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woCtor, coroner, etc. must use onty stondard nomenciature 1n item 18, No symptoms will be listed. ™~

- All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIViSION OF HEALTH OF MISSOUR}

STANDARD CERTIFICATE OF DEATH

lLtU JUN 1 U 195999is|mrioq District No. g_y//

Primary Registration District ND

"""""" S STATE i

Regls!rar s No

&%’Zg'zm_"_n_

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decensed lived.

If institution: Residence before

a. COUNTY  pylaski a. STATE Migsouri b. COUNTYPy1gskd odmission)
b. CgRY (i outside corporate limits, give TOWNSHIP only) Inside Limits c. ClOTY Inside Limits
R
Town Fort Leonard Wood Yes 3 Mo [] 10wy Fort lLeonard Wood Yes[R No[]
<. Egl—é[ NAM%OF (1§ NOT in hospital, give lecation) | Length of stey in 1b 0g 9 TREET (If owtsids, give location) Reside on Farm
SPITAL OR ADDRESS
& INSTITUTION US Army Hospital - ] ° I-51 Lieber Heights Yes [ NafR
3. NAME OF DECEASED First Middie Last 4. DATE Month Doy Yeor
{Type or print) OF
Melody Kay Smith pEaTH May 21 1959
5. SEX 6. COLOR OR RACE{ 7. marriED[JNEVER MarRIEDK] 8. DATE OF BIRTH 9. A'GE‘ E_n';;:;; Is'::ml‘)‘ER;LEAR I:ot:l'N-DER 2:1:“'
[-11 s r i,
Female |/ White  |p wooweo[]  owosceo[]| 12 March 1958 ] ]
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or ceuntry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retirad) INDUSTRY
———— -———- FL{ Leonard Wood, Mo o USA

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND QR WIFE

Maxine Smith Barbara L Douglas me————
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16, SDCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknawn)| (If yes, give w«::::ul-s of service) — II ine S I th F_t Leonard WOOd, Missouri
18. CAUSE OF DEATH (Enter only one cause per line for {a), (k). and {c}.) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
WMEDIATE CAUSE (o __CBrdiac arrest
Ceonditions, if any, DUE TO (k) Pneumonia
which gava rise to
above couse (o), }
atating the under-
g lying couse lost. DUE TO {c}
= PART . OTHER SIGNLFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the lerminal disease condition given in PART | (o) 19. gAa:gTOPSY
-« E RMED?
2 473 vesm wor]’/
21 20a. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or- PART 1l of item 18.)
w
o O 0 g
§ 20c. TIME OF  Hour  Month, Day, Year
8 INJURY a.m,
E P,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorobouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | ottended the deceased from 2l Max 59 21 Ma'.‘f 59 and lost saw g&a!iv. on 21 MB.Y 59
Death occurred at 0:00 P mon the date stated above; ond to the best of my knowledge, from the cavses stated.
22a. SIGHATU {Degres o title) o | 22b. ADDRESS U5 Army Hospital 22c. DATE SIGNED
/7|, BARUCH, Capt MC Ft Leonard Wood, Missouri 22 May 59
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county) {Sicte}
REMOV AL &S-p-:iiy] :
Ramova May 23 1959 Muscatin Cematery nacating
24. FUNERAL DHRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR',

HEDGES FUNERAL HOMES INC CROCKER

MO0 S A 3-5¢
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{Licensed Embalmer's $tatemant an Reverse Sida)




r
-

STATEMENT BY LICENSED EMBALMER

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

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

BY ME, OF DY eiriiiiiiii st riirs vt s eresnrnsas s e sanranbissbatasrasnsrannrrrbasansnse

working under my personal supervision.

Student ..ot e
Signature of Student Embalmer

- P. 0. Address A4 LA "

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. ’




