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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

i

v AUG 424 is&

STATE BOARD OF HEALTH OF MISSOURI

pnaso or e Caren STANDARD CERTIFICATE OF s e o LR LA
318 RROE

Registration District Now...w.. iy o siiatees

Primary ReglttrationsDistéiet No...

1. PLACE OF DEATH) -

(o) County
(5) City or town........

St. Louigs: Missouri

¢IF outaide city or town limits, writs “IURAL" and name of townaship)
(¢} Name of hospital or institution:

d

i3t Lonis City Hoanital

{If not fn hospital or institation, write street numbar or location)

(d) Length of gtay: In hospita! or Institution

In this community.

Days

Life

(Specily whether

years, moniba or days)

reseverersanras Registrar's No, 70&‘
2. USUAL RESIDENCE OF DECEASED: o
@ sme Missourd . o, 4 '7

{U outaida city or towao limits, write "RURAL%)

@ Street Xo.......odhA. DeBalb St.

(I raral, give locatlan)

{¢) City or town 3t. Louls, V?

ey Citizen of forelgn country? - % (Yes ot Na}

174

If yer, name country,

1. () PRINT .
Full Name.___Theomas T. Smith

J

3. (&) i veteran, _ 7 3. (&) Secial Security
name war. .. No 3 O None. .
Color or 6. (a) Single, widowed, married,

4 s“mMal&

6. () Name of husband or wife.

12 mwnn;eﬁ

—Pauline Smith

7. Birth date of deceased ...

7 gverced AP 104 -

6. {c) Age of husband or wife if

alive.. ..__55.___. years

L li._ __lﬁ7_4L_.___

{Year)

anth)
B, AGE: Years Monthe Days
68 | 111 20

If lesa than one day

S.hr. min.

N
b

MOTHER FATHER

12.

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month AUZust day 3
yearl..‘}b...B........................hour........m 330 e minue___Pa M.

21, I hereby certify that I attended the deceased from -TUlV

1L, 1944 FtoAugust 34— 1943
that I last saw h..im.. afive on Allm’s‘h D : 19!.&.3 L3

and that death occurred on the date and hour stated above. \
. Duration
Imtmediate cause of death

-
PN <N,
DUE 10..... L et

S A

9. Binhplue....._....ms t..n LQJ.liﬂ ’....Mia a Qm........ I . Wy ! bt
{City, town, or county) Siate or foremn country) En ; I 7 ,
! ditio 4.1
10. Usual occupation Emp;oyed at c 1 ty osp . 0(:1:::;15:’;:0‘;:&:, within 3 months of death) M’ /
Industry or business TEr T } PHYSICIAN
ajor hindings: —
SO | 1< + 1o} ] Of operations - { o
. Blrtholace. Unknown ) (e cane
v [City. 10w, " {Stata or Eorcinn tountey) ' - N - w e [ hich deat
. Maiden name ... .._.._.._m . Of autopey M 2 :g:rgield‘: .35
wn jists: Y.
- Bigthplace (Cu;} ey }Lx}n]:s)no AT Yerer e el | R0 If death was due to external causes, fill in the following: '
,mom,___ .Pnuline. Mth ~ (6) Accident, suicide, or homicide {specify)
Addr _..2115a DeKalb St. (% Date of occurrence. -
s _Bupial ) Date thereor._ 8643 || (@ Where did injury occur e

" (¢} +Place: burial or cremation Q14

18. {a)
)
19. (c)

(Burial, crematlon, or removal)

Signature of funeral dlrector
Address

s

ﬂved local resisiear) ; (Herhu-r s sigpature)

(Mooth) (Day) (Year)

..Ete"t.e % _Paul_

A%ZM Z

,..Avenu -

' (d) Did injury occur in or about home, on farm, {n Industrial place, in uubl:c place?
o enm -

(Snedfy type of place) i
(< .- While at WOTK Do serrierrarnecssresssneens (€) Means of Uy .. issana-

0. A JO—

Address., !J B ol oy Lo DL - Ao _,,, .. Date signed @/ F /e

{Licensed Embalmer’s Statement oz Reverse Slde) ' |




o

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED LMBALMI:.R in hm OWN HANDWRITING. (Failure'to counpl) with
the above constitutes grounds for revoeation of license.)

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




