THE DIVISION OF HEALTH OF MISSOURI 39()*?1

oo | RLEDNOV 24 1950 STANDARD CERTIFICATE OF DEATH g pu s
BIRTH NO._________ ___________ REG. DIST. NO. _318__ PRIMARY REG. DIST. nol[)_o_a_ Registrer's No..... _‘}‘3‘;(,),,,__
(J) I. PLACE OF DEATH 7 USUAL RESIDEMNCGE (Where decossed tved, 1f Ietiad enes Lafose
a. COUNTY a, STATE b. COUNTY adioislon).

Migsonri
b. CITY (I outeide corpurata limtts, writs RURAL and glve c. LENGTH OF 6. CITY (If outaide corporate limits, write RURAL sod give w"uhip) { 7‘

townahip}| STAY (in this place)
TOWN St .Llouis i

OR . OR
ta : 2 ’ﬁ Stelouis
d. FULL NAME OF (If nos ia hoepital or Instisution, give sirsct addroms or location) . STREET (It roml, give location)

HOSPITAL OR : . - ADDRESS - .
wsttumion: . St ,bouis City Hospital : 3906 _Cal ifornie St.
3 NAME OF 7 n:—(mm) - . b. (Middle) c. (Last) . 4. DATE (Mcuth)  (Day) (Year)
(Tvpeor Pring) Ftvigil 7 lossph Smith oaan Nove3 1950
8. SEX 0 I 6. COLOR CR’RACE | 7. MARRIED, NEVER ﬁARRIED 8, DATE OF BIRTH 4-1 9. AGE (In years| U UNDEN ) YEAR | ¥ ooER 4 xE8
WIDOWED, DIVORCED (8 : tar birthday) |Monthe| Dags | Hoors | Mh
mala vhita married Septe21,1892 58 , l
10a. USUAL QCCUPATION work { 10b. KIND N - . or fo oo
Mdmmm‘ﬁ“’m u(!(:i:::ui?sz:: Ob. K! OF B.USI &D%Férglv n BIRTH-PLACE.muu forvign try) / lztgm.lz‘ﬁ@?FWHAT
Minemp Coal mines - T1linois ,
138, FATHER'S NAME _ [13b. MOTHER' 5 MAIDEN NAME 14. NAME OF HUSBAND OR WIFE |
Jogse ph Smith - Alice Bolling Annabelie Smith |
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S Si{GNATURE OR NAME - . ADDRESS |
(Yea, 0o, o1 unknowa) | (1L yow, give war or dates of servioe} NO. S 2 C - -
vos not known unknown Annabelle Smith 3906 CaliRornia
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onscauseper | b. DISEASE OR CONDITION ONSET AND DEATH

DIRECTLY LEADING TO DEATH" ()

line for (a}, {b), and (¢}

*This does not mean | ANTECEDENT CAUSES DUETO()@ eh_e & A , Q 2 Len
the mode of dying, such | Aforbid conditions, if any, gising b v 7
a3 heart fafluve, asthenta, | Tise to the abore couse (a) stating o -
elc. Jt means the dis- the underlying cause last.

case, injury, of complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
" Conditiona contributing to the death but not

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

related to the disease or condition eausing death. N s
19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION A o A ’ 20. AUTOPSY?
TION N -t
_ N . - - YES KO D
2is. ACCIDENT (Bpeciiy) 21b. PLACEOF INJURY (sx..Inorabous | 2Jc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE)
SUICIDE boma, farm, factory, strest, offies bldg.,et0. .
HOMICIDE
214, T(I,EE (Month) (Day) (Year) * (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? é .
) . WHILEAT NOT WHILE g“' A
INJURY - m. | “worK AT WORK ) # 3’
2. I hereby certify that I auended the deceased from Y , 16, that I last saw the deceased
' alive on , and tbat death occurred 2?9 & /O "? m., from the causes and on the date stated above.
( }S/IGNKTURE /é@ Caw, 235, ADDRESS w |zsc DATE SIGNED
o
/a-z’-"ﬁ-'é ";(a’?/ bl o FFes: HEors : 1 3Za
. BURIAL, CREMA— 24b. DATE NAME OF CEMETERY OR CREMATORY -24d, LOCATION (City, town, or county) (Btate)
TION REMOVAL
nampnagl { 11-3 5. O . - Eidorado, LLiinois--
AR 25, FUNERAL DIRECTOR'S SIGMATURE "ADDRESS
o7 s
B Tl S mm » Alb_rt H hoppe 4700 Vashington

(Licensed Embalmer's Statement on Reverse Sldc)




STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

]

51gnedeccacavecassanarcanarsasssnanrenan .e
Stedent Embaimer Licensed Embalmer ?(.( 2\ ...............................

P. O. Address,ﬂ %a‘&. 2

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

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




