.5. No, 300
1048

iIVY.

WRITE. PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOUR]
1949 STANDARD CERTIFICATE OF DEATE

FILED OCT 7

State-File Na..g ‘)1 97

DIRECTLY LEADING TO DEATH* ;)

'BIRTH ND. REG. DIST. NO. PRIMARY REG. DIST. s K #Q188var's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If ingticution: resklenos before
&. COUNTY a. STATE b. COUNTY ~admislon).
Mo, il
b. CITY (If oqtride corpurate limite, write RUTRAL sod aive ¢. LENGTH OF €. CITY (If cutside enrporate limits, write RURAL an.d give townahip) }//
OR townahip) | STAY iin this place)
TOWN St., Louis TOWN  St., Louls &
d. FULL NAME OF {I! pot in hospital or institution, £lve street sddress or locution) d. STREET (I rural, give Jocaslon} LIPE
HOSPITAL O ESS 9]
INSTITOTION 5303 Walsh St, — 5303 Walsh St,
162?:%55%% a. (First) " b. (Middle) ¢. (Last} a, DSIE (Month)  (Day)  (Year)
(Twpeor Printy  ADELINE (ANDIR) SMITH | _DEATH Sep't, 24 1949
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER. MARRIED, | B, DATE OF BIRTH =1 9, AGE (Io years| & ofR 1 vOAR | & Woen 2 vms,
/ WIDOWED, DIVORCED (Bpectiy) t birthday) Momhs‘ Days | Hours | Min.
Female/ | White dow Nov, 29,1880 | 68 | g 12561 |
1a. USUAL WdJPATION (Gvekindof work | 10b. KIND QF BUSINESS OR IN- | 11, BIRTHPLACE (Biate or forein cogntry) 12. CITIZEN OF WHAT
done during most of working lifs, sven If retired) DUSTRY , COUNTRY?
Housework Arkansas
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE -
Redman Rice Unknown | G, Smith
I5. WAS DECEASED EVER IN U.5 . ARMED FORCES? | 16. SOCIAL SECURITY | 1. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 0o, ot tnknown) | (If yea, xive war or dates of service} NO,
No James Flanagan 5303 Walsh St,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
Enter only onscatmoper | 1. DISEASE OR CONDITION ONSET AND DEATH

line'for (a), (b), and (¢)

*This does not mean ANTECEDENT CAUSES

GMW_MV,, ﬂ‘\M@

Mortid conditions, if eny, gising DUE TO (b)
rise to the gbore cause [a) mina
" the underlying canse .o

the mode of dyfing, auch
a8 keart failure, asthenia,
ete. It means the dis-
care, injury, or complicg-

DUE TO (¢)

U i

Il. OTHER SIGNIFICANT CONDITIONS.

Conditions contribuding to the death but not
related Lo the disecse or condilion causing death.

tion which coused death.

19b.-MAJOR .FINDINGS OF OPERATION

19a. DATE OF, OPERA-
TION

20, AUTOPSY?

YESD NOD

{Specify) 21b. PLACEOF INJURY {e...ip or sbout

2le. (CITY, TOWN. OR TOWNSHIP)

21a. ACCIDENT ~ (COUNTY) AFE)
) SUICIDE bomw, larm, factary, strest, office bldg.,e10,) AT - . };r .
HOMICIDE : /
21d, TIME (Month} (Day) (Year) (Hour) 21a. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- WHILEAT[ ) NOT WHILE
INJURY ~ WORK AT WORK - w /

19 ] tha{ I last saw the deceased

2. ] hereby certify that I atlended the decegsed from , Lo
7 ahpe om , 18 , and that death occurred at wm from the causes and on the date stated above. /
2. SyPNATUR of file) | 23b; ADDRESS . 23c DATE 51
. ~ s X 7> e0 . W - W
jagfu R A, CREMA- | 24b. DATE 240, NAME or CEMEI'ERY OR CREMATORY .24d. LOCATION (ity, town, or eounty) f ABtatdy. .
( T REMOVAL (Spaetty) o IR - U : - :
urial S5ep,27,1949 Resurrection Ce : _ s
DATEgEJ BY LOCAL SIG URE 5. FUNERAL DIRECTOI 8 SIGIATUR! ADDRESS B
W 7 ﬁ Kriegshauser 4228 S.Kingshighway Bl

(Eannd Embalmer's Statement on Reverse Side)




S STATEMENT BY LICENSED EMBALMER

W

1‘ RN - _ -
L herelﬁ certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of byl

.}
LA
| Student Embaimer No.

.................... -

working under my persona! supervision.

-

Student ..cuiesvinenasrseasnny evrarmasunscanns
Studmt Eniulu-r )

Licensed Embalmer No... -“;‘; 22 7

P. O, Address___ o S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN'DWR!TING. (Failure to comply with
dnthonmmutmmmdshrumdhm) ) . : i I
I this body is not cmbalmed, factshould be so stated sbove. _ o '

13



