THE DIVISION OF HEALTH OF MISSOURI 59_0()‘?654

18. CAUSE OF DEATH (Enter only one cause p INTERVAL BETWEEN

PART I DEATH WAS CAUSED BY: "dﬁlf&&%ﬁ i (I-fﬁ‘.ART PAILURE WITH BILATERAL ONSET AND DEATH

lealth, .
Weltare IC- 11;839598 STANDARD CERTIFICATE OF DEATH STATE FILE &UMBER - X
*ublic I'- m -
Service ‘ri o a4 lﬂan.gutmhon District Ne. Primary Ragistration Dil!rif:f No. Reqistr No.,__%_,_‘! ,,,,,
T PLACE OF DE -nf“’“"' 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befora *
300 f-- ~a. COUNTY o STATETY T INOIS b. COUNTY3A TNT Cmm, s
;
|57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. C(l:;l'RY Insida Limits
34} 198y ST. LOUIS Yeos I No [ row EAST ST. LOUIS ver ) Mo (3
ec. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. STJ%%EES (If outside, give location) Reside on Farm
HOSPITAL OR Al
TE| o losiAORVET, ADM. HOBPITAL | 53 DAYS 1636 DIVISION STREET | Y=r(l Ne[Y
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) QP
JAMES A SMITH DEATH 1-23-59
5. SEX ‘)‘ 6. COLOR OR RACE 7.MA“IED@‘EVER MaRRIED[ ] 8. DATE OF BIRTH 9. AGE' LII-:';::;; ::Jr::c.l‘)-ea[l)::m] I;:::DER 2:":‘515.
| MALE NEGRO woowen[] oivorceo[]| SmLipmly A |
:
: 10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats ar country) 12. CITIZEN OF WHAT COUNTRY?
: v working life, sven if ratired) D
: IABORER prY’ EiBanING CLARKSVILLE / UBSA
: Vio. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
; EDDIE L SMITH ALLIE BAGBY
:L 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
3 (Yum unknq-n)lm y.-w war ozmu of ervice)
]
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E IMMEDIATE CAUSE (a) _I]Km____._
o
x i .
g_" Condltiens, if any, DUE TO (b) 0/ P
'>-... which gave riss 10
bo {a),
z sreing e under TUBERCULCSIS PERICARDITIS AND HILAR LYMPHODENOPATHY UNKNOWN
8 g lying cause lostr DUE 7O {c)
g -‘E PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition givan in PART | (a) 19 \’!ES AU;RES;
] YES @ NO[]
% 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
=3 w
ZB5| 20c. TIMEOF Hour Monih, Doy, Yeor
o g2 INJURY  a.m.
: ‘£ p.m.
% 20d. INJURY OCCURRED e PLACE QF INJURY (e.g., inor sbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
r}
2

WHILE AT NOT WHILE D form, factory, street, office bidg., etc}
WORK AT WORK
21. Mattended the deceased from 12~1-58 , to l...23...59 and last saw t\’m,. on

Death occurred ot 2 ‘m E.H. . m on the dote stated above; and to the best of my knowledge, from the couses stated,

220. SIGNA (Degree or title) 22b. ADDRESS 22¢. PATE SIGNED
R T e ML D.  |VAH ST. LOUIS, MO. xadge~59

230. BURIAL, CREMATION, WDATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCAJION {City, town, or county} {Stote}

REMOVAL I'Sp-':liy!

HERA.L DIRECIOR TE :fﬁ& B\é. CAL REG 26, REGISTRAR'S ATURE\
[
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All diseases in Part 1 must be causolly related.
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STATEMENT BY LICENSED EMBALMER

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

by me, or by .o aveseraetrnaternrassteassasnanensntrans .+ Student Embalmer No. ..................

working under my personal supervision.

L (T - 1| P

P. O. Address., g, A, B VA
Note: The above MUST BE SIGNED BY THE 'LICENSED EMBALMER in his OWN HANDWRITING. (Failur¢
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.
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