THE DIVISION OF HEALTH OF MISSOURI 25344

S. No.300
S ALEDNOV 3 1950 STANDARD CERTIFICATE OF DEATH State File N
! BIRTH NO. REG. DIST. NO. o A {0 PRIMARY REG. DIST. llo 3 Registrar's Na..._g..q._..?}‘.}..(}:..-.m.
1. PLACE OF DEATH &) V&2 USUAL RESIDENCE (Whare deceased lived. 1f lastitution; rsklesce before
a. COUNTY - . a. STATE _, b, COUNTY ad.niemion).
D : Fome Illinoia 3t, Clair
b. CITY (If cutride corpurate limits, writs RURAL and give ¢. LENGTH ©F ¢. CITY (If sutside corporste limits, write RURAL aod give township)
OR townshipt| STAY (In thia place) OR /2 v
Town St. Louis B TOWN East 8%, louis, . ’
d. FULL HAME OF (If 1ot ia bospital or institgtion. give streot nddrom or lotation) d. STREET: (K rural, givo huuan) =
HOSPITAL OR ADDRESS
INSTITUTION St. Mary's Inf, 1419 Broadway
3. NAME OF . (First . b. (Miaddl . {Last
DM OF a. (First} ( e} : .( ) 4. og;g (Month})  (Day) (Year)
{ Twpe or Print) Robert Smith DEATH  Qct.~- 20, 1950
5. SEX 6. COLOR OR RACE | 7. \”IARRIIEEB BIE\\%SC!SRR]ED 8. DATE OF '‘BIRTH 9, I:GE&(:? youre| IF URDER | YEAR | © UNDER u uER
(Epoeﬂt) t day) |Mootha| Days | Howrs | Min.
Male 2| Wegro arried 7" lsept. 15, 1880 70 l |
10a. USUAL QCCUPATION (Givekindof wark | 10b. KIND OF BUSINESS ‘OR_[N- | 17. BIRTHPLACE (State or forelgn sountry) 12. CITIZEN OF WHAT
done during most of workiog life, aven If retired) DUSTRY COUNTRY?
- - Egypt,Misaisaippi./ U. 5, A,
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Elizeh Smith v ] Martha A Rosie 1. Smith
I5. WAS DECEASED EVER IN U_S. ARMED FORCES? ’ 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
3 (Yews,no,erunknown) | (If yes, give war or dstes of servios) .
- - Mable Smith 1419 Broadsay
% 18. CAUSE OF DEATH M ICAL CERTIFICATION Iﬁgﬁgmmm
% _Enter only onecausoper 1. DISEASE OR CONDITION AR AL Lo
;& . line for {a}, (b), and (¢} DIRECTLY LEADING TO DEATH'(a)
Ny

*This does not mean ANTECEDENT CAUSES i ( W
the mode of dying, such [ Morbid conditions, if any, giring DUE TO () &)

ax beart failure, asthenia, rize to the abore cause (a) dating

T

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

K e, H‘mcam"tﬂe iy the underlying couge laet, | - -~ - — _NM - T -
5\ ease, Injurt, or complica- DUE TO (&) |
tion which caused deazh, | 11. OTHER SIGNIFICANT CONDITIONS L. . e T T
Conditions contribuling to the death but ntot
. related o the disease or condition cquaing death.
- 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION R S, t- ' . 20, AUTOPSY?
TION -
. ves ] wo &
X 21a. ACCIDENT (Bpecity) ’ 21b. PLACEOF INJURY (o.s..lnorsbont | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STA'!E}
Lt SUICIDE, home, farm, factory, strest, offloe bldy., e10.} + - .
y. HOMICIDE .
Z1d. TIME (Menth) (Day) (Year) ~ (Hown) | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? }*”' ' )
v OF: . . - WHILEAT ] NOT WHILE
INJURY WORK AT WORK '
21 hereby cerhfy t?al I atiended the deceased from ol 1P o ¢ ©/29 , 1939 that [ last saw !he deceased
' al:ue on ot \ 195 and that death oceurred at m., from the causes and on lthe dale staled above.
. TURE . », ([w or title) b ADDRESS | 23c. DATE SIGNED
: @)‘a 19:4L1~4ﬂ? S :
TIONBgE?M! SVL REMA- ‘Zlb DATE [ 24c. t\A'\‘lE OF CEMETERY OR CREMATMY 24d. LOCATION (Oir.y. town, or cgunr-y.) . (Btate)
Oet, 21, 1950 . Eazt St. Jouis, -~ T3linnig
D. __‘D Kg‘cm REGIFFRAR'S SIGN £ _— 25 FUNERAL DIRECTOR'S SIGMATURE " ADDRESS
2 REG® . -
oot 29 B ys4 M |P. Q. criggler dor svenyus

{licensed Embalmer’s Ststement on Reverse Side)




ay,

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, 0 bY—vemeeererremne

working under my persona! supervision.

StUdENt 4 orenecnnsarsimssesrasanasaniniares Signed.....> h VY

Student Enbaiuar Q
Licensed Embalmer No........ “} H?L/ .............

. (Failure to complym—

P. O. Addreaﬁ_o\-f.l_ D

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hu OWN HANDWRITIN
the above censtitutes grounds for revocation of ficense.)

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




