iSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . =61+012366

6225 : STATE FILE NUMBER
AMENDED F lmwsﬂgﬂ -1& __----___..-..Prlmnrv Registration District No. ________.7_____Registrar’s No. _--AQ ___________
1. PLACE OF DEATH 2. USUAL REJIDENCE (Where deceased lived. If institutiom: Residence before
a 2. COUNTY Vernon a sTaeM18SOUrl |, counry Cedar admission)
[}
%-- - . - b CCI)IY-(H outslde corporate limits, give TOWNSHIP only) Length of stey in 1b c. CITY . — - gxma:c 1. .~ 2n. e .Ingide Limits
g 1onn Washington township Two days 1own EL Dorado Sprlngs Yes 1 No O
: c. I;IULL NAME OF (If NOT in hospital, glve |ocation) inside Limits d. :TREEESS t dq, glvc location) Reside on Farm
OSPITAL OR 3 DDR
s nermumion. State Hospital #3 Yes O No¥y 203 Wes S Yos O No 3
[a] -
3. NAME OF _DECEASED First Middle -l.l!f 4, DATE Month Da Yepr
(yoeorpin  Hejgter Irvin smith o 3 - 18 21
5. SEX 4. COLOR OR RACE 7. M‘rrigd% Never Marriad [J |8 T 9. AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
M Widowed Divorced [ 1‘16\-ﬁ.§= ﬂipﬂ'? ' Months | Days Hours ] Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) Berts Count Pa Us A
Farmer Vs *
} 13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBAND OR WIFE
David Z. R. Smith Catherina Miller Mary Margaret Hudson
& 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. [INFORMANT Address
l (Yes,ﬁo, or unknown} I(If yes. give war or dates of service) None Hospital Record
o]
= 18. CAUSE OF DEATH (Enter only one causs per lina for [(a), (b}, and (c}. INTERVAL BETWEEN
uZ_, PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
}6 3 tMmeEDIATE cAusE t) _ Cardiovascular disease,
b W]
Q
S o Conditions, if any, DUE TO (b) Arteriosclerosis
Iu'_) which gave rise to
2 sbove cause (a),
= stating the under-
‘ lying cause last. DUE TO (c}
z PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART 1. If deceased was female was
g disease condition given in PART | (a) there a pregnancy in lait 90 days.
§ l [ Yes | 0 Ne I 0O Unknown
E 19. WAS AUTOPSY [ 20s. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. [Enter nature of injury in PART | or PART 1l of item 16.)
fr PERFORMED? (] O o K
u YES[J NO(X N
I | 20c.TiIME OF  Heur  Month, Day, Year ; =
= INJURY am.
¢ p.m.
20d. INJURY OCCURRED 20w, PLACE OF INJURY (e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK % farm, factory, street, office bldg., e}
NOT WHILE AT WORK [ ‘
O
E 21. | attended the deceased from_ 3‘-16-61 : to. 3-18"61 and last saw :;:‘ alive on 3“18’61
fa) Death occurred 5%4; 1220 P' m on the date st féd ebove, and to the beit of my knowledge, from the causes stared,
=] - 3
3 s TZa. SIGNATURE Zzc. DATJ SIGHED
Rl || [0
2 23a. BURIAL, CRE . . CEMETERY OR CREMATORY iry, v,
§ -
O ° RemOVAL Guksity 3 Local Eldorado Springs, Missouri
= E 24. FUNERAL DIRECTOR ADDRESS 25. DAJE RECD. BY LOCAL REG. . 1STRAR'S SIGNATURE
Iri]
= % Nafus—Jannsens Funeral Home 5-2 & / 44; z

(Licensed Embalmer's SnteTem on Reverle Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.____ '

working under my personal supervision.

Student Sngned ﬁ/ﬁ//bﬂ/ XJ%ML/
Signature of Student Embalmer /
.\
Licensed Embalmer No ¢ q &2 /:

_ " .- SRR N _)-
: . P. ©. Addres "

: - = g =

Nofe: 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 shal! sign in his OWN handwriting.

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

Pl - h

Ta B - <



