MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63_011928

DEPARTMENT OF PUBLIC HEALTH AND WELFARRE r—
Registration District Mo. _1?;_;);'_-;

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

8, COUNTY JACKSON a. STATE I l b. COUNTY l adrnixsi?n)

b. Cé'll'!\‘ [If outside.corporate limits, give TOWNSHIP only] Length of stay in*1b c. CITY Tnside Limits

TOWN KE HSB = OTTY [ife TgEVN & BEE s Cm Yes (f No (0

c. FULL NAME OF (If NQOT in hospital, give location) Inside Limits d. STREEY Lf i R R B
HOSPITAL OR B . ADDRESS (If eutride, give location} Raside on Farm

INSTITUTION v A HOSPITAL Yea ] No[J _3522_HAINUT Yes'[] No B

. NAME OF DECEASED Firsy Last 4. DATE Montl
(Type.or print) £ nth Day Year

MIKE SMITH piam March 1k, 1963

. SEX 6. COLOR OR RACE 7. Married [] Mever Married [] (8. DAYE OF BIRTH | ¥ AGE (last birthday) | IF UNDER | YEAR JF LINDER 24 HR

[a)
- Widowed Divereed Maonths Days Hours Min.
3 Male White dowed - Dvered B | 12.23.93 | 69 [ > ] |
. 10s. 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 workin%lifa, aven if retired) :

tired cattleman Kensas City, Mo. U.8.A.
13a. FATHERS NAME 13b. MOTHER'S MAIDEN NAME 14. NAME or_ﬁ‘ﬁﬁmo OR WIFE

— Mke Smith ______________ lTuliana Tuadsiecks. -== _/Grove, Calif.
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [ V7. IFORRANT oo nacs May, W18ter, Lemon 7

{Yes, no, or unknown)| (If yes, give war or.dates of 3 .
VA Hospital official Records, K.C. Mo.
18. CAUSE OF DEATH {Enter only one cause per INTERVAL BETWEEN
ARYT 1. DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE (a) Pneumonia due to bacterial infection

VS 300
Rev. 4/59

1

23 5"03;,

DATE AMENDED

DOCUMENT

Canditions, if any, DUE TO (b}
which gaverise to
above cause’ (s},
stating the under-
lying couse last. ‘DUE TO {¢)

FART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the ferminal PART 11l i  decomad was  female wa
disesrs condition given in PART-1 [a) there a -pragnancy in last 90 days.

o v.i[] No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
PERFORMED? [} - 0O O .
YES[J NOPg

200, TIME OF  Houl  Month, Dey, Year |
INJURY aum.
p.m. .

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE DF‘INJURY [e.9., in or sbout home, | 2062 CITY, TOWN, OR LOCATION
WHILE AT WORK O farm, fectory, street, office bidg., stc.)
NOT WHILE AT WORK ]

2l.vnunnnded the deceased from__EQb_._zz_,_l%B—, fomw_mmcm

Death occurred at 7 '25 _Jim on the date stated above, and fo the best of my knowledge, from the causes stated.

22s. SIGNATU rnﬁrﬁ'ﬂe) 7 22b. ADDRESS 22¢c. DATE SIGh!ED
5 LR -
.

: VA Hogpital, Ka.ns&s_ﬂitx,_Mo.._j_l%ﬁ_-
CREMATION, . 23c. NAME OF CEMETERY CR-CRENMAFORY = 23d. TOCATIQN (City, town, or county} {State
' 63|National Cemetery Fort Leavenworth, Kansas

24. FUNERAL DIRECTOR DORESS 25, DATE RECD. BY LOCAL REG. 26. R R‘S SIGNATURE
1331 Brush Creelk Blvd ﬁl‘ ‘
D.W.Newcomer's Sons,Kansas Cgtv.ﬂ 31,63

{Licensed Embsimer's Statament on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. f
*=v > STAYEMENT  BY-LICENSED EMBALMER

. _ i :
| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

or by _ : Student Embaimer No.
'vs'vorking vnder my personal supervision.

Student,

Signature of Student Embalmer

Licensed Embalmer No?
P. 0. Address - % .

. S M-S S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F{Iure to comply
with the above constitutes grounds for revocation of license). J

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

If this body, is-not, qml::pln]ecj, fact should be so stated above.! )

m.e e e e aa P I - .




