THE DIVISION OF HEALTH OF MISSOURI ~~

5. Ng.300 n
e FILED APR 17 1951  STANDARD CERTIFICATE OF DEATH Stae File No... :
BIRTH MO. REG. DIST. WD, | 3. Z PRIMARY REG. DIST. mﬁ_o_l_.g Repistrar's No.__g.é_“_....__.....
’[/ 1. PLACE OF DEATH 2 USUAL RESIDEMGE (Whees deorssad lhred. 1 lnatitation: reskivacs bofors
LT a. COUNTY _ a. STATE b. COUNTY ' wton).
) 0 H enrv Migsonri Pettis
B CITY (11 owtble corpurats limits, schs RUBAL and give ¢. LEN6TH OF ¢. CITY (H.amaakde corpesete fimits, wriw BITEAL axd give towsship)
OR . . townabip) | STAY fio this place) OR i‘a
TOWN  (Clinton 2 weaksl ™™ Sedalia g &
d. FULL NAME OF (If not in hospital or jnstitution, give strect address or iocation) d, STREEX - (2 rursl, give location)
- HOSPITAL OR ADDRESS
INSTITUTION yTetze] Osteonathiec Fosnital 1117 Tect YEth
3. NAME OF a. (First) b. (Middie) ¢. (Last)
DECEASED . 4. Dg;E (Mouth)  (Day)  (Year)
{ Type or Print) Thomas S, Smith DEATH April 12, 19 51
5 SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yearn] IF UNDER 1 TEAR | F UNDER 1 i3,
WIDOWED, DIVORCED (Bpycity) R last birthday) Mnnuu, Dayn | Hourm | Min.
Male White Married 7 Deec, 13 1878 7= l
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelan cogntry} 0 12. CITIZEN OF WHAT
done duricg moet of working kide, even if retived) - DUSTRY . . COUNTRY?
Retired (“rocer Grocery Pettis Countv, Missouri T.8. &
13a. FATHER'S NAME : “]13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Roland | - Hattie Duledon ip Smith =
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE NAME " ADDRESS
{Yea, 0o, or unknown) | (If yeu, £ive war or dates of servioe) NO. Ca
Vo ke k Wetzel Wosnita? ,MO
8, CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
 Enter only onecauseper | I. DISEASE OR CONDITION . : ONSET AND DEATH

DIRECTLY LEADING TO DEATH® ¢4y

line tor (a), (b), and (c)

*This does no! mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if eny, giving DUE TO (4
of hear! fallure, asthenia, rise 10 the abore cause { 8) :!atmg
ete. It means the dis- | - the underlping cause &
ease, infiry, of complics- UE TO ()
tion which caused death, | 1. OTHER SIGNIFICANT. CONDITIONS -.* .

Cumnditions contributing Lo the death but not
related to the disease or condition cousing death.

19a. DATE OF OPERA- 19b MAJOR FINDI 3 OF OPERAT!ON ' " T . AU?Y?
7f5' W S5 ves UF s

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

21a. ACCIDENT (Bpacity)’ th EOF NJURY (o inorabost | 21c. {CITY, TOWN.OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE om- , fnofory, street, office bidz. . m2.) L e - . - I .
HOMICIDE i
21d. TIME (Moath) (Day) (Year) (Heus) | 21e. INJURY OCCURRED | 21t. HOW DID [NJURY OCCUR?
=7 WHILEAT ROT WHILE
'NJURY o wonx AT 'onx - - .
2. I hereby cgtify that I attended the deceased from %LL, 1951 i %&uz_, 1987 , that I last saw the deceased
1 , 19;.’__[. and thg death occurred at m., Jrom the causes and on the date siated above.
v Zha. SIGNATORE {Degros or tit.]c) b. ADDRESS 2. DATE SIGNED
, Y P PO ., . Bger)4/95
24a. BURITAL, CREMA- | 24b. DATE l 24¢. I\AME OF CEMEI'ERY OR CREMATORY 24d. LOCATION (City, town, or county) . (Giate), -
TION, REMOVAL tBpesity) - R - \
Burial 1 | Apri] 15,108]) Smithton cemetry Smithéon ,_ Mo, . - 3 }
R'S SIGNATURE .91,;2, 5, run:‘lgn.' RE Ioa' S 8] GNATURE ADDRESS )
Cz a S| Dewe Hec art Sedalia, Missouri

(Ticensed Embalmer's Statement on Reverse Side)




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, 0r byme.....

Student Embalmsr No.

working under my persona! supervision,

SRUTOE «ennenmsnneracanaseasanannens Signed /Q ,d &LLQ/(//CGAK

Student Embalmer
o Licenzed Embalmer No... 5 ‘L/ 7 0
P. O. Address /@,M 220

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to comply with
the above constitutes grounds for revocation of license.) '

If this body is not embalmed, fact should be 5o stated abave.




