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_ WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

|

DEPARTMENT OF COMMERCE

Bui

ot 0, JAN 2 A

REAU OF THE CENSUS

Primary Rcmstmt_mn Di:trict

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIF[CATE OF DEATH

3143

Stete File No...,

No.__.._ Regisirar's No...........

1. PLACE OF DEATH:

{a) Coun
(8) City

(¢) Nam

Homer

ty
or town -

-ot. louls b
{If ovtside city or town limits, wrile “RURAL"” nnd name of township)
e of hospital or institution:

G Phillips Hospital

(4} Length of stay:

In this cor

years, months or daya)

{I{ not in hospital or institulion, wrils strest namber or location)
In hospital or institution

{Specify whetber
mmunity

2. USUAL RESIDENCE OF DECEASED:

]
()} State.. ‘ﬂ,s f?uri, (8)_County M"@;
(c) City or town......gt" Ifl)fuisd, ﬂ( 5 /"7
on cit, wo limits, writa "RURAL')
@ SucetNo 1931 @ Frankifn /
(1f rural, give location) .
(¢} Citizen of foreign country? ! (Ves or No) &

If yes, name country.

3. {a

PRINT
NAME Thomas Smith
3. (b} If veteran, 3. (o) Social Secutity
Hame War. No
; ! 5. Color or 6. {a) Single, widowed, marricd?
4. sex. Male & race.COL . divorced_.g_hilg._.....(.."

MEDICAL CERTIFICATION

DATE OF DEATH: Jan,
year__ 1947 8
21._T hereby certify that I attended the deceased from
1=l DY )
J an, 14

14

minute.

20. Month day.

32 P

1. 47
19.. %1

hour,

that Ilastsaw b im alive on

6. (b} Name of husband or wife......cccoeoeeceee 6. (6) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
alive..... . _wyears || Immediate cause of death . -
7. Bisth date of deceased Oct., 17 1939 Tuberculous Meningitis Undet,
(Month) (D=3 (Yeu? Lungs_nobt involved
8. AGE: Years Months Days If leas than one day Due to
e
Vi 4 7 2 2 7 hr. ..min
2 . Due to
" 9. Birthpthce = . Missouri . ez ¥ . Ie —I1oT o o- B ] -7
(City, town, or sounty) (Stats or forcign country) ’ l -
10. Usual occupation child . . e e [ C:Eht.:r ?ondimm;_;m‘h PPy l i-{d‘
11. Indusiry or business freomrs “ j —...| PHYSICIAN
. . o : jor findings:, . . ! ' _
5 . Name Thomas Smith - I Of operations. . !"' 3 ‘F ' Underi
- nderline
> - Ark. ! . the cause to
= { 13. Birthplace : - P whichdeath
" (City, town, or oonnty) (State or foreign country} Of autopsy NO should be
E{ 14. Maiden rame._.Namio.-Sledge 7 R S P e
5] 15. Birthplace ... _ a3, . —
= {City, tow, or conat (State or foreign conatey) 22. If death was due to external canses, fill in the following:
16. (@) Tnfo oy 4 fﬁ {¢) Accident, suicide, or homicide (specify’
®) Adgpss_ _1;_)_ ____Ect. -7(b) Date of occurrence
il (c) Where did injury occur?

.17. (a)

. (Bml, ﬂemhm, or re: al}
(c) Place bunal or mmm
718 €3] Eznalu:r: ‘of fimeral director..,

)] Ajﬁﬁs T ?'9?/....

L S

19. (a)

{Date received local rexistrar) .-

e .
W Signature

{City ar towz) {County} . (3tale)
(d) Did injury occttr in or about home, on farm, in industrial place, in public place?

H——

A

- (Spacify t; ofp
¢] M of injury.

.. Datesigned.l / Z 5/4L7

' Wlu]e at wark?. /.

Address__ 2601 Uhittier_.........._

{Licensed Embalmer's Statement on Reverse Side)




o

STATEMENT BY LICENSED EMBALMER

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

, Registered Appfentice No

Signgd 4 % r% P P
Licensed EmbalmerNg%Z —3
P.O. Addre/ﬁ/j

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

working under my personal supervision.

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




