o300 ALED MAR .5 . 1956 THE DIVISION OF HEALTH OF MISSOURI T,

1048 STANDARD CERTIFICATE OF DEATH 3 State File Nﬂi‘?’ ________________
. BIRTH NO. REG. DIST. NO. 3 I 8 PRIMARY REG. DIST. NO. 100 Repistrar's Nn
D . PLACE OF DEATH 2. USUAL RES|DENCE (Where decessed lved. 1f lnstitatlon: residence befors
a. COUNTY - e . 8. STATE MO b. COUNTY admimion).
b. CITY af ouuide corpurate limies, welte RURAL and piva | ¢. LENGTH' OF || c. CITY v . 4. In Pesidence within Umits of
A waship) (i this pla 2 eliy oz jncorpora 1
rown  St. Louis T Y yry “_1]_ om St. Louis = AR =
w Ll P o
d. FII:I%IS_PIITAANII.EO%F {If pot in hoapitsl or institution, give street address or location) DDRES t rarsl, gives locat , 5 '/-_)
nstirution - St., Louis Chronic Hosp. ? 5800 Arsenal Sg. Ao
SDNE?:%ES%FD a. (First) 7 b. {Middle) c. u:l!t) 4, DS}'E {Month)  (Day, (Year)
{ Type or Print) John Smith DEATH 2"1’4--
5. SEX 9’;5 COLOR OR RACE | 7. \I'\IIADI.\(.)FIHITEg ISIE‘ygscPélsﬂRlED. | 8. DATE OF BIRTH 9.:..GE (I?hyo;nn ;; uz.u |D1tn F LNDER 34 HES,
. (Bpec t day oB ays | Hours | Min,
male col. Wwidower Le=l=1871 Ly | |
10a, USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE 12, CITIZEN
duudurinsmnltofvor]dn(l.l!a.o:enllretir-d) y DUSTRY (City aad Stats or Foreign c‘“"”/ NTRY?FWHAT
Tenn,, X
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
: Will Smith , Angeline ? unk,
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURIITJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, np, prunkoown) | (If yea, give war or dates of service} 8
A NoweE Hospital Records

18. CAUSE OF DEATH . ) MEDICAL CERTIFICATION INTERVAL BETWEEN

QNSET AND DEATH
Enter only onscouseper | 1. DISEASE OR CONDITION ﬁ 0% Z
1o for (&), (b). and (@) | DIRECTLY LEADING TO DEATH® ) ar? SFeoeore

*This dors mol meen ANTECEDENT CAUSES 2 f
the mode of dying, such | Aforbld conditions, if any, giring DUE TO (b) LPY.. ] "’45&1—'
i rise to the above cause fo) stating

as heart fallure, asthenia, fy o ot
ele. J¢ meana the dis- the underlying cause last.

case, infury, or complica- DUE TG (@)

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS J o L
related to the diseare or condition causing drath. //)‘I e N p P "'é'u‘.‘./

Conditions contributing to the death but not

19a. DATE OF OP_FE%‘N 15b. MAJOR FINDINGS OF OPERATION - 2. AUTOPSY?
: - R 00 ves [ _wo 4
2la. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.x.,inorabmt | 21c. (CITY, TOWN, OR TOWNSHIP) ’ {COUNTY) (STATE)
SUICIDE : -| boma,farm, faciory, streat, offise bldg.,ete.)
HOMICIDE
2id. TIME (Moath) {Day} (Year} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
N WHILE AT[—] NOT WHILE
INJURY WORK AT WORK
2. I hereby certtfy that I attended the deceased from 3-17-52 , 19 to 2.:1!&:5_6_, 18 , that I last saw the deceazed
alive on , 19____, and that deatk occurred atl2:50 np, from the causes and on the dale slated above.
23. SIGNATU J (Degron o Eule)q 23p. ADDRESS ) 23c. DATE SIGNED
Ty ~
/ /% . M 5600 Arsenal St. %/ /8, /79S8
24a. BUERMI.(';VIKLCREMA ZAb. DATE [ 24c. I\A‘VIE OF CEMETERY OR CREMATORY 24d. LOCATION {Olty, town, or county) (Btate}
TION. R {Bpadiy)
Removal 2-17-56 Mewphis, Tenn.

WRITE PLAINLY—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATYRE 25. FUNERAL DIRECTOR'S 5iGMATURE ADDRESS
REG. ? ms .
FER 171958 - Mé ends 2829 Washing—

. f, (Ticensed Embalmer’s Statement on Reverse Side) _t AVe




i

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em!

DY I, OF BY ittt ieirrre e eaeae e aanae

working under my personal supervision,.

Student oo raare of Stadent Eabainr * T -, Signed .
' Licensed Emb;a?lmer No.%:‘f-é

17‘“63" £/ i{ ..é-%w» -t

P, O, Addrega _._____. ... d.. ...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O NDWRITINE. {F

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
¥ this body is not embalmed, fact should be so stated above.




