WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

GESWo I X19911
B¢
~
-2 ~
[-]
N
~3
.
Z

DEPARTMENT OF COMMERCE MISSOUR| STATE BOARD OF HEALTH '.3 4 8 0 l

CONOY 1388 %y STANDARD CERTIFICATE OF DEATH Stade Pl .

Registration District No.____ L /AVNGD Primary Registration District No Registrar’s Nm_gm
1. PLACE OF DEATH: ' 2. USUAL RESIDENCE OF DECEASED:

{a) County.

(b} City or town.___ it nta e et
(Lf outside city or town timits, write "AURAL* and name of tamh!p)

(c) Name of hospital or institution (& City or town Troy M/? .
-—_Mo,B (1f outside city or town Limits, write "RUNAL")
{Ifoot in hn-pil.al ar lnlhlnthn write stroet numbﬂ or locaticn)

(a) sut..........MAEinEl.J (b} County.

instituti {d) Street No

{d) Length of stay: In hoapital or institution ity wheies {If rural, give location)
Inthis community

yoars, moutha or days} {¢) If foreign born, how long in U. 8. A.? = years,

MEDICAL”CERTIFICATION

8. (a) PRINT L7 (‘)

FULL NAME..........uMg6N01a Allen Smith f1<if0

20. DATE OF DEA Month ! _g_
8. (b) If veteran, 3. (¢) Social Security i “QEP
year._ . hour. minute
name war No.

il. I hereby certify that I attended the d

5. Color or 6. () Single, widawed, married, e n_t%};;;ﬂ-

4. SBI_..E..%L.._. I8 divﬁrcedﬂldo.uﬁd.. th:t.—l Lasthaw hefler.. alive o 5 O

6. (b) Name of hus or Wil 6, (¢} Age of husband or wife if || and that death occurred on the date end h'ou.r ntzed above. | D K
uration
WW/ alve....__._ . years|| Immediate cause of death !

7. Birth date of deeeuad.....mAug uet 12 = 1874

Maoth}) (Day) {Year} 4’ %
8. AGE: Yeara Months Days If less than one day ' //
85 2 18 L. hr. o mln, é 2& 1i / /j{ /
Due to. r
0. Birthplaco.... TXOY, _Migsouri ~ALY X
(City, town, or county) (Btata or foreign mntn')) ’ /;\ S
10. Usual cceupation, Housewife 0??:;::-’1&:::::“ within 3 montha of death) V i ! —
11. Industry or business C - FHYSICIAN

the cause to

E
which death
B {City, 3 {Stata or foreign coantry} Of sutopsy M —— [should be
14. Malden me___Kaimmﬂ_Ba'keI__ charged sta-
Tro i =
15. Birthplace Y, J_EQQML 22. It death waa'due to external causes, fill in the lnlq%

{w-n.,,, Joseph Allen T I — 7 =

Underline
18. Birthplzco Troy, Missouri I /

| {City, tawn, or connty) (Stats or foreign country)
18. (a) Iaformant's own signature All en___w . sm i§ h w (a) Accident, suicide, or homicide (specify)
(5) Address Troy, Mo, (5} Date of cecurrence, e
d
17. (a) Removal (8) Dats thereot__ 10 /3 | Z 39 || (@ Where dld Injury occur?. Tarepra s —

urial, cremation, er removal) {Manth) (Day) (Year) || (d) Didinjury oecur in or about home, O,I;?lm Industrial place, in public place?
e ey

(¢) Place: burial or enmtion_____II_QJ_’MQn
18. (o) Signature of funeral d&ectwALt—H&H.Qp.p.ﬁml erxr While at pryrict,

00 Washington Ave,

rpe of placs)
¢} Means of {njury.

M' {M.D. ora&:')_%
J"Jn |-,° 3 $

28. Signatur

bty diganre) Ad

{Licensed Embalmer’s Statement on Roverse Side)
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\ )‘) -
. STATEMENT BY NSED BALMER
I he.reby certify that the body wl;o.;»e name is recorded on the Jeverse sid this certificate was embalmed by me, or by o .

, Registered Apprentice No )

-working under my personal supervision.

Licensed Embalmer No

P 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED E]HBALMER in hls OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left hlnnk.




