FILED VS SEP 15 1959

RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Z_ZQ.-___-_.Primnrv Registration District No, 3__4_3_3____Regimu's No. __[.3..&?_______--

59-0239619

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

Registration District No, coee—
DED -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. Lf institution: Residesice before
- S .
& COUNTY Laclede a. STATE M ggoyurd COWNTY L-clede //.dm.mon)
b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b e, CCI)LY ¥Inside Limits
Tovn  Lebanon 13 Yrg, Town  Lebanon Yes @ No [0
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREEY [If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
nstution 211 Clough St. YauX] No[J 211 Clough 8t. Yes 1 No g3
3. NAME OF DECEASED First iddle Last 4. DATE Maonth Day Year
{Type or print} L D OF
b IDA g SMITH ceaTi  Sept., 6, 1959
5. SEX 6. COLOR OR RACE 7. Marriad Never Married [J |8, DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER ) YEAR _IF UNDER 24 HR
Fe ma 1 e Tw hi te Widowed Divorced [J 2/1 1,W5 8]_'_ Months Days Hours Min.
102, USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BEIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
H dldl@éTJ!iof\earkmg life, aven if retired) Dome g ti c I 1 linOi o u . S. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Williem Baker Nancy Mosgier Joe Smith
15. WAS DECEASED £VER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, noNr unknown) | [If yes, give war or dates of service)
None, ¥r, Joe Spith Lébanon, Mo,

ART .

Conditions, if any,
which gave rise to
asbave couse
stating the under-
Iying <cause

(a},

last.

18. CAUSE OF DEATH (Enter only one causa par line for (a), {b), and (c)
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (2)

anten.o iote Hea t O

DUE 10 (b}

INTERVAL BETWEEN
ONSET D DEATH
)

DUE TO f&)

PART III, If

deceased was

femala

20d. INJURY OCCURRED

WHILE AT WORK [J
NOT WHILE AT WORK (O

20e. PLACE OF INJURY [e.g.,
farm, factory, street, office bldp., etc.)

in or about home,

oy

20f. CITY, TOWN, OR LOCATION

COUNTY

z PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal was
g disease condition giyen in PART\I-Q there a pregnancy in last 90 days,
; %QM [} I 0 Yes I W Ne | O Unknown
E 19. WAS AUTOPSY 208. ACH NT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | er PART 11 of item 18.)

[ PEgFORMED? m o

o YE NO

Y O NoW

S| "20c. TIME OF  How Month, Day, Year

o INJURY a.m.

w pm.

=

STATE

2.

I arrended the deceased from.

i{ze{SY¥

}
L;J M EJ.DP“'JL‘Q——H—‘M’ last saw Ealiva on

m on the date staled above, and to the best >f my knowledge, from the cautes stated,

Desth occurred at

(]

3 X03Sken. ™MD

~¥bauou, (1o

r' DATE, SIGNED

CREMATION,

ngvm 55_pec~_[v)

23b. DATE

9-9-59

23c. NAME

ht.

OF CEMETERY QR CREMATORY
Hoge Memorial Park

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

Ksran ¥

Lzclede County Mo,

s Lk, 2

25. DATE RECD. BY LOCAL REG.

- 7-1959

26. REGISTRAR'S SIGNATURE

LR alorrg

(I.u:ensed Embalmer’s Statement an Reverse Side)

htotta L by




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed Ww MU

Signature of Student Embalmer

Licensed Embalmer No.i__g_ifa_

. . - ) o P. O. Address é&:ﬁ-ﬂ_ﬁn—,_z

Note: The above MUST BE SIGNED BY .THE LICENSED EMBALMER |n his OWN HANDWRITING {Failure to co

© T

with the above constifutes grounds for revocation of license). i .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
If this body is not embalmed, fact should be so stated above.




