HLED JUL 07 W3 THE DIVINOUN OUFr IEALTA Ur MIDUOUN

. No.300 ,
. STANDARD CERTIFICATE OF DEATH State Fite N 18838
. 10.48 e
BIRTH NO.___ REG. DIST. NO. _ [/ éé PRIMARY REG. D1ST. NO. 2= FMopistrar's Nn.,...é.(.?..._.......-.
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If iastitution: reaitence before
i . COUN . STA - . -, . adinision}.
. l 8 COUNTY  mnaene = STATO: b Qe enes misiony
' b, CITY (I cutide corpurate Umita, write RURAL sad cive c. LENGTH OF || <. CITY . Is Residencs within Umits of
OR . - township) (in this place) OR ity o ted 1
TOWN Soringfield: "I ¥ 8yrs. TOWN Springfield? R
d. FULL NAME OF (If not in bospital or Institution, give streat addrem or loation) . STREET (1! rural, ghve locatlon) 03 7 P
HOSPITA * ADDRESS
o INSTOTIoN 602 NI gefferson: Sto 602 N Jeffersom St.
v 3. NAME OF a. (First) b. (Middle) c. (Last) 4, DATE (Month) (Day) (Year)
DECEASED _ . OF h car)
(Type or Printy WALTER SMITH OEATH &° 277 54
5. SEX _ COLOR OR RACE | 7. xﬂ%%o. g!lz‘}rgg MéRgIED,? | 8. DATE OF BIRTH 9. AGE  Un yen} o vac -Dm ¥ TKDEA u wn.
i { - 1 on! Heo Min.
Male Negko w1&owe§f > I2 I35 I87E ] it | > )
U SN CCTATON sy | 0% KIND OF BUSNESS G | 1 BIRTHPLACE (g s s e o) 0| Mo GRENOF AT
Retired R.R.employtee Springfield Mo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Ceaser Smith Ellen{, Unknown} Mary-Smith (deceased)
:3 WAS DE(iEASE? E\(n']ER IN US. ARMdED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S5 SIGNATURE OR NAME ADDRESS
Bo, or unkbows, xive war o tod l-arviec) . . - - -
v SpAHTSH cam Unknowfl | Mrg. Phyllis Smith 602/ I Jef@erson
8, CAUSE OF DEATH . MEDICAL CERTIFICATION 'yﬁgﬁgmﬁ
. DISEASE OR CONDITION . . H
| Easer onty amecseper | 1, Be3bA, OF SNG To DEATH ) __ Arteriosclerotic heart disease yrs.

Mne for (a}, (b), and (¢)
T -d'us nat mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if eny, giring DUE TO (b)

as heart fallure, esthenta, rise to the above cause (o) stating
ete. It means the dig. | the undesiving cause lost.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A& PERMANENT RECORD

eate, infury, or plica- DUE TO (c)
tion whick caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but a0l ' ) : .
rdar::i to the disease croconduim cauting death. Uremie, ) 6 moE .
19a. DATE OF OP.F’%J}J 190, MAJOR FINDINGS OF OPERR_TION R 2. AUTOPSY?
. . ?/ =20 ves (] wo [x]
#1a. ACCIDENT  (Bpeeily) 216, PLACEOF INJURY (o.e..inorabout | 2Tc. (CITY. TOWN, OR TOWNSHIP) ' (COUNTY) {STATE)
UICIDE . - home, farm, fastory, sirest, offcs bldg. e}
HOMICIDE '
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
WHILEAT ] NOT WHILE .
INJURY . WORK AT WORK
2. I hereby certify that I atlended the deceased from ,A.p.tll_zlls_gl to_April | 19 54, that T last saw the deceased
alive on Aprdl 20 1954 , and that death occurred at ., from the causes and on the dale staled above,
GN URE (Degme or I.IL]?')) Z3b. ADDRESS 23c. DATE SIGNED
o-\& W% 609 Cherry St., Springfield, Mo. €/28/5/
.21_43 BURI&\‘.I’. CREMA- | 24b, DATE . \’IE OF CEMEl'fRY OR CREMATORY 24d. LOCATION (Oity, town, or county) (Btate)
(Bpecify) 3 .
BuRE " 1 6 #30 54 zlewaod Springfiald Moy
DATE REC'D BY LDCAL RE! RAR’S SI 5, FUNER‘ DIRECTS R'S SIGNATURE AD
(-22-5 % MM'M N/ A

{Licensed Embalmer's Sutcmm: 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 embal

DY MIE, OF BY ..ot iiiiiitrirnarasimatmceserasestarnmarasresrrasmmttosssassatandnnsaans , Student Embalmer No.............

working under my personal supervision..

Student.....coevriiiiereiieciitsiiens s aaan e, Signed WVW ...........

Signeture of Student Embalmer
Licensed Embalmer ofz‘,&ﬁ

P, O. Address .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license}. -

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




