THE DIVISION OF REAL TH OF MIXUVUKI]

38823

Ith, i ER ANDARD CERTIFICATE OF DEATH
..;f". F_"-ED DEC 1 2 1956 STANDAR iy' EAT STATE FILE NUMBER .
bli‘t Registration District No. .i./. -Primary Registration District NoJ? g ............. Registrar's Nn%%.’._m...
“ . 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: R-sidon;u imlou
. . i e ST . . admission}
[ COUNTY  Miggigaippd: " Missoury " T %1 ssissippd
05(; b. CCI,LY {H{ outside corporats limits, give, TOWNSHIP only) | Inside Limits <. CITY - Inside Limits
Town East Pra:; gté“g— Yes Lt NoRY row East Prairie > Mb‘.. O veeu Na B
c. FULL NAME OF (If NOT inhaspital, give lodgtion) |l ength of stay in 11 P
HOSPITAL OR g d. STREET (I eutside, give location) Reside on Farm
INSTITUTION Home> aodress 2 mides S, We. Of Eb. BaX noo
3. NAME OF First Middle Last 4. DATE Month Pay Year
DECEASKD OF
| (Tvpeorpring SamueT Edward Smbth veati  Nove.  24,, TO56
5. SEX j _COLOR OR RACE 7. marRIED (] NEVER MARRIED []] O PATE OF am'm- 9. ?f,ff}.-ﬂ?aﬁi,‘;? ;:u:n 1;:: hr:;x:a z;::t‘s'
Male White o [0 DIVORCED Dh'pril‘. 27 2 1875 [

10a. USUAL OCCUPATION ( Gipe kind of work done | 104, KIND OF BUSINESS OR INDUSTRY

1. BIRTHPLACE (City and ataic or country}

/ 12. CITIZEN OF WHAT COUNTRY?t

NG Syrhpiams will be TisTeg. ANl

{Ye2, no, or undnawn) {If yea, pive war or dotes of sarvice}

during most of torking life, even if retired) 5
8t.. Farmer Self Jerseyville, Eflinods] Usa
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
John Smith Unknown
15, WAS DECEASED EVER IN U, S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

Coroner cannot certify 1o o death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

N

MW el WaN Wiy &SIV NI I=-1dTVIg 1T s -

diseases in Part | must be casuclly related.

M Wy WWHEIWIIENy Wil

o - - - - -1 498-24-1977 Mrs..Jease (ainss;,’ East Prairie,Mo)
18. CAUSE OF DEATH {Eni¢er only one cauze per line for (a), (b}, and (c}.] INTERVAL BEIWEEN
_ PART I. DEATH WAS CAUSED BY: / ONSET ANDEBEATH
IMMEDIATE CAUSE (a) | 2e/
Conditions, if any. %ma:m ?
which gave r{: to OUE TO (0) v
above c:uac a), / LT d;
stating the under- . *
- lying couse lost. DUE TO {¢) - .
Q PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} - :VE;S;_ 3&’;‘3?"
=4
] -
] 33 IX yes [} wo O
F—_’ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in Part I or Part I of item 18.)
§ 0 Q ]
2 20c. TIME OF  Hour  Month, D&v. Year | %,
Ul © INURY e m. ™
E p.m, . .
X §20d. INJURY OCCURRED 2e. PLACE OF INJURY (e. 9., in of ahous Aome, |20, CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 farm, fectory, sireet, office bldy., elc.) -
«, | WORK AT WORK .
2L, I attepded 5":0 Mm-ndlau saw hh:' ahveonmmzlw&
Pomated above; and 16 the best of my knowledde. from the causes stated.
AbDRESS 22:, DATE $GNED
277 M—m f Xé T
e Pl ¥
23a. BURI .cngun!on‘. 235, DATE Zi. NAME OF CEMETERY OR CRERATORY. 7 7 |23, LOCATION (City, torrn o connty) (State)
REMDVAL (Specify - . LU
Buria: 11/25/1956 |Dogwood,, Cemetary - Dogiood, . Missourl .

24. FUNERAL DIRECTOR ADDRESS

,e:;?biMc Mikle Funeral' Home EW. P3. Mos.

{Licensed Embalmer's Statement on Reverse Side)

/2

23. DATE RECD. BY LOCAL REG.

-/- Sl




RECE
Miss. Co. t
S County File §
o RECENED Date Filed _
.« « ° Miss Co. Health Dep! e
faunty File No._ .

Date Filed ___

STATEMENT BY LICENSED EMBALMER - '

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
byme, or by «ccvveinnieia. PP , Student Embalmer No........

working under my personal supervision..

Student ... it cieeiarians i SR SV o .‘Iﬁkvw(

Signeture of Student Embalmer
. icensed Embalmer Nﬁ
- P. O. Addreség 72

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

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

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




