THE DIVISION OF HEALTH OF MISSOURI

58-039164

{;:.? STANDARD CERTIFICATE OF DEATH DO
i! S:nr::' I:i LFD n Fn g qquls!ruiion. l_)i_siiﬂ Na. .6' 3 Primary Re_qis."u!ion Disfriif_i‘l;'- ;.A,O,L_Q_.-_ Regis1ruﬁ;._-u,§.§2§._

. PLACE OF DEATH
. COUNTY
Ccaps Girsrdeapn Mo

X CIOTRY {If outside corporate limits, give TOWNSHIP enly)

TowN Cape Glrardeau
. FULL NAME OF {If NOT in hospital, give location)

o404 Second St

INSTITUTION

3. NAME OF DECEASED
{Type or print)

2. USUAL RESIDENCE (Where deceused lived. If institution: Residence before
TATE d COUNTY, udmi}»‘:)
¥lssouri Cape divardeau
6 ,V cm Inside Limits

Town Cape Girardeau Mo Yes B Mo
n‘ STREET {1 outside, give location) Reside on Farm

1088 Econd Street Yos [J Noly

4. DATE Year
OF

5. 300

Inside Limirs
Yes 30 No ]

Length of s1ay in 1b

Eﬁyrg
Middle

First Last Month Day

James

Walter

Smith

DEATH Nov,24,.1958

6. COLOR OR RACE

7 maRRIED ] NEVER MARRIED] ]

8. DATE OF BIRTH

9, AGE {In yaars §F UNDER 1 YEAR

1F UNDER 24 HRS.

g:ébirrhday) Menths IDuyl Hours l Min,

wioowee [} ;  oivorcen[]

10b. KIND OF BUSINESS OR
INDUSTRY

Steel Worker

13b. MOTHER'S MAIDEN NAME

Alice kiemarian Ida Smith

16. SOCIAL SECURITY NO.| 17. INFORMANT Address

500~ 18- 242 Lirs Tda Smith Cape Gira

r {a), (b}, and

White

104, USUAL OCCUPATION (Give kind of wark done
during most of working lifs, even if retired)

Machinest

13¢. FATHER'S NAME

Jamesg K .Smith

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yas, N, or unknqwn)l (If yas, give wor or datex of service)

feb,11.1890

11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?

AlPaso Tllinoils [ U5 A.

14. NAME OF HUSBAND OR WIFE

rdeau Mo
P
/0 yrt

) /

L8

19. WAS AUTOPSY
PERFORMED? ()

YES[T] NO[T]

18. CAUSE OF DEATH (Enter only ¢ne cause per lin
PART I. DEATH WaAS CAUSED BY:

IMMEDIATE CAUSE (a}

Conditlons, if any,
which gave rise to
ubove causs {a),
stating the under-
lying cavse last,

} DUE TO (b)

DUE TO (<) _M V

PART Il. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related to the terminol disease condition given in PART 1 (g}

260 X

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}

0. ACCIDENT SUICIDE HOMICIDE
O O ]

TIME OF .Howr Month, Day, Year
INJURY a.m.

[- 2.8
20d. INJURY OCCURRED

WHILE AT NOT WHILE
WORK Ol AT WORK O

21. | attended the deceased from

2.

MEDICAL CERTIFICATION

0e. PLACE OF INJURY {e.g., inor about home, COUNTY

form, foctory, street, office bldg., etc.

2f. CITY, TOWN, OR LOCATION

ond last savf‘*ohve on_M -2"’ /7-rJ

10 2OAN[ m on the daote stated gbove; and to the besl of my knowledge, from the cauu: stated.

Degree or title) I 2h. DDRESS e. DATE SIGNED
L2 o S (e Froataan Vo 2l 136F

: - 2
234, LD {State}

NAME OF CEMETERY OR CREMATORY
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

;
7
Death occurred ot

<iof, coraner,

230. BURIAL ZREMATION, TION (City, town, or sounty)
REMDYAL (Specify)

Burfiail

Lichtner Cemt
24. FUNERAL DIRECTOR =

254 DATE RECD. &Y LOC‘A;f. '
L.L.Haman Cape Girardeau Mo LZhuL,é‘/f7

(Licensed Embalmer’s Statemant on Rbverse Side)

23e.

ADDRESS

oM A




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ettt et et ar e e et r et rr s e a i ran , Student Embalmer No. _.............o.e..

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Licensed Embalmer No..2863..........
P. 0. Address.GARS.Clrardean

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




