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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
147

58-044402

STATE FILE Nl.lhwllﬁ7 0
Primary Registruﬁ:f:?istricl No.___l.QLQZ::?: ......... Registrar's No. 7

!1LED nFC 3 n Igs_g_fgi“mﬁan- District MNo.

| P oxson U TR RY s VARSI
b. CITY (If susside corporate limits, give TOWNSHIP only} Inside Limits c. CITY |ns|da Limits
S5 KANSAS CITY ves Mo 0] [[148 192, KANSAS CITY YeulR (]
c. }l:g%PLI;J:IP_d%ROF {If NOT in hospital, give location} { Length of stay in 1b d. iBT)IIE?EIS;S (If cutside, give location) Resids on Farm
wsTiTuTion VA HOSPITAL S=DAY /0.4, 4], 5315 E. 49th St. Yes[J No R
3. NAME OF DECEASED First . Middle v - Last 4. DATE Month Day Year
(Type or print) REUBEN . OLIS SMITH seary December &, 1958
5. SEX | 6 %?E?T(E RACE| 7. MARRIEORE NEVER MARRIED[ ] 8. DATE OF BIRTH 9, Ang,'-" years IF UNDER | YEAR| IF UNDER 24 HRS.
WIDOVIEDD ¥ DIVORCEDD - - irthday} | Manths | Days Hours I Min.

10a. USUAL OCCUPATION (Give kind of work dane

10b. KIND OF BUSINESS OR

11. BIRTHPLAGCE {City and state or country)
5

12. CITIZEN OF WHAT COUNTRY?

dﬁi oeflu‘;gknﬁlif -v-n if ratirad} INDUSTRY FO st.er , Mis souri U . S .A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUéBAND_ OR WIFE
RICHARD SMITH AVA ADAMS INEZ SMITH

15. WAS DECEASED EYER IN U, S, ARMED FORCES?

{Yas, no or unkn“n;Bu 29 ngr{_:.dunz 3{ 19

6. SOCIAL SECURITY NO.| 17. INFORMANT

515=-24=-11406

Address

VA HOSPITAL OFFICIAL RECORDS

PART 1. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter anly one cause per line for (a), (b}, ond {c}.)

IMMEDIATE CAUSE (o) _Myocardial infaretion, recent posterior coronary

thrombosgis

INTERVAL BETWEEN
ONSET AND DEATH

Cenditions, if any, DUE TO (b)
which gave riss to
cbove couse (o),
stoting the under-
lying couss last. DUE TO (c)

d

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 10 the terminel dissase condition given in PART { {a)

19. WAS AUTOPSY
PERFORMED? [

z
=
=
h
g il YESX] NO[]
21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
jrr
C O a g
Q 20c. TIME OF Hour Month, Day, Year
8 INJURY  a.m. >
x p.m.
20d. iNJURY OCCURRED 20¢. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD MNOT WHILE D farm, foctory, street, office bldg., etc.)
WORKIT A AT WORK
21. Jattended the decoased from __ ] 2= ] -58 , to 12 ")258 A/d[y(/#/?zﬁ,‘/%l

Death occurred ot 3'15_2 Am on the date stated above; and 1o the bast of my knowledge, from the cavses stated.
22a,, SIGNATURE (Degree or title) " 22b. ADDRESS 22¢. PATE SIGNED
G- Ma V.2 Hospital,K.GC. Mo 12-6-58

Z3a. BURIAL, CREMATION, | 23b. WWATE

REMOYAL (Specify)
EmoyR ]

Dep.7/95Y

23¢c. NAME OF CEMETERY

Plepsavtod! Cemetery

23d.

LOCATION (City, town, or county) {State)

PlepsantoM, fauwsrs

24. FUNERAL DIRECTOR

EWCoM

“°°§ Ag;eaw Cecek

25. DATE RECD. BY LOEAL REG,

26. REGISTRAR'S SIGNATURE

/2o lo s T

/(Lh:mstd Emhclmof 2 Statement on Reversa Sids)
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STATEMENT BY LICENSED EMBALMER

. r . .
~ S - e P - Tma L

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

-

BY M@, OF DY _oiiiiiiiiiiiririaieireirisrrnas e stasie s s r e st e are e s se e r s e , Student Embalmer No. ..................

working under my personal supervision.

A RVTs (=3 1 1 S PP PPPI Signed ..
Signature of Student Embalmer
I i . -Licensed Embalmer NoAL?zL}
. o . P. 0. Address%.’/...‘%:

PR ..
Note: The above MUST BE SIGNED BY THE 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.




