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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

59-018439

STATE FiLE NU}B

—_—
M%m Reagistration District Na. ..-_h_.? .......... Primary Registretion Districr No. 3_.0....%.3.......... Rggish’nr;}o. .&.._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero detecsed lived, If institution: Residence before

c. FULL NAME OF {If NOT in hospitel, givelocation}|Length of stay in ib

o counTy Marien * STATE  Miggourd® Y Ralld, ™
b, C(‘;LY (If outside corporate limits, give TOWNSHIP anly) | Inside Limits c. C(IJ'LY Inside Limirs
tsowv  Hannibal,Misseurl, Yesig Nod [987 4 roun contor,lﬁasouri. Yes X Nom

4

HOSPITAL OR d. STREET ~ (If outside, give location) Reside on Farm
@ INSTITUTION Levering Hespital 2Dys ADDRESS ‘enter,Mo. YesD NoX
3 ::c.lll :‘FD First Middle Last 4. DATE Monih Day Year
OF
{Type or print) MALIA SMITh RICE - DEATH Mﬂy 2 5 » 19 59
5. SEX 6, COLOR OR RACE 7. marriep [] NEVER MaRRigD ()] 8- DATE OF BIRTH 9. ’AGE {.Inhgeur)a IF UNDER 1 YEAR IF UNDER 24 HRS.
e, 1hday) [Montha | Dow | Howrs | Min.
Femlo / White g wivoweo lR pivorcen [} Jult 28 » 1874 ég I
‘1102, USUAL OCCUPATION &G!uz kind of work done [10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRYT
during most of working life, even if retired) 4
Heusework Hoge Ralls Co,Missouri. U.Se.A.

13. FATHER'S NAME

Jeremish Smith

14. MOTHER'S MAIDEN NAME

Susan Heward,

15. WAS DECEASED EVER IN U. 5, ARMED FORCES?
{¥er. no. or unknaown) {7/ yre, 0ive war or dules of servics)

16. SOCIAL SECURITY NO.

Neno

Ne .

17. INFORMANT Address

Derothy Sue Rice, Center,Missouri

18. CAUSE OF DEATH [Enter only one cauae
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

tine for (a), (b), and (c).]

INTERVAL BETWEEN
ONSET AND DEATH

/QA““’{%”iﬁ;dﬁu*kL

Ci”.ldl-fiﬂﬂl. if any, DUE TG (B) ”
twhich gave rise fo ¥
above cause (0) é\q P2
stating the under-
= lying  cause lasl. OUE TO (¢) v A%
o PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} 0. WAS AUTOPSY
E PERFORMEV
g ves (] wo -
= 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1 of item 18.)
§ O a a
2 2. TIME OF  Hour  Month, Day, Year |
] INJURY . m.
E p.-m.
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (. g., in or about home, [ 207 CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ Jarm, factory, sireet, office bidg., etc.}
WORK AT WORK
1 - P- ”~ - -

and last saw him alive on - Load

- rg
21. f attended the d’eceangr? _,_u_ﬁ" _T__‘ J 7 , to _AS__Z-\_J;— her =
Death occurred ar_ : @ on tho date stated above;‘and to the best of my knowledge. from the causos stated,

2a. & TV o (Iregree or tile) o 22h. ADDRESS 22¢, DATE SIGNED
eI M.D. Hannibal ,Mis® uri, 5e26=59
2da. :zum.u.. cagunpu‘, 235. DAT 23¢c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, or counly) (State)
inian " | Ga09=1659| Olivet Cemeterye Center,Missouri,

NERAL DIRECTOR ADDRESS

'W' Perry,le,

25. DATE RECD. BY LOCAL REG.

6-3-379

) it dcds Bttt er

{Licensed Embalmer’s Stotement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER
!

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
L 3" + < LT+ B < = RPN , Student Embalmer No,.....

working under my personal supervision..

Student Signed....

Signature of Student Embalmer

P, O. Address

.. -~

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
Y =< to-comply with.the above constitutes grounds for,reyocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

.-1f this body is.not embalmed, fact should be, so;stated, above‘




