THE DIVISION OF HEALTH OF MISSQURI

98—-032089

Health,
. Wellore STANDARD CER“H(A“ Of DEATH - ) -S;TATE FILE NUMBER
Public 79 b ;_ d
Service NI L ﬁg_gisrrntion District No. J-2 Primary Rogistration District No. o/, &0 A Registrar’s No.__J___ e rrteinem
' . 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. Il institution: Residence before
. 300 a. COUNTY c lgy STATE Missouri b. COUNTYCl ay admi ssion)
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Ingide Limits c. ClOTRY - g Inside Limits
OR :
1o K@ a4 e YD MBT|  tom Kearney 0| YeulJ tofi]
c. FgLL NAMEYDF (If NOT in hogftal, give location} | Length of stoy in 1b d. STREREE-gS n uulslde, give location) Reside on Farm
HOSPITAL . . ADDI e .
msnwnom A_WAA ; l ,‘/KM‘ =g
— 1
3. NAME OF DECEASED First \U Middr.\ Last 4. DATE Month D
(Type or print} o°P
Rodney Aaron Smart DEATH - ;LI. - l‘f SP
13 6. COI:OR R RACE 7'MARR|ED[] NEVER MARR‘ED%&B. DATE OF BIRTH 9. AGE (In years UNLoEz i YEAR| IF UNDER 24 HRS.
Ipat birthday) s | Days Hours Min,
DUQI\_A _wipowen[ ] DIVORCED lL 1

~"3 Al diseases in Part | must be cavusally related.

10a. USJAL OCCUP ATION {Give kind af work dane
OV ki

rking tie, sven if retired)

10b. KIND OF BUSINESS OR

1 THER'S NAME

(Yrm unkngqwn)

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{l{ yos, give war or dates of service)

13k, MOTHER'S MAIDEN N f’*

11, BIRFHPL ACE (Citpand nch‘or counh")
éﬂ AL

Fal

12. CITIZEN OF WHAT COUNTRY?

NAME OF H‘U'SBAND OR WIFE

16, SQCIAL SECURITY NO.

o

INFO, T |
+

Address

PART 1.

Conditions, if any,
which gave rise 1o
above causs (a},
stating the und
lying cousw last.

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c),
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (¢)

DUE TO (b)

INTERVAL BETWEEN
ONSET AND DEATH

)

2043

DUE 70 (¢}

PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad to the termingl dizsase condition given in PART | {a)

19. WAS AUTOPSY

PERFORMEDE

YES[] NO

a

20c. ACCIDENT SUICIDE HOMICIDE

o O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter notura of injury in PART | or PART Il of item 18.)

2. TIME OF
INJURY

WMEDICAL CERTIFICATION

JHour  Month, Day, Year

a.m,

p.m.

WHILE AT
WORK

(]

USE ONLY BLACK INK OR RIBRON TYPEWRITE IF POSSIBLE

20d. INSURY OCCURRED
NOT WHILE
AT WORK

O

20s. PLACE OF INJURY {0.g., in or about home,
furrn, iucrory, street, office bidg., ulc)

20§, CITY, TOWN, OR LOCATION

COUNTY

STATE

"//3

y K 8

and tast icwh

21. | sttended the deceased from E] a3 / T
M"

Death occurred ot

alive on

P/ I-S ¥

mlgn rh‘ date stated above; and to the best of my knowledge, from the causes stated,

220. SIGHATU

R

W .

A

REMOV AL (Sewci

NE!

BURIAL, CR!MfNOi,

DIRECTQR

fy)

227'E SIGN

NAME OF Enq(r /Y OR

CREMATORY

25.

[-Z A~ 3

TE RECD. BY LOCAL

J P

(Li:.n.-yE-b.l-u'. Stotemem on Reverse Side)



00 A0
856t 6 43S

(ALY

STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY .t ere e s st re e e s st ban e asasnnans .» Student Embalmer No. ...................

working under my petsonal supervision.

.......................................................................

Signature of Student Embalmer

Licensed Embalmer No‘/?‘g’é
P. O. Addre R VTP 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes prounds 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,




