JR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS AUG 5 196

Registration District NQ.B_-.._------,___--_,Primury Registration District No. sid._z.%____kegmrnr s No. -./.g_ __________

—=60~029316

STATE FILE NUMBER

:NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence befare
a. COUNTY Scott a. STATE M b. COUNTY S g admission)
b. CITY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
o Sikeston o
TOWN TOWN Silces-bon Yesn No [J
¢. FULL NAME OF {if NOT in hospital, give location) tnside Limits d. SEEEEETSS {If curside, give location) Reside on Farm
HOSPITAL OR D c H a i ADDR -
Nertotion. Moe Delta Comm, Hospital |veg nep 519 Smith Ave's Ye: O NS
3. (l:gAME OF DECEASED Firs? Middle Last 4, Dé\;:I'E Month Day Yaar
ypa of prin?)
_ JANET FAYE _ SMITH pEATH 7 25 1960
5. SEX 6. COLOR OR RACE 7. Married O Never Marrie8™(} |6, DATE OF BIRTH | 9~ AGE (last birthday} | If UNDER | YEAR IF UNDER 24 HR
Female w‘hite widowed [ Divorced [J 7/23/19 SO 0 »U"h' EYIJ Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
e e 2 e ot e ————————————— Sikestons MO USA
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Rox Smith . Teons Thornber ——————————
15. WAS DECEASED EVER LN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INF NT Address
{Yes, no, or uﬁk&own) (I!_-vs_sd.i:.a_w_ur_ur_ga_m_:_o_f"l_ervice) e e et o Rex Smim ’ Sike S'bon s 1\,10 .
= 18. CAUSE OF DEATH (Enter only une causs per [ine for (a), (b), and {c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: L / é ONSET AND DEATH
g IMMEDIATE CAUSE (a) /\/{) wvA i “ c WA § LA) GV Aon, - 2 &
o 4o
3 Jp bile o
fa) Conditions, if any, DUE TO (b) M C e ' G
which gave rise to [ ¥ M
above cause ({a),
s1ating the under-
Iying causa last. PUE TO {¢)
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART 1§, If deceased was female was
g disease conditidn given in PART | there a pregnancy in last 90 days.
§ " ./di u C//V\LlLOd/-/ [DY“IDNO IDUnknown
E 19. WAS AUTOPSY 206- ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW ENJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
] PERFORMED? O n| =) .
U YES [0 NO (3]
& | 720c. TIME OF  Houf  Month, Day, Year
2 INJURY  am.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., in or abour home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bidg., etc))
NOT WHILE AT WORK [] y P /
T & £ 3 £ £ 2] o LA AS LGB ot e sewtsiveon_ZfAS~Ld
Death occurred at. /a ST o0 P‘ m on the date stated above, and to tha best of my knowledge, from the causes siated.
i
5 2Za. SIGNATURE {Degrgbfor titls) 22b. ADDRESS 22c. 75 SIGNED
= é-: ,\6 : Sikeston, Mo.
.~ AME_OF CEMETERY CREMA 23d, T i town} Qe~county) {5tate)”
<[ 23a. BURIAL, CREMATION, | 23b. DATE 23c. N, ; Y
S| ™ epeimaean | 7/25/60 Garden © 3161110 ris SIRSE bony o
.
< | i TorERaL DiRecTOR ADDRESS 5. DATE RECD, BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE - _
> Ho Id /7 . —_—
@ Albritton Fundihl Home %L, L2la Tkt tned Ypreceo s

BTRES o

{Licensed Embalmeﬂ Statemndnt on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

. _/Lifc_e;usod—[-rn'balmer No__ — 77—

. P
s [ S

- P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
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 embaimed, fact should be so stated above.




