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Registration District No.

THE DIVISION_OF HEAI TH OF MISSOURI

59-00861"7
STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

Primary chlslra!aon Dlstrlct ND - et rmn e R&Qistrar's No.

47

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o« COWNIY  Callaway o STATE Mjissouri bCm’””Dunklli‘f"“‘;J‘g’
b. CBTY {If outside corparate limits, give TOWNSHIP oaly) Insids Limits c. CE'JTRY o 3 & ';)‘ Inside Limiss
R
Town  Fulton Yes R Mo [J towvn  Kennett C | YesJ ne(J
I FgLé'-l NAM%gF {1f NOT in hospnul give locatien) | Length of stay in 1b d. SERI‘D%EEES (If ouwtside, give location) Resids on Farm
HOSPITAL . Al
i hsnruion Ste Hospi tal Nol 4Yrg,2Mo Unknown Yes (] No[]]
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) . OF -
John Smith peati April 9 1959

5. SEX

Male

2

6. COLOR QR RACE

Negro

7. 8. DATE OF BIRTH 9. AGE (In yeors

July 10, 1914 Jlgy i

IF UNDER | YEAR
Months l Coys

IF UNDER 24 HRS.
Hours Min.

MarrrED[JNEvER MarRIED[]

wipoweoR] . bivorcep[)

10a. USUAL OCCUPATION (Give kind of work done

durin

10b. KIND OF BUSIKESS OR 11. BIRTHPL ACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?

mgst of waking life, wven if ratired) ]
Farm worker ' FE¥m Arkansas ! U.S.A.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Archie Smith Arthula 777 —————-
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
Y i r unknown)| (I yes, give war or dotas of service .
“OAKNOwWRL detercl et | Unknown State Hospital No. 1, Fulton, Mo.

PART L.

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

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

Cerebro-vascular Accident

Conditions, if any, DUE TO (b
which gove rise to }
obove cause (a),
stating the under- 3 3' x
z lying causs last, DUE TO (<)
g PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. geg:gg&é’g;
: Chronic Brain Syndrome due to Cerebral Arteriosclerosis YES[ ] NO
@ 2
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART H of item 18.}
w
u [ O 3
S 20c. TIMEOF Hour  Menth, Day, Yeor
8 INJURY  a.m.
H p.m.
2d. INJURY OCCURRED Ne. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
ngLE ATD NOT WHILE 0 farm, factory, streat, ofiice bldg., etc.}
WORK AT,
n U b
20 }gﬂonded the deceaséd f:om l/ 17/19 5 5 . to l+- - 59 and last saw :r,:‘ alive on LI-— 9_ 59
Daath odchred at ‘Al M LE i a 4‘& . A ey date stated sbove; ond to tha best of my knowledge, from the couses stated.
22a. SIGNAW eqrenw » A NV ¥ 7226, ADDRESS 22¢. DATE SIGNED
Erwin feonhardt, M.D.° | St. Hospital No. 1 4-9-59
230. BURIAL, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIPN (City, tewn, or county} {Srare)
EMOY AL {Specify} / ] -
M ‘$£ pd= / 5 7 M TS

24. FUNERAL

TOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

5. REGISTRAR'S SIGHATURE

Ot b Pxo.- Qﬁ,z 40-/9.59
{Licenssd Embolmer's ¥ictexant on Raveraa Sida)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY iiiiiiiiisiirir oo st s s e ., Student Embalmer No. .............ceveee
working under my personal supervision.
o] 1T L= 1| S PP T Y=y I UPR PR PP P I PPITPE PP
Signature of Student Embalmer
Licensed Embalmer No......c.cococvivennene
P, O, Address ....coooivveinnnninn

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.



