THE DIVISION OF HEALTH OF MISSOURI

58-027456

1. Health,
. & Welfore STAN DARD CERTIFICA'! of DEATH STATE FILE NUM| 1
S Public I 8 1003 ? 88
th Service FI istration District No. oo 8 Aod.__Primary Registration District NoANFNS D Ragistror's No. O_JLE9LN
|Fiteo AUG 6 1958 otionDisic e ;
. PLACE OF DEATH 2. USUAL RESIDERCE (Where dececsed lived. If institution Reséd.;nc'e before
. COUNTY a. STATE Missom b. COUNTY Wayne° mission
v. 1-—57 I (_‘(I)TRY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY . ’ ' l 6 Inside Limits
R . ,
TOWN St.Louis Yol N Tome  Willismsville ¢ Yel N[
Eg%é-l’?’\r%g': {If NOT in hospital, give location) | Length of stay in 1b d. STREET (H outside, give location) Reside on Farm
Al ADDRESS 3
_insTitUTIoN SbeAnthony's Hospitpl 7 days || 2/ Yes (] No
3 NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
{Type or print OF
Isaac Cornell Smoot peath  July 21, 1953
5. SEX [W) 6. COLOR OR RACE]| 7. m 8. DATE OF BIRTH 9. AGE (In yeors {|F UNDER 1 YEAR| IF UNDER 24 HRS,
MARRIEDE ] NEVER MARRIED[ ] ¥
. birthd Month D Hour Min.
! Male White wioowen] | pivorcen[) Sept.h, 1871 8 birhdemt | Homths I o o I "
10a. USUAL OCCUPATION (Give kind of wark dona | J0b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
duri t of wmlu Ilfl -von if retired) INDUSTRY
Relred __ Damwiile;, T, l UdSe

13c. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

Td. NAME OF HUSBAND OR WIFE

Bl

&

2

o

a

¥

H] James Smoot Unknown Cora L.Smoot

8 w

o Ell 15. WAS DECEASED EVER IN LI. 5. ARMED FORCES? 16 SOC|AL SECURITY ND.! 17. INFORMANT Address

%- § (YQSNU or unknowﬂ}l (i yes, give wor or datas of service) hest Smot’, h65? Permslvania

z a 18. CAUSE OF DEATH (Enter only one cause per 1j r {u) (b) und . INTERVAL BETWEEN

& w PART I. DEATH WAS CAUSED BY ONSET AND DEATH

'E u’_.l IMMEDIATE CAUSE (a) P NIV T T I

2 &

= =

€ at . .

. a Conditions, if any, DUE TO (b}

5 > which gave rise to

5 L= above cauvse (a),

< =z stating the under- /

H g % Iylng cause last, DUE TO (c) y.

£ s PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated 1o the termingl diswose condition given in PART | (a) 19. WAS AUTOPSY

s: oS PERFGRMED?

3 5 8k YES No [

£ - x 1 200 ACCIDENT " SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)

&2 Z R

] o o O

5 & j § 20c. TIME OF Hour Month, Day, Year

$2 agd INJURY  am

o § : ] p.m.

g2 E % 20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inorcbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

i w WHILE ATD NOT WHILE O form, factory, street, office bidg., etc.) :

i3 2f | work AT WORK -

§ E 21. 1 ottended the decsased from and last sow E alive on

g § Dodwurred at ) \ﬂﬁm on the date stated cbove; and to the best of my knowledge, from the causes stated.

o & 220. SIGNATURE (Degree or 72b. ADDRESS 22c. DATE, SIGNED

N T s

S e . Jeoo 64——- ~ v
CREMATION, | 23b. DATE 23c. N CEMETERYVOR CREMATORY 234. LOCATION (City, town, or county} ﬂul

7=21-57 ot Cemetery Williamsville,Mo,

24, FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Washington Blvd.

25. DATE RECD, BY LOCAL REG,

JUL 2 1’58

ﬁEcl TRAR'S SIG! TURZ - ’M

{Licensed Embalmer’s Stotemant on Reverce Sids)

I 43
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STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY iiiiiiiii i s s it e e e s e vt be s saransnne s .» Student Embaimer No. ..........ceuvnens

working under my personal supervision.

Student oo e e s e Signed %’MQ ........................ crteerriserenry

Signature of Student Embalmer

\ P. O. Address..... AWy ve o3 5ot Zoull tg

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

If eobalmed by a STUDENT, he also shail sign in his’OWN -handwriting! L

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

Y S




