THE DIVISION OF HEALTH OF MISSOURI
wso | I JUL 8 1943 sYANDARD CERTIFICATE OF DEATH 19802

 to.as State File No )
' siRTH NO. REG. DIST. MO, _ZL PRIMARY REG. DIST. uo.___&_é.‘l_ Registrar's Ne, 280
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers 4 d lHved.” If Inatl runid bafore
8. mUNTY . a. STATE b. COUNTY - adinislon).
‘ : Migsourf ~ Jackson I/
- b, CITY writa RURAL and . LENGTH OF CITY (If outssde sorporste limits, write RURAL tawnshl;
Lt mw -0 ot | STAY (in som ptaegl|  © OR " o Hnde. =3 dve =)
T q TOWN Kanaas City ]”\ y’
d. FH&SLPF#\T.E ORF (1f ot in boapital or Institution, }n sttt address o looation) ’ d.AsDrI;‘R%TS {f rar!, stve loostion) X
institution.  City Jail ch
3.:l’ﬂE%ME OEFD 8. (First) b. (Middle) ¢. (Last) 4. DATE (Month) (Day) (Year)
{Type o Print) Robert Smith . DEATH  June 15, 1949
5, SEX 0 6. COLOR OR RACE | 7. \wlADRORV&%B E%OESCEQRR]ED' 8, DATE OF BIRTH 9.1:\.?E (Io yeam ; OO 1 YERR | P e a4
. birthday, ontha .
Male White lnl w0 O | May 24, 1909 a0 it bl e
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Btats or foreign country) 12. CITIZEN OF WHAT
dona during most of working lite, even If retired} DUSTRY / COUNTRY?
Unknown | / Hopkinaville, Ky. U.S.
Jlsu. FATHER' S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF,HUSBAND OR WIFE
Unknown . Unknown ] ? . - ..
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL, SECURITY | 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
(Yes, 0o, o unknawn} | %r- TH'? or d.-laﬂuarvioe) NO. -
Yes r1d Va — Coroners Office ,ﬁ’ Ol e .

18, CALUSE OF DEATH MEDICAL CERTJFI |g1'£gvm_ BETWEEN
. Enteronly onacauseper | ! DISEASE OR CONDITION NSET AND DEATH
tine for {a), {b), and {c) DIRECTLY LEADING TO DEATH® 5y
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b) i
as heart fatlure, asthenia, | Tite to the above catse (o) stating ) . B
ete. It means the dis- | the underlying cause laat, . .

care, infury, or complics- DUE TO () : e B .
tiom whAich caused death, | 1. OTHER SIGNIFICANT CONDITIONS - " - - "
Conditions contributing to the death dut ol - 6
related to the disease or condition equsing denth. Carl s At .
£f oy

192. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION Tt / . : ] : | -] 20, AUTOPSY1?
X M g Va Va W 1117 _M
21a. ACCIDENT {Boecity) 21b. PLACE OF INJURY (a...tn or aboert (It TOWN, OR TOWNSH(P (o (STATE)
SUICIDEJ Fhm . strest, offios bldy.. eta.) / P

- HOMICID V_LA{,J_I/ Vi 27 Y 2Ly
2. TIM (Month)  (Day) (Tour) )| 2te. INJURY OCCURRED | 21t“ROW DID INJUR W

i WHILE AT NOT WHILE, y,

INJUR ¢ /5] work L) "Wvon |G A 17,00 Humidh fF 4207 A- 2.5

eby certify . hatf altended the. deceased from 19 I . 19___ that I las! saw the deceased
. alive on . , 19 and that death occurred at ______ m,, from the causes cmd on the date slated above.
Hugn Uwens (Degree or title) | 23b. ADDRESS

'

4c. NAME OF CEMETE

_H.t._ﬂa.ahin
s

REGISTRAR'S SIGNATURE

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD




Y

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was gmhalmed by me, 0f by e eeeeremee

- . Student Embalmer No.

working under my personal supervision,

.........................................

WRITING,: (Failuretto comply with

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

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



