Haalth,
L Welfare F'LED JU L 3 0 ]958 STANDARD CERTIFICAT! OF DEA."'I STATE FILE NUMBER o
Publie f- 3 / l
Service Registration District Ne. / 70 Primary Registration District No. ..é _.C3 Registror’s No.__ £, Jz _____________
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resduden:e h)efore
., COUNTY STATE b. CO admission
0 ° LACLEDE NS cAROLINA UHENDERSON
1-57 b. CITY {lf outside corporats limits, give TOWNSHIP anly) Inside Limirs c. CITY Inside Limits
OR Yes ] an OR g 32 7 Yes@ No []
TowN  LKBANON, RURAL RQUTE TOWN HENDERSONVILLE 4
c. Fch)'|s.é. NAME OF (If NOT in hospital, give location) | Length of stoy in 1b d. S'BREET (If outside, give location) Reside on Form
Hi ITAL ADDRE
i WenTuTioRa 8t Hwy. -1 day . 5842 willow Road Yos [] No K]
3. NAME OF DECEASED First Middle " xLast 4, DATE Manth Doy Year
{Type or print) i - OF
ALGER WHITCRAFT . SMITH DEATH _ JuLy 9, 1958
5. SEX 6. COLOR OR RACE| 7., cnieng] fever marrico ]| # DATE OF BIRTH 9. A&E u;.:;:;; ::.Tﬁ“ 1; :,Em Ill-:l:::DER 2; :RS-
, male white wooweo(]'  oworceo[d) Jyy1y 21, 1906 b ]
E 10a. USUAL CCCUPATION [Give kind of work dens | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (Cl!y and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during mast of working life, even If reilred) INDUSTRY ,
I} Allied Van Lines, Inc, | Allied Van Lines | 8 , .S,
= 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘U'SBAHD OR WIFE
3 .
£ eorge B ith unknown Florance Mae Smith
E 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.( 17. INFORMANT Address
[ 3o (Yes, no, or unknawn)| (If yss, give wor or datas of service) . i
i nons S4Q-46-0040 A1 gex'_L.Sln.Lth,_ln.,_Bi._Z,_EdgﬂLtAmI_H.Lﬂ__
INTERVAL BETWEEN

[

Al diseases in Part | must ba causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS0URI

o08-026126

Conditions, il any,

18. CAUSE OF DEATH (Enter only one couse per line for (a}, {b), und {c))
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) .

ONSET AND DEATH

above couss (o,

which gave rise to
stating the under-

DUE TO (b) €)"L..: wﬂ/‘\yrj W

‘z) lying cause last. DUE TO (c)
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given In PART 1 (o) 19. WAS AUTOPSY
by PERFORMED?
s , YES[] NO BTl
2| 206 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
Lo -
(5] .
v . TIME Hour 'Y da-
21 2 RiiRd1 Ll J“EEI‘W, T9 3
20d, INJURYAOCCURRED 20- PLACE OF INJURY (e.g., mhtirdnbouthc;me, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, foctyey, street, offica bldg., etc ‘ )
worRk L] AT WORK Hwy. g 9 mi, East Lebanon, Laclede Mo.

21. | ottended the decoosed from _*

s 10

and last sow :;:. alive on

A m on the date stated above; and to the best of my knowledge, from the couses stoted.

Deupqoccurrnd at 1100

228 sigd (o.gm or title) 73b. AQDRESS 27c. DATE SIGNED
7 Lo, 2~ 740 ~S8
23a. BURIAL CX.EMATION Z3b. DATE 23c._MAME OF CEMETERY OR CREMATORY x3d. |‘.0CAT|0H {City, town, or county} (Srare}
REMOY AL {Sgec<ify} .o .
remova 7/12/58 unknown Janeaville, Wisconsin
. FUNERAL DIRELTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. 26. REGISTRAR S SIGNATURE
Llebanon, Mo. 7—2:1 ) 9SF A‘% ra

(Li & Embalmiet’s §

on Reverse Side)




o’

" Receiveq JUL 28 1958 .

Laclede count

Teda

T File No. /2] -
--Date -Filed"'J\'l irr -

© STATEMENT BY LICENSED EMBALMER

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

o T Y I RN ., Student Embalmer No. ......c..cocvmnrnnn.

working under my personal supervision.

SUABDE wvveeieirieeiiiieeriirirereereresrr s eensesssesenaee
_ Signature of Student Embalmer

Licensed Embalmer N 03

P. O. Address ™y ﬂ
. " Note: The above MUST BE SIGNED BYgTHE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so stated above.




