTOR ADDREGS 25. DATE RECD. BY LOCAL REG. %lsm m
> -y
& | fuss At 4/d EterT M’:ZL_M | AUG.26 1980 4«/ 72.
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STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by
or by Student Embalmer No.

working under my personal supervision.
Student SignedW
7

Signature of Student Embkalmer

. T 253

Licensed Embalmer No.

R D LAY e,)g. P. Q. Address W

. b

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n,J¥s OWN HANDWRITING {Failure to co
AR P . with the abové constitutes grounds.for “fevocation. of h.cense) .‘b -
If embaimed by a STUDENT, he also shall sign in his OWN handwrmng )

If this body is not embalmed, fact should be so sjated above, R g B T
- * 't-l"-‘b! Exy

B

rﬂﬁ_‘. R

2\.




