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THE DIVISION OF HEALTH OF MISSOURI

2 1958

STANDARD CERTIFICATE OF DEATH
. IIEG.‘DIST. ND.___‘B_IZFHIHMY EG. DIST. WO.

State Fl'l:;Na.....%a ....... -
Soo -

BIRTH NO. Regisirar's No.
1. PLACE OF DEATH (ﬁ 2. USUAL RESIDENCE (Wbers decoased lived. If loatitgilon: residence befors
COUNTY . STATE . . X dimission),
> St Lou:|.5a ﬂ Missouri , " 'S¢, Louig™==
b. CITY (U cutstde corperate Umits, Srite RURAL and give LENGTH OF ITY %-o Ak within oy of
oR e
TOWN .. Normandy """""’lz‘?{“ﬁ‘a“y‘"‘a—"'“‘ fmwu St. JehnsuSt / § Gt
“d. FHOL%PII‘J_&{EO%F (If 201 13 hoapital or Inatitation, Kive streot address or location) vAs[;rl;‘REEEgS (If rusal, give lodation)
. INSTITUTION. Normandy Osteo.Hosp. 3723 Connor Ave .,21
3. NAME OF s (Fin) b. (Middle) © (Lest) | 4. DATE  (Moatt) (Day) (Year)
{ Type or Print) - David Clifford Smith DEATH 2 16 56
5.5EX -~ {6 COLOR OR RACE | 7. MARF}’}EB NEVER MARRIED " -8. DATE OF BIRTH g AGE’,&.;:;).,. o s Voin [ 7 e i o
. -. v (Bpact, t onths | Days | Houm | Min.
»"Male” - | White arried y-co-1803 . | 8 | |
O, SN CEELPATION i | o WD OF SUSINES O I | 1 SIRTHPACE (s a0 SRS
Engiheer Jei‘ferson Hotel St.Louis, M:Lssour:L WS WA,
132, FATHER' S, NAME 13p, MOTHER'S MA(DEN NMM 4. MAME OF HUSBAND OR ¥IFE
et Setth -
. Gz::.n() rd "y RR -Emily Smith
15. WAS DECEASED EVER IN_U.A. ARMED FORCEST | 16, swii SECURITY | 17. INEORMANT" § &1 GNATURE N&ME - ADDRESS
Yoo, Mvg'r unkeown) | (If yea, rdﬂ- oiurviu) NO w 7}1 R
y L ]

18. CAUSE OF DEATH - MF.'DI.CAL CERTIFICATION 13:5521\_.-1‘\\1;.5}:;351?
VEntercnly onscauseper | 1 DISEASE OR CONDITION
“ne o (83 (1), and (© DIRECTLY LEADING TO DEATH (,) 3
" *Thir doer mot meon-|” ‘ANTECEDENT CAUSES, ”7’““"" &J "A‘kﬁ
the mode of dying, such |  Adorbld mdmm, if anr. qivlnq DUE TO (b) y
or Beast foflure, asthenia, | ~rite to the abore cauae (a) stating
de. It means the dis: the uuder!ymgoaufe Laat.
ease, Infury, or complica- el DUE TO (c) { 2( 4‘.,,,,4«-—-
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS J{ P
et o | Conditions eontributing (o the death but nof pr—s =
- | e related to the disease or condition causing death. t' ."" 7 c‘?“""""
_1%. DATE OF OPERA. | 18b. MAJOR FINDINGS OF OPERATION '2-—-— 20. AUTOPSY?
= / :
- - H20( bbbt ves i [
2ia. ACCIDENT (Bpecify) . 2ib. FLACE OF INJURY (o, inorabout | 2Ic, (CITY, TOWN, OR TOWNSHIF} (COUNTY) (STATE)
SUICIDE |; howne. farm, factory. street, offfes bldg.. 610 . '
HOMICIDE L - §
21d. TIME (Monts) (Day) (Yeas) (Houn) | 2le7 INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
WHILEAT[} NOTWHILE
INJURY WORK AT WORK : i
s :
2. I hereby certify that I alicndccf{%c deceasedfrom 4.L__ Ig__'-‘" to 2/ e 19’ ; that I last saw the deceased *
- aliveon 2l g L, 1996 gnd that death decurred at _£ 2L m. fron( the causes and on.the date siated above. ;
Za. s:enA‘ru!(Q r: g zegmn oﬁ 23b. ADDB l Zi. DATE SIGNED
2%a. BURIAL, CREMA- z«ib DATE  ~ | 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, o county) 7/  {State)
TiON, REMOVALM)
DATE REC'D BY LOCAL ISTRAR'S SIGNATURE DI 8 s ATU ADDRESS
e RECD |,2 > CALVE " ST S‘zifaur B Blvd,
/-5 Mn)b FUNERAL HOME, INC.. § Sep; 2agas
* {Licensed - . .

mer’s Statement _on™Reverse. Side)
f .’i}} s \‘-,-.'\l‘\:
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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

byme, or by coviinrii et macvasmammsatssscsssncccasssannanannns Ceeanen- , Student Embalmer No............

working under my personal supervision..

tudent....cocooeenn. e eeeeenaeaememmaeneeeeeenaeann igned..... R EtboiNg T
Studen Signature of Student Exbalmer Sig i

Licensed Embalmer No, 4 127

P. O. Address.;iﬁ:.’%.w:.\

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. .

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