WRITE PLAINLY—TUSING UNFADING BLACK

FILED OCT 27 1355
________‘___ ALG. DIST. NO. 2 2 'Z

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. NM Kegistrar's Na / ‘2 7

35861{9

State File No...

INE—MAEE A PERMANENT RECORD

aliveon __J.—¢ $ 19 373 and that death occurred al

' BLRTH NO.
*1. PLACE OF DEATH LA . 2. USUAL RESIDENCE (Whbere decossed lived. If institytion: resldence befors
a, COUNTY ~ Wright } i a. STATE Missouri b. COUNTYWebst e oo
+ b CI'IF;Y (M outsids corpursts Umita, writs RURAL and give %A'?ENGTH OF || e cg‘g & I3 Residence within Nomits of
. wnahi in this H & (5
town Mansfield roean) il rown Seymour HRETRET )
d. FH(ISSLPIN'I{‘AT.EO%F (If not in hoapltal or Institation, give street address or loeation) F" AsarDRREEErSS (I rural, give loestion) / y\ /
instirotion Mansfield Hospital Rural Route # 2 / '
S NAME OF a. (First) b. (Mladle) <. (Last) 4 DATE  (Moemth) (Day) (Year)
. DECEASED ; " OF 4
{ Type or Print) CLARA M. SMITH DEATH Oct. 15, 1 955
6. COLOR OR RACE 1 7. Mﬁ?&g l‘[l)EVggCIESRRIED 8. DATE OF BIRTH 9.&6&&1: rc;u ;‘r u:.u 1 VAR | o ueoen 1 ke,
- ‘sm ] on Days | Hours | Min.
Femabej White ever Marriad  |March 6, 1876 54" | |
10a. USUAL OCCUPATION (Otvekindolwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. S 12. CITIZEN OF WHA
done during oot of working lf.r..n:lni!o : W’) = DUSTRY ] (City and Seate or Foraign Coumtry) a COUNTRY? HAT
N on e None Wright County, Mo,, . . A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
Elick Smith { Margaret Rippee ] N one
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, D0, 0r unknowa) | (If yes, tlve war or dates of sorvice) NO.
No N on e -
18. CAUSE OF DEATH MEDICAL. RTIFICATION . INTERVAL
_ Enter only onacaussper | |. DISEASE OR CONDITION . o AND DEATH
lime or (8), (b, andt (&) | PVRECTLY LEADING TO DEATH®q) i ay_S
1 .
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
of heart foflure, asthenda, | ride to the above cause (o) dtating L .
de. It means the dis. | he underlying cause lagt. f3 3 /X
ease, injury, or complic- DUE TO (¢)
tion which cavuaed death, | 11. OTHER SIGNIFICANT CONDITIONS
" Conditions contributing to the death bud not
related to the dircase or condition couring death.
19a, DATE OF OPERA- | 191, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION I:I
YES Noﬂ
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (eg.,incrabost | 2Jc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, taotory, strest, ofSos bldx..et0.) .
HOMICIDE .
21d. TIME (Moath} (Day) (Year} (Houn 2le. INJURY OCCURRED | 2#. HOW DID [NJURY OCCURT ..
’ WHILE AT NOT WHILE
INJURY WORK AT WORK
- —— —
2. I hereby certify that I altended the deceased from ) Q= 2 35 Ig.__, to /O /9" 1953 that I last saw the deceased

m., from the causes and on the dale staled above.

23a. SIG RE - (Degree or utlm“ 4-23n, AISDR .o 23¢. DATE SIGNED
D. Mﬁ@ W@ Jo=1255
BURIAL, CREMA- | 24b. DATE - “24z. NAME OF CEMETERY OR CREMATORY 4 mTloMCll]'. town, gr county) (Btate)
nongemovuwr.dm 10/18/55 .Hensley Cemetery | _ _Wright County, Missouri
DATE REC'D BY LOCAL | REGISPEER'S SIGNATURE 349 - j TOR' S S1GNATURE AbORESS
/4//}/._5‘;?:5 ' QW AL%MTW Seymour, Mo.,

3 s Sratemen
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

L3 £ 2T+ 3 N - P s . Student Embalmer No.
working under my personal supervision,.

Student

. Signed....
Signature of Student Exbalmer

............

/ s 2ot g _—
Licénsed E r No...[t..5..6

P. O. Address . Springfield

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fa
to comply with the above constitutes grounds for revocation of license}.

|

|

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. |
T© this body is not embalmed, fact should be so stated above. ‘
J




