\ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-61-036016

LRTMENT OF PUBLIC HEALTH AND WELFAR
. STATE FILE NUMBER
RPfslr ﬁngﬁnﬁ - 2 eo__Primary Registration District No. 1000 Registrar's No. 1051
AMENDED Jtr2s 1951
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutiom: Residence before
a a. COUNTY 4, STATE 44 . b. COUNTY admission}
Q Buchanan Missouri Buchanan
% b. Cél;r {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b <, CCI)TY inside Limirs
R
w
T
z OWN  S5t. Joseph 6 vears TowN  St. Joseph YR NeO
lfl <. LUOLéPI;JTAAJ\I:\EOgF (1f NOT in hospital, give location} Inside Limits d. E[;REET (If cutside, give location) Reside on Farm
. N DRESS
'z Nermution, Parkview Nursing Home Yes ¥X No [ 1937 Wand Ave, Yer [ No §f
L |8 1212 Devey
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or priny} - OF
MATTIE SARAH SMITH DEATH October 6, 1961
5. SEX 6. COLOR OR RACE 7. Morried [ Never Married [ }8. DATE OF BIRTH | 9 AGE (laat birthdey) | IF UNhDER 'DYEA“ (F_ UNDER 24 HR
. i d Dj d Months &yt Hours Min.
female white Widowed [] veeed O 111/21/1884] 76
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
el ring mast of otklng life, aven if retired) . .
= ONSEWl own _home Prairie DuChien, Wisc, IIsA
9 13s. FATHER'S NAME 13b. MOTHER’S MALIDEN NAME T4. NAME OF HUSBAND OR WIFE
—
Q John Francis Hicks Sarah Mattie Burlineame Apchic O, Smith
‘m 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT “Address
< (Yes, no, or unknown} [ (If yes, give war or dates of service) . .
- e e Archie 0. Smith, 1937 ¥ank,St.Joseph,Mo,
e — 18. CAUSE OF DEATH {Enter only one cause per lina for’ (a), (bl. and {c). iNTERVAL BETWEEN
< E PART |. DEATH WAS CAUSED BY: NSET AND DEATH
D lu = IMMEDIATE CAUSE (a)
o[© 2
(SR [a] o
W e . .
of [} o Conditions, if any, DUE 1O {b) Y,
» - which gave riss to
= %’ above cause (a),
E = stating the under.
| lying cause last. DUE TO (¢}
% z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If decessed was female was
..9. condition given in.gART | (o there a pregnancy in last 90 days,
3| Pyrlei~Flmbers, el (B ] G W | 5 rowr
e £ | 7o was autopsY T 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nUe of tnjury in PART | or PART II of item 18.}
Z o PERFORMED? a} u]
= o YES [J NO
—
g Z| 20 TIMEGF  Hour Month, Day, Year
< = 1 1NJURY a.m.
@ p.m.
3| 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, Factory, street, office bldg., etc.}
A NOT WHILE AT WORK [J
a - "
é t 21. | attended the decessed fro " :u_10;6#61__-nd last saw -':lg]iv. on
[} t Death occurred at ____\ HH OQ Ba m an the date stated above, and 1o the best of my knowledge, from the causes stated.
— /
2 w ':Q fQeaise or title) ( 22o. ADDRESS 22¢. DATE SIGNED
2 ol 2,
5 =N St, Joseph, Missouri 10/9/61
i 3. BUR “23h. DATE . JIAME OF CEMETERY OR CRLMATORY 23d. LOCATION (City, town, or county) (State)
d 9 RF_MOVAL (Specit .
Z & burial 10/11/1961 Rose Hill Cometory Clark So. Dakato
= <€ | "7 FyNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
2 % Zé Zom 3 L St. Joseph, Mo. |Det. /6, 74/ Py, Bl sl L
7

{Licensed Embalmer's Stetemen? on Reverse Sida)




STATEMENT BY LICENSED EMBALMER

1 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 Signed / A @rrﬁ
Signature of Student Embalmer &
Licensed Embalmer No.;)’/% }J

P. O. Address )

{

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 shall sign in his OWN handwriting.

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




