IRI DIVISION OF HEALTH -~ STANDARD CERTIEI OF DEATH -
ILED VS MAY 25 196§A 00 - 498807021552

\DED Registration District No, --_-_____________Prlmary Registration District No, ___ o _____Regittrer's No. oo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. (f institution: Residence before
a. COUNTY a. STATE b. COUNTY admission)
R Mo, !
b. Cé';f {If outside corporate limits, ‘@ive TOWNSHIP only) Length of stay in 1b c COI'Il"Y Inside Limits
TOWN TOWN Y, No
St LQLI;L& 1 w0 o
c. FULL NAME OF (If NOT in hosplial, give |ocation) Inside Limits d. STREET (If outside, givae location) Reside on Farm
HOSP}LTL OR v N ADDRESS v N
INSTI
STMTON St Mary'!s Infirmgyy |Y*0 MO 4400a Eagton *0 D
3. NAME OF DECEASED First Middle Last 4. DATE Month Cay Year
(Type or print} DEOJ:TH
Lusnng Lilllan Smith M'BF 6, 19
5 SEX T 6. COLOR OR RACE 7. Married B  Never Marriad [J ra. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER !DYEAR I:UNDER 24 HR
Widowed ] Divorced ] Months ays ours Min.
Female Negro Oct,.5,192% 58
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND ©F BUSINESS OR-INDUSTRY| 11. BIRTHPLACE (City a1 3 state or country) | 12, CITIZEN OF WHAT COUNTRY
uring st of worlung life, aven if retired)
lg Morden J
IBrFATHER‘S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME-OF HUSBAND OR WIFE
Anna Hardin Arlaas Sm'lf‘h
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 146. SOCIAL SECURITY NO. 17. INFORMANT ddress
- {Yes, no, or unknown) j(If yes, give war or dates of yervice)
; , Arleas Smith 4400n Easton
;m 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (¢). INTERVAL BETWEEN
3 z PART I, DEATH WAS CAUSED BY: ﬁ . & ‘ CINSET AND DEATH
- IMMEDIATE CAUSE (a} M M
(v
0
o Conditions, If eny, PUE TO () Ww
which gave rise to
above cause (a),
stating the under-
N lying  cause last. DUE TO (¢)
4 PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to tha terminal PART Ill. I¥f decoased was female was
' g i disease condition given in PART { (a) there a pregnancy in last 90 days.
g leca[DNuIDUnkno\wn
E 19, WAS A PSY T 2Ga. ACCIDENT SUI%DE HOMI:IICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | oe PART If of item 18.)
PER D?
] YES @@ NO DI
- h
& | 20c. TIME OF Hour  Month, Day, Year
a INJURY -,
g p.mf\._
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or sbout homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX farm, factory, street, office bidg., etc.)
NOT WHILE AT wORK O /')
21. 1 attended the d d from and last saw n'mlll\l‘ on_

Dasth occurred st /‘ j /‘ m on the date stated above, and to the best of my knowledge, from the causes stated.

4
@ﬂﬂﬂ TURE %\i (Doqrzor 1% 22b. ADDRESS Z Z ’ ' DA\?NED
s, BURIAL, CREMATION, %DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) ﬁ
REMOVAL (5
(Specify) 19 6 Augus

__Removal GISTRTS SIGRAW
3%, FUNERAL BIRECTOR — ADDRESS = DAMT“D alfcm W /7 P.

Rellabla Funeral Sys,Inc.1389 N. Uhion

{Licensed Embalmaer’s Statement on Reverss Side)

BY AFFIDAVIT OF




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. /Q
/
Student i AL ALt

Signed
Licensed Embalmer No.? é £ﬂ |
P. O. Address /‘-‘gf? &é‘;

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fsilure to con
with the above constitutes grounds for revocation of license). -

Signature of Student Embalmer

..

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ST i
If this body is not embalmed, fact should be so stated above.
- s’ t




