»MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ospAn-ru:N'r OF PUBLEIC HEALTH AND wm_rﬁis
Registration District No.

_ =63-00333"7

45 STATE FILE NUMBER

- Primary Registration District lQQ_..________llegimnr‘: No.

DO NOT WRITE

ON THIS STUB AMENDED

2. USUAL RESIDENCE (Where decearad lived. [f institution:
s STATE M iggoyp$ COUNTY St
¢ CITY

aR
FowN Rock Hill

d. STREEY
ADDRESS

Residence before
Lou j & #dmission],
Inside Lin}ih -
Yes ({ Mo O .
Reside on Flrm. ’

Yes [] No I:]x

1. PLACE OF DEATH

VS 300 a. COUNTY

Rev. 4/59

b. CITY (If outside corporate limits, give TOWNSHIF anly)
OR .
TOWN St. Louis

. FULL NAME QOF (If NOT in hospital, give location)
HOSPITAL O
insttutionD 0. A, City Hospital

3. NAME OF DECEASED
(Typa or print)

Length of stay in 1k

1

240355
2

Ingida Limits

Ynm No ]

(1f cutside, give location)

9910 Kenyon Court

4, DATE
OF

DEATH

DATE AMENDED

oo

First Middle

Thomas

Month Day
January 8

Year

Jay Clark 1963

5, SEX

Male

6. COLOR:OR RACE

White

7. Married 8§
Widowed []

Never Moarried []
Divorced [

8. DATE OF BIRTH

7-16-193

?. AGE (Imt birthday)

B

29

IF UNDER 1 YEAR
Months Days

IF UNDER 24 HR
Hours Min.

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY)|

T1. BIRTHPLACE (C

ity and state or country)

Ohio

12. CITIZEN OF

U.S.A.

WHAT COUNTRY

)atguripgglégwsoréuf life amxgifxl;et.ire.d) K

13a. FATHER'S NAME

Glen W. Clark

1S, WAS DECEASED EVER iN U.S. ARMED FORCES?

(‘l’es..lN, or unknown}[ {If yes, give war or dates
S l

rey Packing Co. Woostef,

13b. MOTHER'S MAIDEN NAME

14. MAME OF HUSBAND OR WIFE
Ruth Pierson Judith Ann Clark
16, SOCIAL SECURITY NO. 17. INFORMANTY Address

9 Judith Ann Clark,9910 Kenyon Court’

iNTERVAL BETWEEN
QONSET AND DEATH

18. CAUSE OF DEATH {Enter only one cause g
PART I. DEATH WAS CAUSED

IMMEDIATECAUSE[:)Fraca of 2nd cervical vertebra with tran
the'‘spinal™cord;“Acute Pwlmonary Edema, suffere

aaldision betwesn ¢

~car.operated..by .deceaged:on Red Feather: highudy at or

aea x

OTHER SIGNIF @ND“IONS CONTRIBUTING _TO DEATH but_

disease condition given n PART | () Acci den‘b
N I L

20b. DESCRIBE HOW INJURY OCCURRED (Ennr nalule of injury in PAET I or PART Il of item 18.) ~

in

DOCUMENT

Conditions, if any,
.. which gave rise ro |
sl labove ‘cavanitia); }on
staling the under-
lying cayse last.

S RART TR

INSTEAD OF

L]
_PART 111, iy decemad was femdle was

not rels!ed Io the terminal
. there’ a pregnancy in last 50 days.

i

9 WAS AUTOPSY | 208, AC ENT+  5UICIDE  HOMICIDE
PE £ [u] - a

- wﬂl 453 _ . - LunE 3

Zoc. TIME OF Manth Mj’elr
INJURY

inaafae e

;MEDICAI._: 'CERTIFICATION

Aorngaind tabysg Th wvizagic

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

204, CITY, TOWN, OR LOCATION
+8t. Louis, Missouri

and _Insf, saw n:.:, alive on.

yon !hqrdl'ta-nlnted‘ nbn_ara,n_ang:l..m tebe:fof mx_’lltﬂovsfledge, from the causes stated.

22c. D:IZGNED

? 51am)

Mo.

/0,

ACE OF INJURY [e.g., in or about home,

ammg}l 1, offaca bidg., ete.)

o TRIUAY OLCURRED
WHILE AT WORK'[] .
NOT WHILE AT WORK

1:?"

d. frurﬂ .

OR
TYPEWRITER RIBBON

21 ) aﬂended the d

g ,..?f"’.'.}m-‘aeéﬁ'i’rid‘-.'-_-" LTS SR LIPE RN, 2 Y o 12 2 TTRS . KERSUES
- - . S
Y - h d” - . . n

‘220! ADDRESS!O A0 ey

IRD

USE BLACK INK

SHOULD READ"

T30 TOCATION [Cikp fown, of caunty]
St.

| 25. DATE RECD. BY LOCAL REG.

JAN 9 1963

Louis Count

1-11-1963
REGI

ADDRESS

|~ 24. FUNERAL DIRECTOR
Lupton Chapel

TEM NO.
B APRDAVIT OF &

Louis

St.




'STATEMENT, BY LICENSED EMBALMER

7 i hereby .certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

a

or b\; . : Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

~ licensed Emb;ll"rl;r o.sm_
P. O. Address_ux p .
Note: The above MUST BE SIGNED BY THE LICENSED: EMBALMER in his OWN HANDWR!TING (Fallure 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 50 stated above.

-




