THE DIVISION OF HEALTH OF MISSOURI

59-0224'74

Health,
L Welfore STAN ARD (ER‘"H(A" OF DEA‘H STATE FILE NUMBER
Public
Service " Fn JUL 1 4 1gsgoglsnuhon District No. .. QL____P[i_rr_\ary_Regishnlion DistrietNe. _______________________ Reiistmr'l No..__ __i __________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resjdq???fore
. COUNTY . STATE b. COUNTY admis§in
- 300 ° Ralls ° Mi ssouri Ralls
1-57 b. CITY {If outside corporate limits, give TOWNSHIP ealy) Insida Limits c. C(IJT': Inside Limits
R
voww  New London Yes i Ne L 70w New London Yeulx Mol
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b o¢ d. 5TREET {If outside, give location) Reside on Form
HOSPITAL OR 70 ADDRESS Yes (] Ne[J
! INSTITUTION o - es S
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeaar
{Type or print) OF
Gale Gene Smi th DEATH Jyly 8 1999
5. SEX 6. COLOR OR RACE T.MARNEDD NEVER MARRIED[X] 8. DATE OF BIRTH 2, AIG.:E Ei,:,:::;; :OL:::.ER;:'E.AR lzallJnliDER 2:‘":'Rs.
M ¢ W ¢ woowep[] ovorceo[]| T13ly 19-1947 |// ] J
100. USUAL OCCUPATION {Glve kind of work done | 10b. KIND OF BUSlN‘ESS OR 11 BIR'FHPLACE (City and stote or country) [ 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, even if retired) INDUSTRY Hannib&l Mi g souri U X s i A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H’U.SBAND_ OR WIFE
A Newton Smith Egther Fay Walkley
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. |HF°RMANT Address
{Yes, no, or unkngwn)| (If yes, give war or dates of service)
| Esther Foy Smith . New London Mo .

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Uoctor, coroner, sic. must use only standord nomenclature in item 18. Mo symptoms will be listed.

18. CAUSE OF DEATH

AEnior only one ¢
PART I. DEAT

Conditions, If any,
which gave rise to
above causs (a),
stating the under-

!

-

WAS CAUSED Bc\l;lsn per line for {a}, {b), and (¢}.)
IMMEDIATE CAUSE (o} m YW -.
pUETO M\M—v——

INTERVAL BETWEEN
ONSET AND PEATH

g lying couse lost DUE TO (<}

. = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to the termingl disesss condition glven in PART | (a) 19. WAS AUTOPSY
3 B 24p3 PERFORMED? ¢
2 T ) o5 YES[ 1 no[])

- = | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART Il of item 18.}

E o o o
S 31 20c. TIMEOF ,Hour Month, Day, Yeer
5 g INJURY  g.m.
‘.;. ‘X p.m.
E 20d. INJURY OCCURRED Xe. PLACE OF |NJURY(-.r ,inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
B WORK AT WORK ~ _ .
I 7
'E' 21. | ottended the deceosed !rnm . , to 4 and last chlivn on m {

H Deoth occurred ot - ) /m on the/date stoted above; and to the best of my knowladge, hunﬁo couses stated.

¢ {Degroe or ml-) ) 22b. ADDRESS 22c. PATE SIGHED,
3 A
3 LNe, ¢ )’b() o 7..5‘i

230 BURIAL.CREMATIDN, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATSON (Clry, towm, or county) (Stere)
'7 I'd MOV AL, {Specify) v H M
e yria 7-11-1959 Gprand View annibagl O,

25 D

/18677987

E RECD. BY LOCAL REG.

D,

TRAR'S SIGNATURE

=

fcansed Enb-!a-'Am--ffon Reverase Si(o}

20, /. ‘%,

N |




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY .ieeiiiuiiiiieinnsiierarieresssnsassesermrsnsesssseraermnnsssassnsss s asasressrassree ., Student Embaimer No. ..........ceceunnn.

working under my personal supervision.

Stdent ..o s saa s
Signature of Student Embalmer

P. O. Address}

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. “ ‘
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