THE DIVISION OF HEALTH OF MISSOURI

ealth, - 8"‘018 6
i STANDARD CERTIFICATE OF DEATH e 8=018786
ubli
::rv::o F'LEU MAY 2 1 lggagistruﬁoq District No. l S—-S_ Primary Reglslrumm Dulrl:l No. igg:.zc___ Rngl:trcr s No."_“____? Z______
’ l PLACE OF DEAYTH 2. USUAL RESIDENCE (Where deceasad lived. [f institution: Resldan;,&’efora
\ R b, COUNT admis
wp e COunTY Jasper * STATE Migaourd " " Jagsper
7570_: b. CITY (If outside corporate fimits, give TOWNSHIP only) Inside Limits e. CITY Inslda lelll
70 Ry Puval Township Yes (3 No B SR Rt 2 Jasper Mo. | Yes[l nXEJ
- \ T e FgL'l;I.I':!At‘l%gFj: HNOT in hespital, give location) | Length of stay in 1b d. STREEE§S {if outside, give location) Reside on Farm
- HOSPITA
INSTITUTION 1les Ny of | 66 yre /16 #TiSs N. of Webb City MoY=El %O
3. :'ITAME OF [_)E;—.EASED First Middle Last 4. DS]F'E Month Doy Y sar
ype or print,
Maude Luella Smith oeari  May 10, 1958
H 5. SEX 6. COLOR OR RACE| 7. mamsm NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (ln ysars JF UNDER i YEAR| 1F UNDER 24 HRS.
' I irthdoy} [ Months | Days Howrs Min.
Female \ White winowen[ ] ovorceo[ ]| Mar 7, 1880 “ﬂg ’ I
100. USUAL OCCUPATION {Give kind of wark dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or couatry) 12. CITIZEN QF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY ,l
fe 0l111le Iowa U.S.4.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ﬂugﬁAND OR WIFE
George Scearcy Margaret Miller Tom Smith
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 14. SOCIAL SECURITY MO.| 17. INFORMANT Address
Yas, no, or unknown)| (Il yes, give wor or dates of service!
SRR +t< Ml A : : Mr, Tom Smith Rt 2 Jasper, Mo

PART I. DEAT

18. CAUSE OF DEATHAE‘:"I:SI'E;I&SQEQ CBG\:‘" per line for (a}, {b), and (c}.}
7] :

INTERYAL BETWEEN
ONSET AND DEATH

IMMEDIATE CALSE (o) Acute_Circulatorv Fajlure 1 min,
Conditions, it any, o DUE TO (b) Coronary Thrombosis 15 min,
ch gova risa to
abtve couse (a),
mxzm:m:} buETo () _ Hypertension Y26) | Unknown

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dlsecse condition given in PART | (a)

19. WAS AUTOPSY !

200. ACCIDENT  SUICIDE  HOMICIDE
(] 0 O

R O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | er PART 1| of item 18.)

PERFORMER?
YES (] Noix

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Z3o. BURIAL, CREMATION,
REMOY AL (Specify)

Burial

23b. DATE

May 13158

-
]
5
e
=
H
H
v 20c. TIME OF Hour Month, Day, Year
2 INJURY  a.m.
g p.m.
E 20d. INJURY OCCURRED . 20a. PLACE OF INJURY (e.g.. inor obourhome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE ATE] NOT wHILE g form, factory, street, office bldg., etc.)
] WORK AT WORK
E 21, | ottended the decaased from 5-9.58 . to - - end last iuwi’rx*ve on 5058
5 Death occurred at 1:20 ~—JPe. mon the date stated ghove; ond 1o the best of my knowledge, from the couses stated.
- 220. SIGNATU (Degree or title) Q__ ADDRESS 22c. DATE SIGNED
<L
J l town, or

3¢. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City,

MMedopnCegiet eryen

Rt Medoc, Missouril

uaty} {5rate)

..

o

24. FUNERAL DIRECTOR

Johnaton-Alnce-Simnaon Mortuary

ADDRESS

S-/3-5

Webb City, Mo.

(Liconsed Enbalmec’s Stotement on Reverse Side}

25 DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE -
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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 embalmed
DY M, 0T BY i e st s e cet e e s e s atan s esanenraas

.» Student Embalmer No. ...................
working under my personal supervision.

Student

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

Signed st z'
Signature of Student Embalmer

 P. 0. Address.../

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



