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

DEPARTMENT OF COMMERCE

FILECTEER ™ 1 o4
Registration District NoB_ﬁ_g

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Reglstration Dm:xict No.....

State File No

Registrar's No.......ceevervnesens

13

1. PLACE OF DEATH:

(a) County
(&) City or town

5%. Louis,

(!fouuid_- eil_.y or town limits, weita "RURAL" and name of township)
(¢) Name of hospital or institution:

Park Lane Memorial Hospital,
(1f not in hospital or imliluti?n. -.uribu srest n\?ﬁrﬂBﬁ{tbs .

(d) Length of stay: In hospital or instituflon

(3pwcily whether

In this community
years, months or days)

i, usual R

IESIDENCE OF DECEASED: oS L
(a) State mss Our'i {b) County. / 4 L1
(¢) City or town.. St‘ Louis’ ??)"?'
taida cil unrn mity, write “RAURAL",
(d) Street No. 2909 I.? ras
(I rural, give location)
No

{e) Citizen of foreign country? (Yes or No)

V74

If yes. name country.

dol@ FRINt  Mildred B, Smith,
3. (b)) If veteran, 3. (¢) Social Security
name war. 0 No. NO
5, Color ot margied

4, Sex F

KJ) Name of husband or wife.......c. e ccvnvrrrinn

rthur Roy Smith

divorced. ..o

6. (¢) Age of husband or wife if

Tace.

......................... years
7. Birch date of deceased..... V@G 15 1900
(Month) (Day) (Year)
8. AGE: Yearn Months Daya If less than one day
/ 43 1 8 hr. min

9. Birthplace

(Stute or foreign conntry)

(City, town, or county)

Bousewife

10. Usual occupation.

‘N. [ (t:)/Si.ngle. wiquh:ad.rri e.@

MEDICAL CERTIFICATION

. Mo 9 8Te
20, DATE or-'fm. M hhnm. 1T

21, sI here.Ey cerig&:il attended the decen’?:l from... 2 1
’

19.

el

day
minute

that I last eaw h nlive on _Jan 21 ! 1944 19......;
and that death occurred on the date agd hour stated above. Durali

'uralion
Immedtate catise of death ms 1ng Of the

J U.ly, 1943

anemia.

e Hodgking disease, 7sept. (14T,
i ---"
Due to..

/7
M/J’L

Other conditions.
{Includs within 3

L of&ufh) ir

il. Industry or business FHYSICIAN
& Bohttslav Cerny Major findings: 1) agpeata-eenfirmed
g 1 Nemeon : T QD raDTO 8y of "éeriical gland, | Undertine
21 15, Birthplace Czechoslovakia 4 P8y g o Jinccataeto
E 14. Maiden name. . "‘""'I‘ﬂi ia'n Kafm e Of sutopey : E?%Enleﬁ;ge.
. sti L
S{ 15. Birthplace. " St‘ Louls ’ Mo. . _A 22. If death was due to external causes, fill in the following:
{City, towa, ot touaty) (3tate or fureign Tountry}
16. (@) informant..... Ditlilan Cerny (@) Accident, suicide, or homicide (specify)
(&) Address 2009 Nebraska Ave7 v (b} Date of oceurrence
Burial P " 1/24/44 (&) Where did injury occur?
17. (@) o cremation, oo {¥) Date thereo sy O (e @ (City or town)  { (County) {Sinte)

Sun Set Park

(¢) Place: burial or cremation
18. (o) ,Signature of funernl dircctor.. .
@ A

o, RS ETT "_

Date received Eoulru‘htr-r)

Did Injury occur in or about home, on {arm, in industrial place, in pu )uc place?

5, ify t f place)
| (pocify trge ol pees onnimy-g

While at work?....

Date signed . __._....




.- . - L ; o
- e - o 'l- . : ¥
. . AR i P03 ‘
R
. ,.-'J..' f .['.
STATEMENT BY LICENSED EMBALMER
I hereby certlfy that the body whose name is recorded on the reverse side of th:s certlﬁmte was ernba!med by me, or by]l ﬂ A

.............. — Regtstered Apprent:ce No

working under my personal supervision.

e Gl

’ I‘ T Lice:ns;d Embalmer Nayﬁ(/ .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply wi
the above constitutes grounds for revocation of license.}

If this l)od)r ia not embalmed, fact should be so stated above.




