N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE

NS T 5
Regiatration District Now. oo w 1

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet N oo —

Stais File No..

23664
9937

Registrar's No.

1. PLACE OF DEATH:

() County. -
St. Louis,

(b) City or town
(Ifnuuida_cily or tawn limits, write “RURAL" und name of township)
{c) Name of hospital or institution:

t. Tuke's Hospital,

(I{ not in hoapital or instivation, writs strest number or Jocation)
{d} Length of stay: In hospitalor Inatitution_l_

(Specily 'hﬁ:h-ﬂ-!—‘

2. USUAL RESIDENCE OF DECEASED:

{a) State IllinOiS . % County.
Springfield

(If outside civy ar thwn limita, write “RURAL")

812 N. 6th Street.

(If rural, give location}

7R

{¢) City or town.

{d) Street No

16. Birthplace unknown,

22, If d esth was due to external caures, fill in the following:

Inthiacommunity ? d&ys
yoars, moothe or days) (¢) If {oreign born, howlong in U. 8. A.7, VOArs,
. MEDICAL LERTIFICATION
L @PRINF  (Geoppe M. Smith, 5.3p - P
5 0 H vt - 2. ) Social Serat 20. DATE OF DEATH: Month. e B
. veteran, . . (e cial Security @ﬂ —
rame war 2l ad b et No. Unknown Y“f—‘—/fJ;Z ~--hour / = 4.minute M
2 1. I hereby certifly that I attended:;e @ from
6. Color or 6. {a) Single, widowed, married, 19-f to. gff
AT o RN - ....._..._. I T T— .
4 sec. Male race VD1 LG averesa, AT TEOA || T on Qo G348T ... 1055
6. (3) Name of hushand or wife—oov.—— .. 6. (c) Age of hushapd or wifeif || and that death occurred on the cﬁza and ﬂour stated above, Durati
suration
? Smith 2E}ive ,&% Immed!,at cause of death n
7. Birth date of decessed_....0 5.5 N OV e“'ﬂb eI" ! 1_7_5__?____ — I-’t j
(Maul.h) (Day) (Year) £
8. AGE: Years Months | Days If leas than one day Due tn . ({ '
65 7 1 1 k. roln JUVHN. 7%‘”—‘ TN SO
. Due to .‘x{_—-— ....... _—
' Birthpl-un "Macon. Illinois . l - -
(City, town, or connty) (State or foreign unnntry)/}
' Oth ditiona
10. Usual occupation Au‘to Sa:l gSman., El::l:::premncy wi:hin 3 months of daa!.l:) —
11. Industry or business 7 PHYSICIAN
2} -y : ajor
E{lz. Name.S8Xton Smith, { ﬁ%ﬂ W 7 nderline
: To3
& \ 13, Birthplace New Jers e'V')o - P ; / 22 wh%c??i:eea:g
ot CRERBFIRY MupdBRp o o Of autopsy eharged tar
S
=

{ 14. Maiden name,

{City, town, or gount {Seate or foreign conntry)

16. (a) Informant's own ztum
()] Addres.,..,z{ ﬁ/

17. {a} removal

(b) Date thereonld._\{ré?y_tﬁ?
{Burlal, cremation, or rexoval) Mozt (Year,

(¢} Place: burial or crematiom.__D.e.C-aitJ..-p,—J—l—ll—E-G—:\.-Sf

18. (o) Signature of funers} director..¥agoner Und.. Co.,
Q

ives S

&) Address_....3

19. {a} i}B.L_B—-* (b
als recsived local regibtrar)

[Registrar's ni};::nre)

(8) Accident. suicide or homicide (specily)

() Date of cccutrenca

{¢) Where did injury occur?
{City or town) Couxnty) (State)
(d) Did injury cceur in or about home, on fa.rm, in industrisl ptace, in publie place?

(M. D, or other).....—.
Date signed__________

(Licensed Embalmer’s Statement on‘ﬁcvena Side)




STATEMENT BY LICENSED EMBALMER ) L

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by e, or by __________________

., Registered Apprentice No
4

working under my personal supervision.

’ P. 0. Addressjé 2/ &’é‘;'f d//l

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\:IER in his OWN HANDWRITING. (Failure 1o comply wj
the above constitutes grounds for revocation of license.)

A

If this body is not embalmed, above space should be left blank. R .




