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All diseases in Part | must ba causally relatad.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistration District Now oo __ 3_1 w.Primary Ragillrution Dillri_ﬂ NG-LOOa __________ Reg_istmr's No..

28-034714 _

STATE FILE NUMBER

_9_134

13a. FATHER'S NAME

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. I[f institution: Residence be
a. COUNTY o. STATE Mo ‘b. COUNTY admissio
b. CITY (I} outside corporate limits, give TOWNSHIP only) Inside Limirs €. CITY Inside Limits
TOWN S ? ‘ou,s Yes [} Ne [[J TOWN 5-7:‘0(_}[3 Yes[ £ No[]
. FULL NAMEOOF {If MOT in hospital, give [ocation) | Length of stay in 1h d. §TR (if outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION LAN | (3 «AS 2 3 6&v2 SCHIV‘HN Yes [] No ¥
3. ?Tme OF DE)CEASED First Middle Tlanr 4. DATE Month Day Year
ype or print or
DELLA E SMITH o 9 A1 IF
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (I FUNDER 1 YEAR] IF UNDER 24 HRS,
MARRIED&WEE “ARR'EDD 6 1ozt Erir:v;;:ry; Months | Days Hours Min.
aJ wiboweD ] ovorcen[ ] ‘ -2 3‘/”
10a. USUAL DCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, even if retired) INDUSTRY -]
T Home  |NewBure Mo d4.5.4

15. WAS DECEASED EVER [N U. 5. ARMED FORCES?
(Yes, no, mnqum)l (If yas, give war or dates of service)

13h MOTHER'S MAIDEN RAME

glzn-GoFFEE

14. NAME OF HUSBAND OR WIFE

NorMan T SMITH

16, SOCIAL SECURITY NO.| 17. INFORMANT

MNORIE

Address

Noaman . Smiti-£ 842 Scandaa

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

i : {Degres or mle)

) 1355

Wi s Lo

18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, ond {c).} INTERVAL BETWEEN

PART t. DEATH WAS CAUSED BY: m ONSET AND DEATH

IMMEDIATE CAUSE (a) ’ » 1

Cenditions, if any, DUE TO {8 M WM /0W

which gave rise to } ﬂ )W

above causzs (a}, M

tating th d
iying causs last, } DUE TO (¢) M‘L@ L PP
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but net-ralated to the termingl diseas ition given in PART | {a) 1 AS AUTOPSY
z PERFORMED?
0 7\ YES[] NO

200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ii of item 18.) 7

] O [ .
2c. TIME OF Hour Menth, Day, Year M

INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D - farm, fagtory, street, office bldg., e1¢.) .
WORK AT WORK < : yARRYAR
21. | attended the decoosed from __%_ & and last saw 1':::1 alive on 2 22 2‘ éz Z
Death occurred at ﬂ the dite stated sbove; and to the best of my knowledge, from the‘couses stated.
22b. ADDRESS

e

22e. SIWE

Z3a. BURIAL, CREMATI
REMOVAL (Speci

REMovA L

z3b. DATE

9-22-

23e. HAME OF CEMETkRY OR CREMATORY

RomeH- CEmeTERY

23d. LOCATION (City, town, or county)

Newburé

7 sty
Mo

24. FUNERAL DIRECTOR

3AY.B-SmiTd - MAplE wood Mo

ADDRESS

SFP 2 2758

25. DATE RECD. 8Y LOCAL REG.

{Licensnd Embalmer's Stotement an Reversa Side}

RAR'S SIGNATURE




ot

&<

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY orvvvrrvnrnerinnvernrerrserrsssrerreenssesrsssestssesnnesssssemmsrnsssssrnassensisssssnns

working under my personal supervision.

Student ..coveiiiiii e e e
Signature of Student Embalmer

- P. O. Address

Note: The above MUST Bfl SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license). )
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. _ o
If this body is not embalmed, fact should be so stated above.

Licensed Embalm

embalmed

.» Student Embalmer No. ...................




