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

w;—

THE DIVISION OF HEALTH OF MISSOUR! 4 ’[/_ . 20067
STANDARD CERTIFICATE OF DEATH State Fite No.. e

REG. DIST. NO. L&L_ PRIMARY REG. DISTM Rzg:.rfrar.rNo.......)Z.....é.._.,-..q.....

‘IS;. FATHERS NAME

15, WAS DECEASED EVER tN U.S. ARMED FORCES?

16. SOCIAL SECURITY
{Yes, no, or unkoown) ‘ (If yea, xlve war or dates of service) NO,

' BLRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dectased livad. If institatlon: residense’ bfore
. COUNTY STATE b. COUNTY Joimion),
a Gentry a. Missouri Gentrydj%,;
b. CITY (li outcide corpursta limite, writs RURAL and give c. LENGTH OF c. CITY (If outelde sorporate limits, write RURAL sod give w-nmn:
townabip} | STAY (in this place) A.lb ()
TOWN  Albany TOWN any
d. FULL NAME OF (If pot in boapital or institution, give atreat addrems or location} d. STREET {If rural, give location)
HOSPITA ADDRESS ‘
msrle‘tou S. Hundlev
3. NAME OF First b. (Miadle c. (Last
 NAME OF s (Fimst) { : ) (Last) 4. DATE 7 (Month:)G (Diy)g 5 gm)
(Twpeor Pint)  Benjamin Franklin Smith peaH June
5. SEX ,6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 9, AGE (In yan| & wom 1 i | ¥ ooen & .
x . {Bpucliy) t o Houra | Min.
Male 6 Whlte-’:‘ WIDOWED, DIVORCED Last birthday) | M nlhl Days ,
Married Nowv, 8. 1887 | 84 7 8
10a. USUAL OCCUPATION (Gtrekind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate of forelen sonatry) 12 CITIZEN OF WHAT
during most of working life, sven if retired} DUSTRY / RY
Retlréé Farmer Johnstown, Penn. . D
13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

| Cora Bell Bain
17. iINFORMANT'S S|GNATURE OR NAME

Mrs. Dott Elder

ADDRESS
Albany, Mo.

18. CAUSE OF DEATH MED
.Enter onlyoneceussper | I DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® 15y

iz B lertn e,
Vn "

INTERVAL BETWEEN

line for {a), (b), and (¢}

ANTECEDENT CAUSES

Morbid conditions, if eny, giving DUE TO (b)
ride lo-the above cause (a) sating
the underlying coute last.

*This does not mean
The smode of dying, such
as heart failure, asthenia,
ete. It means the dia-

eade, infury, or complica- DUE TO (&)

1. OTHER SIGNIFICANT CONDITIONS

Condilions contributing to the death byt not
related to the disease or condition cauring death.

tiom which coused death.

20. AUTOPSY?

1%a. DATE OF OP_IEI%IN 19b. MAJOR FINDINGS OF ‘OPERATION
. e #e i P ves ) o
21a. ACCIDENT (Bpacify) 21b. PLACEQF INJURY (e.x. Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) _ - ~{COQUNTYD (STATE)}.
SUICIDE, bora, farm, fastory, strest, office Nd;..m.)
HOMICIDE
21d. TIME (Moath) (Day) (Year} (Houn. '} 2le. INJURY OCCURRED 21t. HOW DID INJURY QCCUR?
OF B WHILE AT HOT WHILE : - .
INJURY = | WoRrk AT WORK
22, I hereby certify that I auendcd the deceased from IBQ_L, lo 7O 188 X | that I last saw the decensed
alive on wand that death occurred at 1—1_ m.,from the causes and on the date stated above.

2%, SIG ‘\4 {Degres or title) | Z3b. ADD/CM 23, DATE SIGNED
/ﬁ%@m D.d- 2 Dt reir , ZHR. 552

24s. BURIAL . CREMA- | 24b. DATE fﬁ«: NAME OF CEMETERY CR CREMATORY m ‘LOCATION ebuy.'zown.'or county) (5late)
TION, REMOVAL (Bpedlly) . s .- .

Purisl’ R/A1R/R2 Allen Cemeterv: - F‘Aa eville Mo,
DATE REC'D 8Y LDCAL REGISTRAR'S SIGNATURE (-1 5 zs/_f;sn L ATURE ADDRESS

(5 4}774L00562;$@/ e é@é‘mz
" (Licensed Embalner’s Statement everse Side) v




(I

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, or by 232 ...

Student Embalmer No.

working under my personal supervision.

Student c.iceaverronacss wesesrasrevarasasaas Signed........
Student Embalmer

P. O. Address.........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ure to comply with
the above constitutes grounds for revocation of License.)

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

fé




