00 } FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH
i” National Office of Vital Statistics STANDARD CERTIFICATE OF DEATH Stat Fite Moo SR 22A
“wee || FILED NOV 12 1948 G421

Vs
Registration District Noy oo Primary Registration District No.._..-..................l 00 d Registrar's No.

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
(s) County. St TOULS (a) State Missouri  County C)‘ ? -
(&) City or town * . f -

(If outside city or town limits, write "RUBAL" and pame of townsbin) || ¢ City ar town St, louisg 4
(¢} Name of hospital or institution: 6" outaide cily o, h“ i, wita “RURAL") ¥

_Hospital D 2603 Pine S 3
s (d) Street No.
(Lf zot in bospital or institation, wrils strest o or location) (If rural, give location) (4
(d) Length of stay: In hospital or institution ays
i (Specily whether || (¢) Citizen of foreign country?, {Yea or No)

In this community
years, months or days) If yes, name country,

3. (&) PRINT , . MEDICAL CERTIFICATION
FulL Name. William Smith

s}
[~
> »_Oct 7
" . 20. DATE OF DEATH: Mont) Cly.......... .day
3. (&) If veteran, 3. (¢} Social Security No.
: name war 1 . year. 1948 hour. 4 minute 20 a M
o 21, T hereby certify that I attended the deceased from :
E 9‘ 5. Color or 6. {a) Single, widOﬁeiiamn:n'ed. Sept. 21 19.___43,., Oct. 7 19.__[_1-_%
J‘ 4. Sex M_ale INrace COlOred divoreed '?‘ | that 1 1ast gaw b LB ative on ct. 7 . 10,48
E 6. (3} Name of husbhand or wife..___..._.. e 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
Not known aliVenn .o years || Immediate cause of death
B 1l . Birth dace of deccased April 30 — Hypertensive Cardiovascular Disease
4 {Month) (Day) (Yeoar) and Probable Pulmonary Embolism Undet.
2 8. AGE;:, Years Montha Days If leza than one day Due to. §
_— | 4
E 63 hr. ~min. ) E,;t’ s
(=] Due to PaX ) _(J ;
< {1 o Birtholace Missouri - - |- . A1
{City, town, or county} (State or foreign country) i Taaggne
. o Cat Other conditions __NONE
= 10. Usnal occupation (Inclnde pveguancy within § months of death) :
g 11. Ipdustry or business ST Ed PHYSICIAN
l g 12. Name c 113 Smth K ‘,"'4 . (‘)){n;pmﬁg:;n ’ ) 3 . TU ot
naerune
= ||E ] Not known / . the canse to
£ { 13, Birthplace ; lwhich death
14. Maid ‘Hot RASWH (iasa or forsien comiies) of autopey_.NODE i A
name . ata-
3 E . N .. _n G ey : ...[tistically.
] g 15, Birthplace T ———— vy || 2% 1f death¥meduc to exterdal causcs, fill in the following:
| g 16. (@) Informant._ Flizabeth Rhodes "~} || ¢ Accident, suicide, or homiclde (specify)
‘ E (5)  Address 2601 N Whittie!‘ - &) Date oi&c“m""

17. (a) AMMLBM %) Date w%ﬂhg p (e)_Where did injury oocur? Wiy ot towa) (Comnty)

(Bgrial, cremation, or removal (Day} (Your (d) Did injury in or about home, on farm, in industriaf place, 1npubf.lc plau:?
| () Place: burial mmmm 7

| i8. (a) Signature of funeral %W‘c:@é—-M a5 t.t..l.auy. SM

(&) Addr _4.1,,.,.., S
0w OCT STI98 ¢ A Faida

‘Date received local registrar) anl.nr w gignature) N
(Licensed Embalmer’s Statement on Reverse Side)

(Speml' f place)
=I)” ;:I:am of lnjury__.:?}..____....

10711748




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.

working under my personal superviston.

Signed

Licensed Embalmer Nou oo

. +  P.0. Address

LA
Note: The above MUST BE.SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fl:ulure to comply witH
the above constitutes grounds for revocation of license.)

If this body is not -embialmed, fact should be so stated abhove.




