MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-004126

DEFPARTMENT OF FUBLIC HEALTH AND “ELFARE;B_JLa 1003 AT FITE NOwate
Repistratio r : _Prjj ary Registration' District No. ———————_Registrar's:No. ____J-é — ’ . .
DO NOT WRITE ﬁj E' Eg ATy -
ON THIS $TUB AMENDED . 1953

1. PLACE o;_ DEAYH 2. USUAL RESH)E“CE {(Where deceased lived. (f institution: Residencs before
a. COUNTY . STATE . i
a ms mib COUNTY admision)
b. CITY (if outside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limits

TOWN St. Iﬂuiﬂ mO! Tgs\’ﬂ st!. Louis ‘ Yes )1 No O

c. FULL NA.ME OF If NOT:in hospital, give locatian Lngida: Limit: . 5T i i
hOSPITAL { P 9 1] ! imits d :D?JEREE‘SS {if ounide, giva focation} Rwmida on Farm

wstUlon Parkside Manor Conv,Hame |Yesfx NeO 313l Potomac St. Yes[J NoB -

3. NAME OF DECEASED First Middle Last 4. DAYE Month Day -
{Type or print}

VS 300
Rev. 4/59

—

DATE AMENDED

2/

)

Yeor

OF

DORA Te SMITH DEATH  Jane 2 1963

5. SEX 4. COLOR OR RACE 7. Married Never Marriad [J |8, DATE OF BIRTH | 9- AGE (las? birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Femala White Widowed Divorced O | 2enlljud8TT 85 Months | Gays | Hours | Min.

10a. USUAL OCCUPATION Give kind of work done 106. KIND OF BUSINESS OR'INDUSTRY| 11. BIRTHPLACE (City and stete or country), | 12. CITIZEN OF WHAT COUNTRY

% of uvil:;ng g, even if tatired) verona’ Ho. . m

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14; NAME OF HUSBAND OR WIFE

John Turner Sarah Gamman Albert Smith

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Addreas

(Yes, n hor unknown} |(If yes, give war or dates of servi| HI‘B Hi ] i ’ Tucl o ab

18. CAUSE OF DEATH (Enter only one causa per line INTERVAL BETWEEN

PART |, DEATH WAS CAUSED BY: NSET- AND DEATH
INMEDIATE CAUSE {a] m‘—m& s M / hue ) g%
Condifions, if any,]  DUE TO (&) Cw I/'ﬂ.d:.u_.Qx—v AJI.J-LQ_

which gave rise ta

bove ,
:Inhng :!::s:md(:l W\m C ee 1L q W
lying cause last, OUE TO (<)

PART 1. OTHER SIGNIFICANT CONDITIONS .CONTRIBUTING TO DEATH but nat re!ared fo the terminal PART 11 If decessed was female was

disaase condition given in PART | (a) thare & prggnancy in lest 90 days,
3 3‘71x ] 0 Yas ] No l [ Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HDMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter mature of injury in PART | or PART |1 of item 18.}
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PERFORME
YES O NO

20c. TIME OF Hour Manth, Day, Year
INJURY a.m.
: p.m. - T
- RRED Z0s. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
2 wd?L%YA?C\SgRKED farm, factory, street, office bldg., etc.) -
-« NOT WHILE AT WOQK_D - Y

‘- T l p : ’l-y to,__i@_:_._md last saw h,malwe on ,'— /- &3

21. 1 sttended the dacassed fra 4
" peath occurred at 7‘m D8 m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Pilis IOl Z b " 27k [ B 7585

23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY ' |'23d. LOCATION {City, f(gi af county) (State)

23s. BUR ‘ - . '
PROALEE™ | 12522963 Spring River Cemetery |

24. FUNERAL DIRECTOR AUDRESS 25. PATE RECD. BY LOCAL REG. £ SIG A'I'LIR

JAY B, SHITH,pleWood Moe JA 1963 _‘J_ ,t‘lJA.A, l %
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MECICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




' f‘l’A‘l’éMENT. BY LICENSED EMBALMER

I hereby cerfify that the bedy whose name ‘is recorded on the reverse side of this cerfificate was embalmed by me,

Student Embalmer No.

or by

working under my persanal supervision. .. b/ @
Student. . Slgned W U’H"' @Z—'
.-Licensed Embalmer No Z/ ¢d 2

P.O. Addressﬁiﬂm—_‘—

Signature of Student Embalmer

Nofe: The sbove MUST BE SIGNED BY THE LICENSED.EMBALMER" in his: OWN HANDWRlTlNG’ (Failure to comply

with the above constitutes grounds for revocation of license). o
If embalmed by a STUDENT, he alsq shall sign in_his OWN handwnhng £ . e .
L Loy 3

¢ this Isody is not embalmed fact should be 6 stated above: ~ ’
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