MISSOBRI DIVISION OF HEALTI:I—STAhiDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND NELEB_ !

Primary Registration m.mnlﬂoa_________u strars No..j— 15 88

=62-044889

STATE FILE NUMBER

Doon"‘la},sws,%': AMENDED Registration District No. ____ Em_
Y. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Residence before
VS 300 8 a. COUNTY 'S STATEM" ib‘ COUNTY admission}
ssSsmr
Rev. 4/59 g b. CgRY [If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COITY it Inside Limits
R
w
] TOWN ot Tonis. Mo town  St, Iouis Yes [1 No [J
1 < c. FULL NAME OF (If NOT in hospifal, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
—5 AL INETTUTION, Y N ACDRESS
2 2 9 < St.--Anthony Hosp, =0 N[ 4910 Bonita YD N
3 Vi g 3. (':AME OF lDE:'CEASED First Middle Last 4. Dé\FTE Manth Day Year
ype or prin
y Albert F. Smith DEAM  Dac, 2, 1962
O 5. SEX 6. COLOR OR RACE 7. Married [ MNever Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Widowed Divorced Months | Days Hours Min.
5 male white dowed O ®|Jul.11,1897 65
103, USUAL OCCUPATION (Give kind of work done | 10b. KEIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
. ! i ing lif i .
6 2 Re £ RESTATRAN Y Siridr 3t. Louis, Mo. USA
7 0 g 13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND QR WIFE
— 0 Wm, T, Smith Anna Rench Mamie E. Smith
E w 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFOIUg T Address
< {Yes, o, or unknown)] (If yes, give war or dates of service) % - LOUi S MO N
9 - Yio |"Hehe unk Manie E. Smith 4910 Bodita,
% = 18, CAUSE OF DEATH (Enter only one cause per line for (), (b), and (cL " INTERVAL BETWEEN
10 E PART . DEATH WAS CAUSED BY: - QNSET AND DEMTH
2 i 3 IMMEDIATE CAUSE {a) _MJ
1 G o]
(¥ ha]
—d | [e)
&3 o Conditions, if any,]  DUE 10 (b Mm&a -
]27 3-’0 o b—’ which gave rise to !
——2 above c':usc d[a], . . y
= stating the under-
13 = lying cause last. DUE TC (¢ / 2.
5 g PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the te al PART (11, If deceasad ‘was
73 o = disease condition given in PART 1 (a) * thare a pragnancy in I35t 90 days.
= ot 5‘ .
= o 2 ' fJ Yes O Ne I O Unknown
z Y
g E 19, ’\;VEAEEOAR!,.{‘IEODF;SY 20a. ACCEENT SUI(E::IIDE HOMDICIDE 20b. DESCRIBE HOW |INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
2 g YES 3 NO
Z =
20c. TIME OF Hou Month, Day, Year
g 3 2 INJURY am.
X a £ i :
Z E 20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
& WHILE AT WORK [J farm, factory, street, office bidg., etc.)
5 NOT WHILE AT WORK ] i
o o [=] ?— -
S o g é 21. | attended the d d from / 5? " iO—M—Mand last saw E:,:. alive um
: ; a Death occurred at 2'-15 . m on the date stated sbove, and fo the best of my knowledge, from tHe causes stated.
g i 8 & 273, 51 RE i 22b. ADDRESS . " 72¢. DATE SIGNED
EIE || E AE- | Jes¥<S. 5
- v = . -
R 2 23a. BURIAL, CREMA‘IEION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, orWwounty) {State)
o] 9. REMOVAL {Specify) .
> e remova 12-5-62 St Pauls Churchyard S+. Louis County,Mo. -
s < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. . REGIFTRAR FSIGN E p
Lt >
= outhern Funeral Hone : /s /7
- = 2'{99 [ag T [« 3 T oo Ma EEC 3- 1962 ! ' *




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 —~—, Student Embalmer No.____

working under my personal supervision. %&/f /CZ%
Student Signe

. Signature of Student Embalmer
! M@j Licensed Embalmer No. 419%7
- P. O. Address 43‘2'0/2 J,M
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.




