WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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{4y City or townt JODI 1n u‘_{A A

© N b (IT outside c[&r ﬂ!itn'n Limits, write “RURAL" and a.me of townahip)
(3 ame o ospitaio(r)’go tution:
E, 8th 8t; /
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(d) Length of stay: In hospital or institution.

In this community. 5 Y 98.1‘5

yeors, mooths or duys)

{Specifly whether

L@ mnTIulia I Reynolds

3. () H veteran, . 3. (¢} Social Security
name war. No No No
F 5. Color or 6. (a) Single, widowed, married,
Sex em 'j race. w ’ / diVDrcEd_Mar-ri.ed.
6. (b) Name of husband or wife......reeveeeeee. 6 {€) Age of husband or wife if
WBQD«QI‘I,L_RQ B_ alive....m.55.............y=a.rs
7. Birth date of deceased...... @ S-S
Day} (Year)
8. AGE» Years Months Daya If leas than one day
A
47 8 14 Br. i
9. Birthplac Mo_ull.d. /
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@ sate MiBsouri . (8) County.s]. aﬂpe!‘:}..
{¢) City or town. J Onl‘.ln 4
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(D Street NoaoBE‘. .8th 8%
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{e) Citizjn of foreign country?, N Q {Yes or No)

(3]

If yes, name country.

MEDICAL FICATION

20, DATE OF DEATH; Mongh. . [1 &7 o,,gay ;
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21, I hereby certify that I attended the deceased frotn

Sl r—
that I IHW a.hw

24 il
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iy, town, aty or foreiyo b1
g 14, Maiden name rac e
S{ 15. Blr
= r foreign counlry)
16. {o) -Iccf: .

& Address )3 J oplin MO |
1. (aznemo:v:a:l,._~__.__ () Date themf_ﬁrgﬁg(f:’}....

{Buris), cremation, or removal)
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19. (a) &/..[_..I{,L_ ”ML~
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and that death occurred on the date and hour stated above.
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A
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the cause to
twhich death
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charged sta-
tistically.

22. If death was due to external causes, fill in the following:
{a) Accident, suicide, or homicide (specify)

{» Date of occurrenca

{¢) Where did injury occur?.
ar town)

tate)

(Cisy
{d} Did injury occur ixyr about home, on Earm. in industrlal pla.ce. in publsc place? &

While a wprg / / (sj#.‘ e) ¢ f inj
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) ' © ' STATEMENT BY LICENSED EMBALMER

r

", . I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

. Registered Aﬁprentice No

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICFNSED El\lBALNIER in hls OWN

the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.
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