THE DIVISION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH
MAY 2 5 1959R_ngisncﬁon_ District Neo, 63

59-01'7003

STATE FILE NUMBER -
..Primary Registration District NDao_rD......__ Registror's No.______[m_ '- S

. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residence befor,
4 Bouri Cape > E*Pirdeau ° """'°V/

. COUNTY
° Cape Girardeau
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Uimits
R . Yes K] Mo [) OR YeiE] N
TO¥N Cape Girsrdeau es&) Mol town Cape CGlrardeau . o (]
c. }I:gls_é_l NAM%F?F {lt NOT in hospital, give location} | Length of stay in 1b o DREE {If cutside, give location) Reside on Form
TAL I ADDRESS
wsTitution 1001 So.Sprigg 38 yr9 gg} 1001 So.Sprigg St Yes (] No [N
R FI_AME OF" DEEEASED First Middle Last 4. DA;E Manth Day Yeor
ype or print Q
Susle . Smith peath  May 17,1959
. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In years §F UNDER 1 YEAR] 1F UNDER 24 HRS.
MARR]EDD NEVER MARRIEDD fast E)Iin:;uy) Months | Days Hours Min.
Female | White 4 woed owoceod)| 1oy.17,1883 75 [ |
uUsuaAL OCCUF‘A"HON (lec kind of wnrl: done | 0b. KIND OF BUSINESS OR 1. B|RTHPLAC€(Ciry ond state or country) 12. CITIZEN QF WHAT COUNTRY?
g e iried ™| OGED o Patton,lioourle o | UeS.hs
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Azarish ¥Yount Caroline Henson Albert R, Smith,

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes,np, or unkmwnll (If yos, give wor or dates of service)
Mo

lone

16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass

Robert D.Smith-Cape Gilrardeau,lio.

18. CAUSE QF DEATH (Enter only one couse par li
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

PART 1.

ine for (a), (b), and (c?‘:

INTERVAL BETWEEN

O;S;T/NZ;EATH

which gove rise 1o
above covse (o),
stating the under-

Conditions, if any, } DUE TO (b}

& fra

& Ho>

Ly af

MEDICAL CERTIFICATION

WHILE ATD NOT WHILE ]

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

lying cause lost. DUE TO {c)
FPART |l. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissose condition givan in PART | (a) 19. WAS AUTOPSY a,
PERFORMED M
‘ A 2o/ YES[] NO
. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
| O |
20c. TIME OF Hour Month, Day, Yeor
INJURY  a.m.
p.m,
. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inor about home, | 206, CITY, TOWN, OR LOCATION COUNTY STATE

farm, uctory, straet, oifice bldg., etc.)

Death cceurred at

. 1 ottended the deceased from s-'- — . o

9:30 P,M,

/7 =07

WS i /7—” and iast ““rb:r. alive on .6“

m on the date !Ta utovn, ond to tha)nst of my knowledge, from the causes sfctnd

220. SYGNATURE

All diseasas in Part | must be causally related,

LWy VLMWL SR I I WP

o |22 ESS
A ,

22¢. DATE SIGNED

S /g

, CREMATION, | 23b. DATE

23c. NAME OF CEMETERY OR EMAW / 23d. LOCATION (City, to-m,'or coundy)

{Srata}

L. L..Haman-Cane Girardeau,lo.

§5-22-14°594

u-gEGISTRAR'S SIGNATU%

ol

EEMDVAL {Spacify) - g
Burial |5/20/1959 |lemorial Park Cape Girardeau,Mo.
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

{Licensed Embalmer’s Statemant on Raverse Side)




4

- t
a '?ﬁ&
. . - . \ Q (]
".,.,J- Q,c.'a%
. — . '
STATEMENT BY LICENSED EMBALMER

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

by e, OF By e e eie et , Student Embalmer No. .................0.

working under my personal supervision.

StUdEnt i e s e Signed f%y ............................................
Y

Signature of Student Embalmer

Licensed Embalmer No. /5“4‘3 ........
P, O, Address &%u. L tclo e |

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

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

.




