S. No. 2 DEPARTMENT OF CO saﬁnﬁf MISSOUR| STATE BOARD OF HEALTH 2 ( _I_ 4 |
—11-10-
e || PSR ERAY STANDARD CERTIFICATE OF DEATH _ngﬁm"me Moot 8
oI M21492
g 7 Registration District No...... A @__.__ Primary Registration District No - 4;2 Rcmrrar ] N
0 1. PLACE OF DEATH: o ‘ ) 2. USUAL RESIBENCE OF DECEASED: /‘ - g7
{a) County. Ralls
g ) City or town_..._RUral —- e o) state MiggOUEL . & County Balls
0 o {If outaide city or tows Hmits, write "RURAL" and zame of townskip)
8 (¢) Name of hospital or institution; {©) City or town H%? E;‘?:d an . RS
ontside city or town Llimits write | - i
- & {If not in hospital or [nstitution, write stroot number or locatton) |
& (d) Length of stay: In hoapital or institudon (d) Street No Ve i
. {Specify whether {Ifraral, give localjen) -
1 this community. Iifetime
= yoars, months or dayy) . {e) 1f foreign born, how longin U. 8 A.2 years.
E 8. (2) PRINT C . . . MEDICAL CERTIFICATION -
% "ruLL NamE___Artie Adelise Smith. ..o
& - 20. DATE OF DEATI: Month_ Auguat day. 24th
8. (¥ I veteran, 3. {¢) Social Security
< N M_LSAL___A __lz_.-gO_.B.Q_Q!LJnute____mM
name war o,
Q T — 21, 1 hereby cem.fy that [ atgrodpd thada Sa bOdV
5 / 5. Color or §. (o) Single, yhdowed, marrled, || gug 24+h 1941, to T
[ || 4 se=Fomale | nelihite dvoredd_Married || oo aliveon. . . e
Ml 6 () Nameof husband @@ 6. () Ageof husband or wife if || and that death occurred on the date and hour stated above. " Derati
& vl doland Smith o Ol e yoars || Immediate cause of death Chronic MYOC&PC-i itis,.. ‘ i {
B || 7. Birtn date of deceased_August, 25th 1892 w.found. daed at the homa of her .
2 (Manth) (Day) (Year) ..Daughtdr 'wHom she wnas vigiting:
& |l 8 AGE: Years . | Months | Daye If lesy than one day Due to. Body. lywchckemyard._ﬁaL R
E 48 11 29 . i || —~BRELS ared of hesrt at:
= Due wmwum N
< || e Birtbpls _Missam:j.__Q hald
K (Clty, towo, or county) (State or foreian conntry}
. . her condit] : a
E 10, Usual occupatione o dousawifa B t?(inddtgl;mﬁy within 3 mantby of death) m /
0n 11, Industry or bus R PHYSICIAN
:I) 5{12 Name - __-___Gesh Adams . . L : Mgt %ﬁl"m-----w—-“' S T uTu
Ea . nderiine
: =18 Blrthplace.......g.'t.k(ﬂ Count e @ 1 4..? l g thecase to
City, tate or forelgn country,
? E { . Maiden mmc___&ﬁm 0 Of autopsy. T ::1:1;;:5 lg:
. o : tistically.
Ry 5. Birthplace (Chr ta'n.u eumtr) g ‘%‘i_&%%dnmm H 22. If death was due to external causes, 6l in the following:
E 18, () 1 n.f - -"t ‘- 1.81and Smith - (a) Accident, suidde, or homicide (specify)
g @ AQress_____ New London,. Miaaouri () Date of occurrence
@ “__Butialm () Date thereof - 26 ='4][ (9 Where did injury occur? Gty o s (Conntr)  (Btaw)
oo Barial, cremation, ﬂ\mll) (Morik) (Day} (Yoar) [| (4} Did injury occur In or about home, cn fa.rm. industrial place, in public place?
(:) Pls.ce bu.rlal or crematio
18. (s) Sigoature of funeml director. T * While at work Bpoctty .t,)u l; & 3
) Ad k ouri / oroner
19, (@) ‘S’W"f"’i%b,’%m S giing || = . (1@&;5@@@5
te foctived localreghstrar) »  fBegistrars dynature) Address : i1 Date dgned 8/25
{/ == (Licansed Embalmer’s Statement on Reverse Side) .-




._“____..-.ln ‘e e < o -\i:;‘ o - |
 RECEIVED
' District Health Officer No. 10‘ 4 ‘
District File Numberi_ %Z__j 7‘23 | ‘
Date Filed ______ .55.2,}.3.19.41. ..... :

L ' _

. Ty |

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whese name is recorded on the reverse side of thic certificate was embalmed by me, OFf Dy e e

Registered Appreniice No,

1 D W R

) Licensed Embatmer No..»3.. o 4f &
P, O. Address CW 01

CAY 4

working under my personal supervision.

i Nolc: The above MUST BE SIGNED BY THE LICENSED' EMBAL‘VIER\’m hts OW‘i HA“\'DWRITI‘\G (l"mlure to comply wil
- the above cohsututea grounds for revacation of license.) N .

¥ t
If tlna body is not embalmed, above space should be left blank

a




