MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 4—-63—00&?{)29
DO NOT WRITE AMENDED Registration District No. __Z_ZLJrlmuy Ragistration District No. L? _Q_b_nemmar‘n Na. 4.335 STATE FILE NUMBER

ON THIS STUB

1. PLACE oﬁmED MAR 1 5 19% 2. USUAL RESIDENCE (\N“hen deceased lived. If instinition: Residence before
s, COUNTY Jacks STAMissour i b. COUNTY, Jackson admission)
b, C(!J'I;( (If cutside corporate limits, give TOWNSHIP only] Length of stay in 1b [X Ccl,l;l‘( Inside Limits

¢. FULL NAME OF {If NOT in hospitel, give locatian) inside Limits d STREET (Lf sutside, give. location) Reside on Farm
PITAL OR ADDRESS

HOS
wstiTion Jackson County Hospitgl:OxteO 16802 Lakeview Rd, |'=O n&
3. NAME OF DECEASED First Middle ‘Last 4. DATE Month Day Yoar

frpe orer Maud - Smi th " | otm Pebruary 25, 1963

5. SEX 6. COLOR OR RACE 7. Marriod [J  Never Maerried [J ATE OF BJRTH | - AGE {last birthday) | IF UNDER 1| YEAR tF UNDER 24 HM)
Widowad QT Divarced [ b 4 Months | Days

Female White 2/25/18T10 92
10s. USUAL OCCUFATION {Glve kind of work done | 10b. KIMD OF BUSINESS.OR INDUSTRY{ 11. BIRTHPLACE {City.snd stals or country) | 2. CITIZEN OF

during most of working life, aven if retired) .
‘13a. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Arza Cole Sarah Adell Albert Smith (dec)

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | I7. INFORMANY Address

{Yes, nmunknown)[ (If yas, give war or dates Mrs G J GOOdwin Raytvom MD.

18. CAUSE OF DEATH (Enter only one cauie INTERVAL BETWEEN
PART |. DEATH WAS CAUSED wrr - - ONSET AND DEATH
IMMEDIATE QUSEM -

Conditions, if my,] DUE TQ (b)

Vv$ 300
Rev. 4/59

DATE AMENDED

DOCLUMENT

which gave rise to
above cause (a),
stating the under-
lying cause [ast DUE TO (<}

"PARY 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the ferminal. PART- Il If  decessed was female w.
’ disssse condition givan in PART.I [a) there & pregnancy in last 90 da

][]Yn[[jug ||ju..

19, WAS AUTOPSY | 20s. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART I of item 18.)
PERFORMED? 0 (W] (m] -
YES [] NOF. . ]
20c, TIME OF  Houl  Month, Day, Year |
INJURY . am. - - e
Wt Toopm S Y - - .
20d. INJURY OCCURRED 208, PLACE OF INJURY [(e.g., In or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [J forrn, factory, street, office bldg., ete.}
NOT WHILE AT WORK [

~ 2 _:l&_é& her ..
21. | attended the deceased fr nd last saw o, alive o

“Desthz occurred 8t on the date stated above, and'to.the best of my knowledge, from the causes stated.
! - - : i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF ‘

SIMEDICAL CERTIFICATION

3

{Degres or 11118) ' Zib. ADDRESS ' ' “Tac. DATE SIGNET]

Inde pendence , Missouri 2-25-63

a. BURIAL, CREMATION, [ 236 DATE Zic. NAME OF CEMETERY OR CREMATORY 23d.- LOCATION (City, town, or county} {State}
REMOVAL (Specify) -

*“ Removal o /o6 /1963 Smith Cemetery . Rogersville Mo,

24. FUNERAL DIRECTOR ~° ° v ADDRESS 25. DATE RECD. BY LOCAL REG. wsmm‘s SIGNATURE

Ferrell Funeral Home d  27.6-3 Z%
Hogersvillelios

{Liconsed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

sHQULa-READ

ert S. .Moss

BY AFFIDAVIT OF
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STATEMENT BY LICENSED EMBALMER

1 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.

Student

Signature of Student Embaimer

i-1.Note:~ The above :MUST-BE.SIGNED BY THE LICENSED EMBALMER m hIS OWN HAND RITING.
with the above constitutes grounds for revocation of license)..

. If,embalmed by_a STUDENT, he also shall sign in hIS OWN handwrmng
* U_ © 2 his body is‘fiot-embalmed, fact should be o stated above.
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