No. 2

-12-458
-17.39

.I XaT070

DEPARTMENT OF COMMERCE

FILED AN 27 1947

THE STATE BOARD OF HEALTH OF MISSOURIS

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.... ____.1..9 0 3

State File No.

Registrar’s No.

3134
4770

Registration District Moo’

1. PLACE OF DEATH:

USUAL RESIDENCE OF DECEASED:
Missouri

@, Comaty.oe 1 yoTE SR EA

{d) City or tuwu__...._...........,..._.._.__.__..
{t oumd.u city or town limiis, write

{¢) Name of hospual or institution:

(d) Length of stay: In hoapital or institution.

t! - -,:: - -= {a).
';ngmu. Tand hame of township) ©

__.Homer G_Phillips Hospital .

(If not {o hospital or uul.n.ulmn write street nuzherar Iucnl.iun)

State

St. Louis

City or town

(b) County.

fﬂd

{If outside cit

¢

mmremecremees || (@) Street No

or town limits, write "RURAL") '

3723 Windsor

Loy

{If rural, give location)

%

{Spocily whether {¢) Citizen of foreign country? (Yea or No)
In this community.
years, months or days) 1i yes, name country.
MEDICAL CERTIFICATION
3. PRINT
$uiy FRi Irene Smith . 1
3. (@) If : 3. (¢} Social Securit 20. DATE OF DEATH: Month d80. day: 2
B veteran, - £ unty - 191‘7 6 . 5 A
year. hour. minute. M
name war.. None VN S NoN_QIlﬁ___
: 21. I hereby certify that I attended the deceased from
F ‘3 5. Coler ar 1 6. (o) Single, vaMowed. ;arraed / 1-8 1914.7 to. 1-12 19, 47
emale Co arrie '
4. Sex divorced. 22 20 that T last saw h.B2Y. alive on Jaﬂ 12 19 47
6. (b) Name of husband or wife....oue. 6= {¢) Age of husband or wife if || and that death occurred on the date and hour stated above, Dm‘auon
Clarence. Smj_th.,,._.-________. ative. &9 vears || Immediate cause of death fig
| +Anril 21,1890 _Degenerative ‘leart Disease: w:l.th Undet,.
(Moay)” ~ ” (Dar) (Year) Decomnensat.l on b
8. AGE: Years Months Days H less than one day Due to ;’\_f'

- WRITE PLAINLY-~USE UNFADING BLACK INKE—MAKE A PERMANENT RECORD

) nis . ;
Koo 22 hr. i 7
N 56 8 r {7.,,." - " 777 AT
A o mronccdacksonyMissourd.. o7/ - A Y /A
{CiLy, lcmn ar county) {Stale or foreign country) Non.e """
10, Usual occupation Hous ewife e s O(Lherm"mhn"q withic 3 ba of death) Lt
11. Industry or business Mo . . S — PHYSICIAN
8 (12 Name. UNKDOWD_C - ' 74 "0t operationa.. b Ll -
= / hUnderlme _
1= | 13, Butnpee Inknown A TN ST T which death
o ﬁ;tf town, of mnty) {State or foreign eo;x}ux) Of autopsy . - should be
;:E, 14, Maiden name __ nkn- 7 - T - tm;m-
§ 15. Bmhnh" = g{}lir}nofi“) T Giotn o;fwm m",) 22. Ii death was due to external causes, fill in the following:
- - » r .
Al 16. 1) Yot Clarence Smith ~ e 1% 1](a) Accident, sulcide, or homicide (specify)
&) Address 27235 Windsor Place. () Date of occurrence
" W Where did inj ?
1. Burial (5) Date thereof. 1/16/47 © ere did injury occur {City or town) (Couaty) (State)

s (Buml. m-unn,or remnnl) (Mank) (Day) (Year) (d}

- | (C) PIEI.CE burial nrc. tion WaShlngton Park

. () Sigrature of fiineral director. C,ni__-_Rr?bTertf - i R . whm::z ﬁ ,(Ba-d-fﬂ l’.Mmﬂmof it -n’}' o n
416 ylor Ave., '
@ "“’i‘lﬁN 15 |947 """"" - 23, Signat - g o Dm...__

19 ~ v e 26001 _H. j“IhJ.ther ............................ Date swnM?

(Dlle received local registrar)

Did injury occur in or about home, on farm, in industrial place, in public place?

(Bamu';r'l mignature)

{(Licensed Embalmerx’s Statcment oo Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

working under my personal supervision,

Licensed Embalmer No %@ y
o 2
P. O, Address.ca=tZcr : Aj___ 4

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

- .

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




