HUED JAN 28 1949 THE DIVISION OF HEALTH OF MISSOURI ' - 39286

No. 300
STANDARD CERTIFICATE OF DEATH State Fite No.
10.48 2 s T}.{JG...
) . t
BIRTH KO. ! REG. DIST. MO, é !B PRIMARY REG. DIST. Kegistrar's No,
1. PLACE OF DEATH o || 2 USUAL RESIDENCE (Where ducsssed lived. If instliution: residees before
a, COUNTY a, STATE . b, COUNTY M ldu;_u!an]
Migsouri i £
b. CITY (M ontzide corpurata limits, write RURAL and aive c. LENGTH OF ¢. CITY (If ouwmlda corporate liraits, write RURAL aoJ cive township) / /
OR . township) | STAY (in this place) OR - o
Town St. Louis . TOWN g+ Tonis 3
d. FH% ?IAME OF (It not in hoapital or Institation. give strect address or location) dAsS-DRRE% (I rarsl, give location) ) T
NSTITOTION 3765 Lindell Blvd; / 1122 Lawn Ave. d
3. NAME OF . (First, - b, (M1ddlF ¢. (Last) 3
DECEASED & (Fish ¢ ¢ . & Dépi (Month)  {Daz) (?w)
{ Twpe or Print) Willard F, Smith DEATH January 11, 1949
5, SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (o years| IF UNDER | YEAR | & GnDER a4 pms.
f X DOWED, DIVORCED Spucity) ) ' Iast birthday) Monﬂu, Days | Hours | Mia.
Male Ko| White rried April 9, 1887 61 |
108, USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State of forelgn sountry) 12, CITIZEN OF WHAT
done during most of working life, wven if retired) DUSTRY COUNTRY?
Printing | Belf Unknown U.5.
. 133, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14¢ NAME OF MUSBAND OR WiFE
Fred H. Smith | Mary Jacquesg Margaret Smith
15. WAS DEGEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea,no,or unknown) | (If yes, xive war or dates of service) NO.
No No MarégLai_Smi1h,_1122_Lann4huu____~_____
18. CAUSE OF DEATH M ICAL CEBRTIFICATIO INTERVAL BETWEEN
. Enter only onscauseper | 1. DISEASE OR CONDITION _ . L/ ONS D QEATH
line for (a), (b), and (¢ | DIRECTLY LEADING TO DEATH® ¢5) -

*This does not mean | ANTECEDENT CAUSES Q’-!-tl LA é. M %ﬂil/ / \—W *
the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b) _ T ~ ’5

as heart falture, asthenid, | 7ise to the above catite (¢ stating : ’ /

de. It meoms the dis- | ‘he underlying cauae last. O (¥

cas¢, infury, or complice- E

tion which caused death, | 11. OTHER SIGNIFICANT CONDITHONE

Conditions conlributing to Me deathft
related 1o the diseaze or cond N # -
A4 - -
i9a. DATE OF OPERA. | 13b. MAIOR FINDINGSOF} O yﬁmou e 7 0/ ’\ 2. AUTOPSY?
| s (1 o X
. 21a. ACCIDENT (Bpecity) 21b. CEOF INJURY (a.g.. Enorabout | 21c. (CITY, T .OR WNSH!P) (COUNTY) (STATE)/
' SUICIDE . bome, Esrta, Iagtory, sirsat, office bidg.. 610
HOMICIDE . o Mo —
21d. TIME {Month) (Day) -{¥ear) {(Houn) 21a. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
F . WHILEAT ] NOT WHILE
INJURY WORK AT WORK

22. [ hereby certify that I atlended the deceased from %;_L 19,{/_8 lo __i_:_/_[_ 19.(:’.2 that 1 lnst a0w the decessed

aliveon o 1= B 191.2, and that death octirred at 114012 m., from the causes and on the date sta't‘?d above.

2. SIGNATURE or title} | 23b. ADDRESS
JWM.D_ /s50(% Mw@ ~(2-¥9

WRITE PLAINLY—TUSING UNFADING BLACK INE--MAEKE A PERMANENT RECORD

24a. BURTAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) {State}
TION, REMOYAL (Bpediz} .
urial 1/15/49 St. Matthews Cemeter S5t. Louis, Misgouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNAT% . |25 FUMERAL DIRECTOR'S S1GNATURE ‘ADDRESS
JAN 13 1948 calew FPROVQ

(Licensed Embalmer's Statemetrt o Reverse Side)




2’:/""‘?-“?};!“9’7’:"3";’2? / 054

PR DA I T T

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 _

working under my personal supervision.

, Student Embalmar Ne.

Student ...eea-- eietresaserntTrurenasnnone Sig‘ncd,...w.
S5tudent Embalmer

Licenzed

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

If this l:m_dy1 is not emb;tlmcd. fact should be so stated zbove.

sdr ¢ V7



