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

BIRTH NO.

ALED SEP 26 1950

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

0101

REG. DIST. NO. ’3 2 PRIMARY REG. DIST. NO. H_Mm}},;.a,-, Nowii

State File No

line for {a}, {(b), and (c)

*This does not mean
ihe mode of dying, such
as heart follure, asthenia,
ae. It means the dla-
eqre, infury, or complica-
tion which caused death.

- the underlying cawse last.

DIRECTLY LEADING TO DEATH*(,

1. PLACE OF DEATH z2, USUAL R IDENCE (Where Jucoased livad, If itutio donce before
a. COUNTY Hen ry a. STATE ; b. COUNTY adinimion).
b. CI}Y (If outside eom:mu limits, wHite RURAL Mll::;hip) grALYENm FEL c. ng (11 outsffle corporata limits, writse RURAL scd give towaatic) 0@30
TOWN Windsor days TOWN
d. FULL NAME OF (If not in bespital or institation, gire streat address or locaton || d. STREET (If raral, give lovatlon) : D
HOSPITAL : ADDRESS
INSTITUTION- Community Hospital
33&%§S%F a. (First) b. (Middle) ¢. {Last) 4, DA'}!_'E (Month) (Day) (Year)
(Tweor Print)  FEbeneger Willjam Smith DEATH Sept, 20, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io years] i uner 1 YR | I UNDER 14 MRS,
. WIDOWED, DIVORCED (8pacify) : Last birthday) Montho, Days | Houra' | Min.
Male White Feb. 14, 1885 |
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Btate or foreign ocuntry) 12. CITIZEN OF WHAT
dooe during most of working Life, svan if retired) DUSTRY @ COUNTRY?
Manager Lumber Cb, Cole Camp, Missouri Us 4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Edard O, Smith Mabel Nickle i
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(¥es. 00, o gokmown) | (I yem, xive war or dates of servics) NO. . . .
No : 495 10 0348 Mrg, E. W, Smith, Tonia, Missouri
18. CAUSE OF DEATH MEDICAL CERTIFICATION " | INTERVAL BETWEEN
| Enteronly onecauwseper | 1. DISEASE OR CONDITION . . OMSET AND DEATH

A

ANTECEDENT CAUSES

Core na g:; "f"‘gm AQ:!

Morbld conditions, if any, gising BUE TO (b}
rise to the abovr cause (a) d.ali:w

DUE TO (2}

II. OTHER SIGNIFICANT CONDITIONS 1.+ - v v

COondittons contribuling to the death but not
related to the disense or condition causing death.

Jw@ ’

13a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
b TION "
ves L] wo [
21a. ACCIDENT {Bpecity) 21, PLACECOF INJURY teg.,inorabomt | 2lc. (CITY, TOWN, OR TOWNSHIF) " {COUNTY) (STATE)
SUICIDE homa, larm, [astory,.sireet, office bldg. as.)
HOMICIDE .
21d. TIME {Month) (Day) (Year) (Hoor) 21e: INJURY .OCCURRED 21t. HOW DID INJURY OCCUR?
: WHILEAT{—} NOT WHILE .
INJURY WORK AT WORK .

2. I hereby certify that I attended the deceased from = ¢ S™ -5 19

lo - 20-SD19 that I last saw the deceased

Y

{Licensed Embalmer‘y &

alive on ' 19____, and thal death occurred al m., from the causes and on the date slaled above.
23a. Sl RE. . (Degred or title) | 23b. ADDR Z3¢. DATE SIGNED
_ _ A % orer—" Zz¢, 7F-r2 52
24a. BURIAL, CREMA- | 24b. DATE 24, NAME OF CEMETERY OR CREMATORY 2.40 LOCATION (Olly. town, 01 county) (State)
ON, REMOVAL (Bpecity)
l;1 Burial Q-22-50 Ionia Cemetery Tonja, IMi squri
DATE REC'D BY LOCAL | REGISTBAR'S SIGNATURE i gk |25 FUNERAL DIRECTOR'S §)GMATURE ‘AbORESS
REG, . -
Z ; o ~ , Mg .’




2550 ,_
RECEIVED 77 % :

DISTRICT HEALTH OFFICE No.3 _

District File Numbg—-——?éj_;)"f i
Date Filed _---J-&=F===="""" ~
[}
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, of by

Student Embdbalmer MNo. ..

.working under my personal supervision.

STUTENT oevcevsasmararsesansasasanttsnnaane Signed.... Z_“_%M 2/’.’._ ..
Student Embalmer f
Licenzed Embalmer No....... %@V .....................

P. O. Address

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

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




