m THE DIVISION OF HEALTH OF MISSOURI 59_008136
. Welfore SIANDARD CER."FICATE OF DEATH S'TATE FILE NUMBER

onlie FEB 2 6 Igsggishmioq District No. 3 ?1 7 Primary Ra!istru!iir\_ DistriCﬁ?_A ._.__u,.ém.,..é.,,,.b“_“__ Regis!rur'ﬂ_ii __________

Service
~+- PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. |f institution: Rcudence bafou
300 a. COUNTY S tqne County a. STATE }Ji ssouri b. COUNTY S tOTl a myon -
1-57 f b. CITY (If owtside corporate limits, give TOWNSHIP oaly) Inside Limits < CIC;I'RY Route l ‘f‘ 0 Ingide Limits
1o Route 1 Mavionville [fes[J N ToWN M rionvillp Yeskr! NoiX]
c. FULL NAME OF {l# NOT in hosplt ocatiqn Length of stay in 1b d, 5TREET {If eutside, give lacatien) Reside on Farm
PG

HOSPITAL OR ADDRESS
INSTITUTION 15 vrs, Houte 1 Yesg] No[]

3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year

{Type or print} op
Ben{iman Harrison Smart peatTH Feb., 7, 19FQ
5. SEX ¢ 6. COLOR OR RACE| 7. MARRlEuﬂ'NEvER marrIED[ ] 8. DATE OF BIRTH 9. AEE (I.r:r;;::;; lzil:l:‘nfkg;r:m 1::£:DER 2:“:1:25.
Nale white wooweo[ ] ovorceo[J[March 16, 1P29| &Y h ]

10ae. USUAL OCCUPATION {Give kind of werk done [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote ar country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, avan if retired) INDUSTRY

Farmer Farming Christisan Co. ° U S A
130. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
Frank Smart Cathrine E, Sullivan Clara Smart

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 6. SOCIAL SECURITY NQ,| 17. INFORMANT Address
(Yes, no, kw)](H 1 dates of servica}
.l NG orr\;:"mn yeos, glve war or dates of servic: Glen Srﬂ l M'-ll‘iOTlVille, MiFPO.')I_;i

18. CAUSE OF DEATH (Enter only one couse pet bishe far (g}, (b), on, (c) Y INTERY. TWEEN
PART |. DEATH WAS CAUSED BY: . \0§ D DEAJH
IMMEDIATE CAUSE (o) ‘ -

. «ﬁy
Conditiona, if any, DUE TO (b} ———m M -
which gave rise to / — / /
above cavse f{a},
stating the wunder.
lying couse last. DUE TO {c}
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dlssase condltion given in PART | (a) 19. WAS AUTOPSY

J.{ 2[ PERFORMED?
f YES(] nOX] =
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)

O g O

20c. TIME OF Hour Month, Day, Year
INJURY  o.m.

p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, 20f CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NQ]‘ \VH]LE D farm, foctory, straet, nﬂlca bldg., stc. )
21. | ottended the deceased from / 7 3 9 , tOME“ sow o ——ive onm
m on the date stated cbdve;

Death ocecurred ot ey 5_: 30 ,Q - and to the b“‘-d my knowledge, from ﬂn es xtut.d

22a. S| UR O ) lz 22c. DATE SIGNED
4 ~ - » 2-7-S V4
m,%ﬂkl&,cnsmATION, 23b. DAT, 23c. NAME OF CEMETERY OR CREMATORY 23, LDCATION {City, town, or county) {Store}

Burial " | 2/ 10/59 0dd F=llows Ceretarv | YVr-rionville, lo.

24. ELNERAL OIR‘? ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

W/ AZAAA?& » arionville, Lpa. G- /395G e S Sl JEervacan
. {Licensed Embolmer's Stotement on Raverss 5'%-‘4’ dl’ mz . , ) J

FRY SYINPIUGHD Wi UG 112iTd.

TF FTUNURE W (AOCITLAWEW S T FTERI 1O,

All diseases in Part | must be causally related.

MEDICAL CERTIFICATION

USE ONLY BLACK JNK OR RIBBON TYPEWRITE IF POSSIBLE

W RITT WErWTINT} WTWT TTIW ST WS W




STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M€, OF DY eitriiiiiiie et e e e e et e e e e et e et sraaaaetansenenanen , Student Embalmer No. ...................

working under my personal supervision.

SEUANE «ovveierrietceicarsssaeseseca e ses e Signed 7/ ,// .t A //%/

Signature of Student Embalmer

. Licensed Embalmer No%éf;’ .......
A -
P. 0. Address’Z/ @t ctet it rrde
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.




