[ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - -
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Registration District No Primary Registration District No Registrar’s No .-z‘ 7[ STATE FIlE
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1. pulcl"g OEF ngnm‘ W 24 1962 2. USUAL RESIDENCE {Where deceased lived. If instisution: Residence before
VS 300 a a. COUNTY Mercer . stare Migsourt comr ¥ercer sdmission)
w
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R
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LT | o
3 2 3. NAME OF PECEASED Fir Middle Last 4. DATE onth Yaar
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& g durinblqaﬁfﬁvg&i?g life, even if retired) lqer cer co . ’h.IO USA
7 9 12a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND QR WIFE
—
o | Thomas Clark Mancy Lyles Mary Jane C1
Q Clark
8 Q W 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
< {Yes, no, or unknown) ! (If ﬁogiva war or dates of servic 1 MI" 8 Mary J C lal" k PI‘ 1ncet0n MO
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o ] = 18. CAUSE OF DEATH (Enter only one cause per line { INTERVAL BETWEEN
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" O [a 8
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{.— g v 5 which gave rlse to
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% z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminak PART 1ll. If deceased was <female was
o disease condition given in PART | {a) there & pregnancy in last 90 days,”
v L~ i -
=z 'S Cholecystitis, Prostatic Hypertrophy [G¥e | O N [ D Griknown
g E 19 WASOARI;‘IATECl))P?SY 20a. ACCBENT SUI(&I]DE HOMEIJCIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERF .
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20c. TIME OF Hour Month, Dey, Year T
z = H INJURY | am. ‘
b4 8 g [-H: N . .
E -] 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (a.g., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE ﬁ'll'lngll_!isv%]RK A farm, factory, street, office bldg., efc.)
» NOT W
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S ° E E . | 21. 1 antended the deceased from_. h-7'—62 ta b'-20-62 and last saw Rﬁ:q alive on 4-20-62
A ; [ Death octurred at. 3 <10 p - m on the date stated above, and to the best of my knowledge, from the ceuses stated.
(VT —
7 i 2 u T2, SIGN (Opgrea o fit 22b. ADDRESS 22¢. DATE SIGNED
a. (o] Q a. o . .
2 © . Princeton, Mo, b-23_g2
[ = . . - .
- z| = BURIAL,TEE.’:\A‘_HON. 23b.OATE 7 73:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or CE{‘ {State}
% g gﬁci:..rfdsrﬂfv) L2362 Princeton . Princeton,
= < § i FoNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 5 SIGNATURE
w >
= 5 Noel Mogs Frinceton,Mo 27 —C 2,

7
{Licensed Embalmer’s Statement on Reverse Side)

-




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or b?"‘/% ' _ Student Embalmer No.

working under my personal supervision. e

Student Signed

Signature of Stedent Embalmer

Licensed Embalmer NQ ‘ 3 15(
- _ P.O.Add e s AL W) ‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n 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 handwrmng !

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




