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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Re!utmtiou District No._._'%_.__._

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

~ 1 State File No,

11376

(IT outsids city or town limits, writa " 'I\ URAL" -mi name of township)
{¢) Name of hospital or institution:

T e mins Q4 ':tp an—\-l-n-n-. Y 1v-
{17 not kn Boapital of institetion, writs street cumbar of lucation)

(d) Length of stay: In hospital or institution G0 _Anwrn
. e MR Ty Whether
0

In this community
yours. months or daya)

days

74

—— W
Primary Reglstration District No......é:.é__:_f:j_.. Registrar's No géﬂ
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: -
(@) County T ovpanes state MiSSouri | st i
o g S T T (c) State () County. a Fra.ncms

(¢} City or town...._ T at, River

{d) Street No. 206 Benﬁﬁ'tt

(If outside clty or town limits, write “RURAL")

e

(Ifroral, give location)

(¢) Citizen of forefgn country?

If yes, name country,

I'Ye:/r No}

3. (a) PRINT
FULL NAME

3. (b) If veteran,

Thelma Marie Smzallen
3. (¢) Sodal Securlty

6. (5) Name of husband or wife_._. 6. (¢) Age of husband or wife if

name war_.._.MQ No... 7909581 87
5.4Color or o, {?. Single, widowed, marted,
4 Sex Female (\f pee "Thite | divorced....‘.&l"".._'ie.d_.

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month Feb, day 24th
vear QL4 oty 12240 . minute P M
21. I hereby centify that T attended the deceased from
JunEl lgth 19!5.3“_' ta Feh . 21..'{'.11 19!&{?—: B

that ! last saw h_£2T"_alive on Teh,  2/th

- lbﬁl H

and that death occurred on the date and hour statéd above.

. uration
[l . Tewew Smallen slive_ [Mlcn o years || [mmediate cause of death  Pulmeonary Tuhereul ceiqifrer
7. Birth date of deceased St g+ h 1937 b :rnq_‘r‘
{Month) (Day) (Yoer)
8. AGE, Years Mouths Days If less than one day Due to
30 5 16 hr. min
Dite to.
9. Birthplace _ trine Ta Maohto Hic 2 niry d
. (Ciy. town, or county) {State ar foreign country) T T B T
- Other condmonu s B,
10. Usual occupation Sﬂlp S-' Rdy (Include pLeguancy wll.l:!n 3 montha uf deeth
t1. Industry or business Shore and Shos factorer Ay PHYSICIAN
= Major findings: / "
£ { 12. Neme. Honry Ress O] opssations ¥ Underline
g ; . . 1, , erlin
2 | 13. Birthplace Mine La Mot 1‘9 Hi eamrrd J ” r.l-.._._____ 3‘&3%‘;{;
- Clty, Lown, or county) {State or foreign country) Of autopsy ] J ahonld be
& { 14. Maiden mame.. Lenore Doean 713113 amg : j - l [ 7 c}mgﬂm.
= . ti91 Y.
g 1s. Bh‘lhillﬂtt-—-—ln—e Lallotte Uissoum] “ewen || 22, 1f death was due 1o external causes, fill in the following: ’
= {City. town, or county) {Ststa or forelgn coontry)
16. {0) lnformam E, Mot Chael Record lerl {8} Accident, suiclde, or homicide (specify)
® Yo, State San, !t. Vernon, Mo {8) Date of occurrence
’ 2 LA oceur?
17. () = g lAAAR A_ (3) Date thereof A~ 2% {e) Where did injury iy vomar ™ Wi P
Burla), crematiod, or removal) , (Monthb} (Dag} (Yeur) {d) Did Injury oceur in or abott home, on fnrm in industrial place, 1n public place?
(c) Flace: burial or crematio e
- {Specity t t place)
18. (a} Sigmatuze of fun 4'—2‘(@‘- - While ot work?_.._ ._.._...._._..._......., P, '&;Q'a of tniury.......... e eeae
® M?‘“ .
. ¢ )Z P ® 23. sznamre_.. _M M. D. oro&hm
5
te roceived locsl resietrer)  * {Registrar's sighinture} N Addr:s!

/g3

{Liconsed Emhalmer’s Siatement on Roverse Slde)

- %_.._ Date mmeﬂfr_;'#—/yf?(




o 7 D {6 944 | I
WHJ_‘___ o B . . ) | . . | ’:

o

STATEMENT BY LICENSED EMBALMER

I hercby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

S i : ., Registered Apprentice No .

working under my personal supervision, . . T
. Signtzt:l...%ﬂ.--_.gfJ

Licensed Embalm 02255 ................................
P.O. Address%f,&(ma

Note: The above MUST BE SIGNED BY THE LICENSED ENIBALI\IEB in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) . . - . . -
. . . . 5

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