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BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—TUSING UNFADING

=

4

- BIRTH NO.

ALED FEB 25 1950

STANDARD CERTIF

REG. DIST. NO,

THE DIVISION OF HEALTH OF MISSOURI

6080

State File Wo o e -

ICATE OF DEATH

7 PRIMARY REG. DIST. uo.lza_é_i Regi;tmr’aNu.__...‘.'I{..?_j.. ........ .

1. PLACE QF DEA"‘? 2. USUAL RESIDENCE {(Where docoased lived. If institulion: residence befare
a. COUNTY t.Louls . a.state M1gaourd 6. COUNTY St ., Lo sgrimion:.
. i )
b. CITY (If opwide coztifrata limit, write RURAL and mive ¢. LENGTH OF ¢. CiTY (t qutaide soroBrate limits, wrilp BUBAL acd give township} U |
Tg&'N 1ayton townshipy | STA 'lin ia 91“:'! Ti)WN Robert son ’ b} O ?
. FULL NAME OF (If pot in hospital or inatitation. give strest address or joeaigin} d. STREEI' (if rural, give
HosrTos ot .Louls County Hosplt ADDRESS “Ha&1l Ave.,
3. NAME OF a. (First} b. (Middle) ¢, (Last) DATE M (Du (Ym)
DECEASED N t
OECEASED 0137abeth - Hedwlg Smiley. . 18,
5, SEX T 6, COLOR OR RACE | 7. MARR|ED NWERC'EBRRIED; B DATE OF BIRTH 5. AGE th:':-)-r- 1\'; ur lD!‘un ¥ UNDER L HRS, |
Female White s/ Nov. 24,1899 P Mo ] P | e M
10a. USUAL OCCUPATION (Ghetiad uf work | 100. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State ot forico oauntrs) ] 12. CITIZEN GF WHAT
loggduring most of yorking Uife, aysn if retived) CQUNTRY?
IR epedtor; Wagner Electric Co., |8t. Louls County, Mo. \8.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Jacob Weust.

Mina Kraft,

14. NAME OF MUSBAND OR WIFE
4

NAME

5. WAS DECEASED EVER IN U.5. ARMED FORCF_'-':’

I 16. SOCIAL SECUR};lg’
(Y-Ncsr unknown} | {If yew, xive Nbr dates of servios)

2?

7. INFORMANT'S SIGNATURE OR NAME ADDRESS

Joy Smiley.,Hall Ave;Robertson,Mo.

18, CAUSE OF DEATH
. Enter only onecauss per
Ine for {s), (b), and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

MEDICAL CERTIFICATION

PA/Z,/'J

INTERVAL BETWEEN
ONSET AND DEATH

Py

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TC’ (b)
. rige to the above conse (a) :taﬂng .
- the underlying cause last,

“This does nol mean
the made of dying, such
a4 hear! fallure, asthenia,
ete. -It- méany the dis--
case, fnjury, or compliea-

DUE TO, (c)

1I. OTHER SIGNIFICANT CONDITIONS: ., -, *»

" Conditions contributing to the death but not
related to the disease or condition couring death.

tion which caused death.

" o

14a. DATE OF OPERA- |-13b. MAJOR FINDINGS OF OPERATION |, . . i N | 20, AUTOPSYT
TION . 5 "] b
.. . . . | R YES D NO KI
21a7 ACCIDENT (Specity) | 216. PLACEOF INJURY (o.z..inorabont | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) - (STATE)
SUICIDE home, farm, aotory, sireet, office bldg., ste.) - e
HORICIDE, i '
21d. TIME (Month) (Day) (Year) {Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
orF - WHILEAT[™™] NOTWHILE
INJURY WORK AT WORK

2.7 hereby ccrt:fy that I attended the deceased from ___ 2 =/© 1
alive on _.!L_.l_g 19..5:9. and that death cccurred gt ________ m

to____a2 ~1 & 1058  that I last saw the deceased

., from the causes and on the dale stated above.

2. SIGNATURW //M 4 )hm&tltle)

23b. ADDRESS 23c. DATE SIGNED
ol ﬁ?bw ruleo D  Bhvdlz —yp-oo

% BUREIAL, CREMA. | 24b. DATE 24c. NAME OF CEMETER

ot 2/20/1950

-

Oa.k Grove Cemetery

Y OR CREMATORY 24d. LOCATION (City, town, or county) - (State)

8t.Louis Co.,Mo.

EB "T8 "195¢-

FUNERAL

R.Lupto

{_ta:cml S S1EGNATURE ‘ADDRESS

ong; 7233 Delmar Blvd

8.R

REGIFTRAR'S SIGNATURE
N : M. (i.i% Embalmer’s Statement on Reverse Side)




g }

STATEMENT BY LICENSED EMBALMER

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

........... _ Student Embaimer No.

working under my personal supervision.

Student covsaevnaaneoeas I TIISAbALE L i e e % - £
Studmt almer
' Licenzed Embatmer No._.\iﬁf }/ ...........................

P. O. Address;ﬂégﬂf&%}; m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faﬂure to comply with
the above constitutes grotmda for revomuon of license.) -

If this body_:s not emba!med. f_act shqu_ld be so stated above,




