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!BIRTH KO.

THE DIVISION OF HEALTH OF MISSCURI
| AILED MAY 28 1956 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _/ 5&:_

16141

State File No

PRIMARY REG. DIST. NO-@.&L Regisirar's No,_77.

-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docossed lived. If lastliution: ruh.l.aneg befure
. COUNTY . STATE+ - s : b. dsaton).
: Crundy * M Iisscuri OMMMlercer g7, 20
b. CITY (M outst ¢ limits, wri RAL and ¢. LENGTH OF e, CITY Resldene
o ™ = s ::::; STAY (in this place! Ia.cﬂy or lnmrpouglnudun:.ln:!
TOWN 5 j (b TOWN w0 Ne 3
d. FH(%IS.P:!IBMEO%F (If mot in boapital or institution, give sirect address of location) A%rgﬁ‘EEESrS (If rural, give focation)
INSTITUTION YTl Hospital /Y Yiac ot Trenton
36‘1‘:%52%5%% a. (First) b. (l\iliddle) ] c. (Last) 4. Dé}-!.: (Month)  {Day)  (Youn)
{Tvpeor Privt) CEGTEE Ve mith DEATH 5 aX 56
5. SEX 6. COLOR CR RACE | 7. #%%SEB EWSECESRRIED 8, DATE OF BIRTH Q'I:GEI.:&:I:‘).“ ;!F Urln;lflt 1 YEAR | & uwoER 4 mas.
R (Bpecify) t ¥, oo Days | Hours | Min.
irale O | White Vidowea A I1-6-1869 Beyrsd |
10a. USUAL OCCUPATION (Chvekindofwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : . 12. CITIZEN
douudurinxm:m.a!workiulﬂa.o:en';! r::;r::l) DUSTRY . " (City wnd s""_. &7 Foreign Country) I CO ?FWHAT
Fermer Tarm Lercer County &) | JeSsAy,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN N.AH.‘ME 14. NAME OF HUSBAND OR WwIFE
Aaren Smith Marinda IicGowan Addie Smitk -Decgased
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURLTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes,no, or unknown) | (If yes. rive war or dates of service} . " > -
o, No o Urs,., Rerths Stanley-~-Frinceton-llo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION mgg}h\nlﬁsmm
. D DEATH
| Enter onty onecauseper | |- DISEASE OR CONDITION
line for (a), (b}, and (c} DIRECTLY LEADING TO DEATH.(“) oronar throm _“r—s'_
ANTECEDENT CAUSES
*This doea not mean :
the mode of dying, auch | Morbid conditions, if any, giving DUE TO (b) myo cardlt is 2 ¥rs.
as heart failure, asthenia, rige o the aboge cause (o) stating
ete. 1t means the dis- the underlying cauae last.
ease, infury, or complica- DUE TO ()
tion tohich caused death, | 1. OTHER SIGN_IFlCANT CONDITIONS
Conditions contributing to the death but not
related to the diseaze or condition causing deafh.
19a, DATE OF OP_FI%AN- 186. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
) ‘1‘ 9'0 / YES D NO @
2la. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e.g..inorsbont | 2t¢c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE .- homs, farm, {actory, sireet, office bldg..e10.)
HOMICIDE - - -
21d. TIME (Month) (Day) (Year) (Houns | 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oOF WHILEAT ] NOT WHILE
INJURY m. WORK AT WORK

2 1 hereby cerufy that I attended the deceased from __5_6:5.6_

19____, !

19

, that I last saw the deceased

. . olive.on

, and that death occurred al 1_3_QBn from the causes and on the date stafed above,

PLAINLY—USING UNFADING

23a. ATURE

e 9 /&W PN

Eb ADDRESS
Princeton .

23c. DATE SIGNED

5/22/56

Missouri

%‘éNEHEHS#CRE“A'
pecity)
Hard=t

2457 DATE

5=-24- 56

245. NAMETOF ¢ CEMEl'ERY OR CREMATORY
'"oshcn Cemctery

24d. LOCATION (City, town, or county)
“ercer County--- %o,

(5iate)

DATE REC'D BY LOCAL

| 5= 2Y- 5
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(Livensed Embalmer's Statement on” Reverse Side)
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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 emt

o R T o WS+ 3 < < , Student Embalmer No,.--......

working under my personal supervision.. 0

SEUAENE - ereee oo eee ettt ee e neaeneaa Signed.... \ &L/ PPl W@é, ...........

Signature of Student Embalmer

‘ Licensed Embﬁ\lo.ﬁ.‘z'
- P. O. Addres W
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

I¥ this body is not embalmed, fact should be so stated above.
&




