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

DEPARTMENT OF COMMERCE

(515 I AF XV B

THE STATE BOARD OF HEALTH OF MISSOURI ' AR

BUREAU OF 'mEC SUS . .
FILED NOV 2 )%} STANDARD CERTIFICATE OF DEATH State File No

Registration District No...

1. PLACE OF DEATH:
{a} County

() Cltyortown._.. Kansas City
(¢) Name of hospital or institution:

(4) Length of stay: In hospital ot institution S _wee e
In this community since 1901

years, months or daye)

Jackson

{Tf cuLside cntyortnwn hmm write “NURAL" ond name of township)

Trinity Lutheren Hospital

{If oot in lmqpmnl ar institation, wnw street number or ion)

{Specify whether

anary Registration District No_/ﬂo_im-—' Registrar’s No. 45‘@ 9
2. USUAL RESIDENCE OF DECEASED; ’?/4
; 7
(@ stace... MissouUrd (® County... J8CKS oL A
(&) City of town Kansaa City 7
{ outside city or town limits, write “RURAL'") -
i) Street No 436 West 70th Terrace, v
{If rural, give location) &
PP . no - ’.{
(e) Citizen of foreign country? {Yes or No

Ii yea, name country. x

MEDICAL CERTIFICATION

3. (3) PRINT ' .
FULL NaME.._ Samuel He Smith, Jdre
T * 3. (o) Social Securi 20. DATE OF DEATH: Month_ OCtober 4., 27
3. veteran, . (¢} Socia urity -
name war 0. No. N0« car.. 1946 —hour..____ _11155 minute.... M.
2t. I hereby cgrtify that I attended the deceased from
0 5. Color ar 6. (2) Single, widowed, mnrried',, ; % 19}££_ to. 7 1 0 a—' 19,.%‘;
4 -malet . rece@hite. . divorced_mdqv.l_e_d_’ that I last saw hs.;:.,,,_._ alive on......... e l.,lwo,_ﬁf_:m____,_,_:__________A, 19__‘_‘.‘_5
6. () Name of husband or Wife——oooo.. . 6, (¢} Age of hushand or wife if || and that death occurred on the date and hour stated above, Duration
Ells Na Smi th alive... ....g_,e,g,t AAAAAA years Immediw of death "
7. Birth date of deceased December 14 1860 || . A hearidaacs
{Month) (Day) (Year)
8, AGE: Years Months Days Ii less than one day Due to..
85 10| 13 ) 0o
Mi Due to ,‘)L,_
9. Bisthplace Mis souri ]
{City, town, or county) {Stato or foreign country)
; 3 - : e Other conditions
10, Usual occupation Retired .. ... . .. (Inclids pregnancy within 3 moalbs of death)
11. Industry or business x @ . PHYSICIAN
. . . Major findings: . .
& 12. Name__. mm L R A T . “Of operations’_ .\ m RJ_)-_( B AAL, TNy i T :
E 7 thUﬂdermtm
21 13, Birthplace & . , u.té;kn(:!f‘rr o / thecase to
'w'""“ ! ata of foroign contry. Of autopsy should be
& ( 14. Maiden name ﬂﬁfﬁi@wn ! ‘ Icharged sta-
g (‘ .......... Tt i e tistically.
8 15. = e ene e "‘"l 1 causes, fill in the following:
= ity Townn of conatey Sinte o Torcion coaatrnd? 22, If death was due to external causes, ng
16. (o) Informant Bamuel H. Smith, Jr, (a) Accident, suleide, or homicide (specify)
) Address_._ 436 Wa. JQj:h Te L. Ke Cuy MO (8) Date of occurrence
17. (a) buria‘ 1 o (b) Da.te thEI'Mf 0-29 =46 (€) Where did injury occur? (CiLy or town) {County} {State}
(Burial, cremation, or remaval) (Manth) (Day) (Year) {d} Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or cremation Forost Hill Ceme tery c
3 5 o (Specn' t f plece) + -
18. (o) Signatore Oég-‘gm&d’ﬁmr - S;ix:z&& gccéurem o Wlule at work?_ 4 S - T (;;;)m ‘1)\{];;::; oi m;ury e e rep e e
& i 2255 Gi110an Flose, X. 5., Hos e A& €0 10, MR
/o - 19, /é ® 3, Signature/.\ N et X s, SO (M- D. or other)f )
19. et - s 4 g n,
(@) {Date roceived local rexistrar) {Registrar's sizoature) Address..... £ IT‘} ¥ ¥ ___ Datesigned ...

(Licensed Embalmer’s Statement on Reverse Side) v ¥ 25v G




Dr. Carlson

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

Licensed Embalmer No. #/ 7 7

P. O. Address k 0 W

Note: 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 this body is not embalined, fact should be so stated above.




