MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-016488

DEFPARTMENT OF PUBLIC HEALTH AND WELFARE

sy . — g —
D.PN N'a.lrswﬂ"".': DED Reglstration District Ne. ______}é__.é___frimarv Registration District No. all_?____aggi.ﬂ'.r‘; No. —— STATE FILE NUMBER

. ‘ r Pucqu. 6 19 2. USUAL RESIDENCE (Wl;eru decaased lived. If institution: Residence bafore
vs300 | . a. CO Mer 63 ol decnased s
Rev. 4/59 EMlgsour® Jasper ‘dmwen

b, CITY (If outside corporete limits, give TOWNSHIP only) Length of stay in th <. CITY Inside Limirs
\o 498

OR

TOWN Webb City 60 yrs. 18RWN Webb 01ty Yl No D
c. FULL NAME OF:{|f NOT in hospital, give.location) Inside Limits d. STREET {If cutside, gi lecation) Resid Farm

ioyumor Jane Chimn Hospital [vX wg| A" 624 N, Devon St. |veD wi

3. NAME OF DECEASED First Midgle Last 4. DATE Month Day Year

{Type or print) OF
Oral E. Smith oeam April 27, 1963
5. SEX 4. COLOR OR RACE 7. Maﬂ'iedf! Never Married [1 |8. DATE OF BIRTH | ¥ AGE (lost birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Male 'Whi'te Widowed ] Divarced [ 1 0-1 1 _1 BS?O 72 Months | Days Hours Min,
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Pa:t?i%méi:.of working life, even if retired) IUIOdOC ’ Indi ansa USA

13a. FATHER'SINAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF RUSBAND OR WIFE
Joseph Smith Mary Sickles Y. FRniine Busth

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO.

(Yﬂao, or f.lr-l'khown)il {IF-yes, g_ivé-war or dates of servi ﬁr g%auline Smi thwe:g%zl‘clgéyl)ﬁgon St
s L]

T6. CAUSE OF DEATH (Enter ont VT —
PART I, (nre'ﬂnﬂvy;\g"éfﬁ'é'& B y i / / ONSET AND DEATH
IMMEDIATE CAUSE {a) M et vﬁ aﬁ‘_mwj ﬂ/ <5 ﬂa:—y-f’
Conditions, if -""‘] PrETo® ()él el % 7 Me”éfﬂ-"-’ 7 Q/"‘"‘/ S

DATE AMENDED

DOCUMENT

whith gave rise to
above cause (a),
stating the under-
lying “cause last,

DUE TO (c}

PARY 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUIING TO DEATH but not relsted to the terminal PART 11). 1§ deceased was female was
. disesse condition given in PART 1 (&) there a pregnancy in last 90 deys,

) ]DYes l I:lNoJ O Unknown
19 WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIGE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18))
Pskmm& O ° 0O o \
YES[] N 7
0o TIME OF  FHoul  Month, Day,.Yesr |
INJURY  am.

4

AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS
INSTEAD OF
MEDICAL CERTIFICATION

p.m,

L20d. INJURY QCCURRED 20s. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AY WORK ] farm, factory, strest, office bldg., etc.}

. NOT WHILE AT WORK [:l ., "
—/7—' 65 ta %')-7" 63 and last uwmliwoﬂ ¢- ’2,7— 6-3

7 4 : OOP m on the date stated above, and ta the best of my knowledge, from the causes stated.

21. | antended the deceased from

Death occurred at

TURE ~ ree titie) 22b. ADDRESS 22¢. DATE SIGNED
W - «w D.0. Webb City,Mo. 4o30=63
BURIAL, (':REMATION 23b, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or l:nunly) {Srate)

23a.
Burial " |4=30-63 Webb Clty Cemetery Webb City, Mo.
3{0%5& oﬁcﬂ]’g!impson , We?)D'BREséity ’Mo . 25. Dﬁ fic%ﬂ;fczl;m\. 26, REGISTRAR'S SIGNATURE

¥
(Li d Embal on Reverss Side)

- USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by - Student Embaimer No.

working under my personal supervision. ' 0 g
Student - Signed g

Signature of Student Embalmer

Licensed Embalmer N

Note: The above MUST BE SIGNED “BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

with the above consmu'fes grounds for revocation of hcense) :
If embalmed by ‘a STUDENT he also shall sign in his OWN handwrmng
\If this body is not embalmed fact should be so stated above.




