THE DIVISION OF HEALTH OF MISSOURI

o. 300 . s
]FILED JAN 19 1959 STANDARD CERTIFICATE OF DEATH ore rie o ARO30
! BIRTH NO. REG. DIST. NO. __Lﬂ PRIMARY REG. DIST. MO. _M.—Rmmmr.lh’a ......§.5}..?._§._.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decensed lived. If finstitution: residence belore
a. COUNTY e. STATE b. COLNTY sdanission),
Jacksom Missouri J
b. CITY (If outside corpurats limita, write RURAL and give ¢. LENGTH OF c. CITY (If outside corporate Limits, write RURAL and give township)
OR township)| STAY (In this place)|f OR Q\
TOWN Kansas City ~ 16 vrse TOWN _Kansas City -~ %)
d. FULL NAME OF f tot in bowpltal or dnstitotifs, £ire strust address or loeatlony || d. STREET (11 rura), ghve Iocatton) t;
HOSPITAL OR . ADDRESS
INSTITUTION S+, Joseph Hospital. 7939 Sumitt
3DNEACREES°E'E a. (Flr}t) " b. (Middle) ¢ (Last) . -4, DS'IEE (Month) (Day) (Year)
{T¥pe or Print) William" ke - M - -Smith * " - DEATH 2 13 51
5. SEX 6. COLOR OR RACE | 7. MAR%E_:B. lg'ls\\;gg MgRR]ED.) 8. DATE OF BIRTH 9. I:?E s yesrs] v wocn 1 o | = v w .
bhrthday! Hogts | Mia,
Nale 0 White Married o o 8-31-06 15 | |
10a. USUAL OCCUPATION (Giwvekind ofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelzn sountry) 2. CITIZEN OF WHAT
dooe during mowt of working lils, sven if retired) DUSTRY - COUNTRY?
Special Agent Internal Revenue St, Joseph , Mo, & USA
13a. FATHER S NAME i 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
. Smith . | Jennie S« Shockley Mable Harding Smith
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? RlTY 17. INFORMANT'S SIGNATURE OR N
(Yvs, Bo, or unknown) | (If yes, xive war or dates of service) Fé %F-G @ NO. > SIGNATURE 0 AME ADDRESS
No Mable Smith i M
18. CAUSE OF DEATH MEDICAI— CERTIFICATION INTERVAL BETWEEN
 Enter unly onecauseper | 1. DISEASE OR CONDITION _ ONSET AND DEATH
Jine for (a), (bY, and (¢} | PPRECTLY LEADING TO DEATH® (5 | !2: £~ RO M AR P STESS

«Tai does mot mean | ANTECEDENT CAUSES

the mode of dying, ruch | Morbid conditions, if any, gioing DUE TO (b) /@aﬁﬂl&i_ﬂﬂl&a__&&éfdz_c

as Beart fallure, asthenia, | rise to the above cause (a) stating ERI T ORI TIS . -
de. It means the dig. | the underlying cause

eate, infury, or lica- DUE TO () /E/PFafﬂ?_/aAJ_ s rug_ugm. r
- o

tion which caused dmtb 11, OTHER SIGNIFICANT CONDITIONS N . ; 5/’

Conditions contributing to the death but aot ’
related to the disease or condition cousing death.

WRITE PLAINLY—TUSING 1TINFADING BLACK INE—MAERKE A PERMANENT RECORD

19a. DATE OF OP'IEI%‘N 18, MAJOR FINDINGS OF OPERATION 20. AUT
] YES NO
21a, ACCIDENT (Bpecify) 21b, PLACEOF INJURY (o5 lnorabogt | 21c. {CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, {arm, fagtory, street, offios bldz., e1a.) :
HOMICIDE .
21d. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF meEA‘r NOT WHILE
INJURY T OAK ,
hereby certify that I atiended the , 19 0 e 19, that ] last saw the deceased
alive on , 19—, delit ., Jrom the causes and on the date slaled above,
23a. SIGNATURE U Degnae or l.u]c) 23¢c. DATE SIGNED
Russell W, Mt | oy
24, BILEIAL, CREMA- | Mb. DATE ] 2%. [NAME OF CEMEI'ERY OR CREMAT 24, LOCATION (Oliy, f2wn, or county) (State) -
TlBNBnod.f{) \_) v ¥, fown, ;
Burisa 12=16=51 —— Me Clond KSe
DATE REC'D BY LOCAL | REGE R'S SIGNATURE 25. FUNERAL DIRECTOR'S S} GNATURE ADDRESS
MellodyaloGilley=Eylar XCMO,

(Licinsed Embaimet's Statement on 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 | )OS

Studse Imer No.

working under my persona! supervision,

SEUGONE +ereeeereesesanemneneeaneeaans ST /. O o A m/u e
Student Embalmar ?F
Licenzed almer Nof ¥ ”~

P. O, Address el e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F4i
the above constitutes grounds for revocation of license.)

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

comply witl




