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{ INK—~MAKE A PERMANEN’i‘ RECORD

WRITE PLAINLY—USE UNFADING BLAC

FEDERAL SECURITY AGENCY
National Oﬂice of ilﬁ St ﬁ
FILED JAN

Registration District No. ..

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noa&m

State File NOwooeroo )_68_.
Registrar's No. //9_3_____.

1. PLACE OF DEATH:
Greene

Springfield
A {1 Foutsidet city or town limits; write “*RURAL" and name of township)
{c} Name of hospital ot institution:

Q'Reilly VEterans Administration Hospital

{a) County
(& City or town

2. USUAL RESIDENCE OF DECEASED:

! -4
Missouri )} County_._w——?

Ash Grove,
(If outaide city or town Limite, write “"RKURAL™) b

{z) State

(¢} City or town

(d) Street No.

o (It‘ Dot in llﬂ‘p:l..‘:l or institutjon, writa strest number or location} (If rural, give location)
{d} Length of & stay . Ik hospital or institution., = 5'--daVS Terieers L') ol i O Y A
Gipocity whovher | () Cltizen of forelgn country?. NO (Yéaor Noy ™
In this community 5 Years
. yeoars, mooths ar daye) If yes, name country.
MEDICAL CERTIFICATION
3 PRINT 3
2 RaME..._ SMALLHORST, David E.
: ——"_ || 20. DATE OF DEATH: Month_JAXMBLY. _ day....3
3, (b} If veteran, 3. {¢) Social Security No.
W _(One le'1949 hour 1 m;nute__l_-f.}__ _A..M
hame war. X
' 21, T hereby certify that I attended the deceased from..._L=d.=49
a 5. Color or 6. (o) Single, widowed, married, 19 to_._J=3=49 19
4. sex.Male. 7 .| rcelfhite . vorced... MAT Y3 that I last saw biilll _ alive on__ 1=3=49 9 s
6. (b) Name of husband or wife ... 6. {c} Age of husband or wife if || 2rd that death occurred on the date and hour stated above. Duration
Francis Smallhorst ative._ .89 years || Immediate cause of death._Artarioscleratic
Y 3 - T
7. Birth date of deceassd 9 16 75 || Heart Disease with Dilatation.
. (Moath) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to.
75 3 18 .
| hr, min., b
+ ] L ue to
0. Birthplace Comway, Missouri . T 7 -
: T 7 (City;lown, or county) (State or foreign country) 0 l i
10. Usual occupation . Msdlcal Doctore 0“’" conditio b e anugc USIQNs. . P e —
11. Industry or business £a Nephrosclerosis. PHYSICIAN
o / Maaé)fl"ndinz:: N
] P M . operations . - - L * wa, .
E- 12. Name....Unknown - o !A e e hUnderliue
= {13, Birthplace... IInknowm . [ /L'?) T ;égm'ﬁg
]S(‘.:Ly. town, or tounty) . . (3tate aor foreign conntry) Of autopay.....: . should be
2 ¢ 14, Maiden name Unknowm uf L should be
d Unknown / tistically,
g | 15. Birthplace .. Y ALLNO P 22, If death wus due to external causes, fill in the following: '
= {City, town, or counly) (tate or forcign conntry)
. . - .
16. (a) mformane_ HOSpital Records . . ||(@ Accident, sulclde, or homicide (apecily)
® A ss_(lﬁelth_VAH, _Springfield, Mp. ... || Dateof occurrence
P II% S () Date therecf.). _-16%q || (@ Where didinjury occur? T

17, (e} ...

{Burial, cremation, of removal)

ERY
f:inmh {Day) {Yeur)

() Place: burial or crematiol - &mﬁMﬂ_

18. .(a) Sigmature of funeral director.._, e -

(3) Address...._.

1}9 o M2
ute med 1 regisiear) 4

19. (a) . A7

(d) Didinjury occur in or about home, on farm, in industrial place, in puhhc plm:e?
(,;7 1.0/ i
. il of place . -
thlc at »’ - i/ rpea.ns)cf uuury.........,.,.'.w_,__,.b/
23. Signature PAUL L. EISELE’ M. D. (M. D orothasi.o..
aadien VAH, Springfield, ¥o. Date signid Jan 3: %9

3 f:'@ Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

AL ,Q a‘—j E? k) QE _ , Registered Apprentice No d? 19, é

f
working under my personal supervision. )
. Signed S i U/ 6/(%/‘/4

' ' C/Licensed EmI;almer No.....: 5 g yé- weemerernneeses ‘

Note: The above MUST BE SIGN'ED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fzilure to oomp]y wi
the above constitutes grounds for revocation of license.)

. If this body is not embalmed, fact should l{e so stated above.




