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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

Registration District No. $ ../M.Z......._

Primary Reglstration District No...z_Q_é_.._}.... Regi

STATE BOCARD OF HEALTH OF MISSOURI

= T ET “IEN 26 1946 STANDARD CERTIFICATE OF DEATH

State Fils No.Z.

trar's No' )“

1. PLACE OF DEATIIL:

2. USUAL RESIDENCE OF DECEASED:

.

_-,-r-.
(s) County St.. LOUJ. <] @ State_ M issouri @ County St LOU. i Sgé
‘(8) City or town Clayton
(If gutside city or t¥wn limits, writs "RURAL* acd name of tawnship) {c) Clty or town K i I‘kWOOd
*{¢} Name of hospital or institution: 0 {if outaide city or town limits, write * RUHAL") :
St...Louis. County. Hospital () Street Mo 210 Reedway 3
{11 not in heapital or instilution, write streot nurfiber or locatlon) (If rural, give location)
(d) Length of stay: In hospital or fnstitution aya_17 ‘hrs No ‘ .
(Specily whether |f (¢) Citizen of foreign country?. (Yes or No)_
In this community Life g
years, munths or deya) - If yer, name country.
- . - . ,
%:U{.“l! ;‘2:‘: G'EO RGE REED . MEDICAL CERYT lF'ICATlON . "":., .
T i - o — 20. DATE OF DEATH: Month JANUBYY 4., 19th
3 teran, - 5 Social ,
(@) 1f vereran i uriy vear l 94 6 hnur.M__m!nuu.Q.Q.....A.M.
name war. No

5. Color or

race NEZTO.

6, (a) Single, widowed, married.
divnrced._w_i._d owed. d.

. Sez-Mg_l_e._..Z: ’

1. I hereby certify that I attended tﬁe deceased from

January. l4th 146

January 19thi48;

-iJhat Ilast saw h.im alive un__._..__.,_,.._.J.ﬁnmm._lgl.h 194.5

6. (3 Name of husband or Wife .. —vevcne. 6. (¢} Age of husband or wife if [} 21td that death occtirred on the date and hour steted above. Durglion
Mabel Randall aliVe..onsrnr s years || Immediate cause of deathy,. ... "
7. Birth date of d s Yebruary 6 1862 AV 2O FCALN B e ;'K—Mj ___ __ : /9‘9-‘9'
(Manth) (Da) (Year] it nsn.
8. AGE: Years Moaoths Days If leas than one day Due to /
A
83 |11 | 13 b i {7 Vi
. ue to. :
o. Bimbplce__ MBNChEStEr Missouri )
. . {City. town, or coanty) (State or furelen tountry)’ o
Other conditions
10. Usual occupation NO ne o (Include pregnancy gll.hin 3 months of death) -
11. Industry or busin P e . PHYSICIAN
~r b H
i 12. Name Geo rge Reed \ 2 al,{)o;qp:x:r’iz:n- —
a - i T T 2 ) o, o . Underline
123 R, Kentueky / || - P —— T
“ e : po (Stata or foreigo cuoniry) Of autopsy: i it N BT o v lshonld b
= 14. Malden name 'm’i% Eﬁ‘ﬂay AUSPEY Ty - - > c?ao!tmeﬂ lms
£ : tistically.
E - - -
E 15, Birthplace T pepvee '§iﬁ¥ﬁ§¥§ﬁ 22. If death was due to external causes, fill in the following:
16. (a) Informant George Reed -~ Pat i ent {o) Accident, suldde.sor homicide (specify)
) Addr same as above = (b} Date of occurrence
17, (a) W ® Date :mfwlzgzs_-_é(é‘ (@ Where did injury occur? OSSPy e TR
(Burtal, 3pmation, or remova ] Month) /i Pray) (Year {d) Did injury occur in or about home, on farm, in industrial place, in public place?
(e Plar.'e: barial or crcmati e TR L 4 >
. Specify ¢ 1 place} —

18. (a) S:mture of funem .......... While 8t work?o ... e e O
o . A ’ 2[
19-/( ) 23. Signature k) sl “) bt (M. D. or other ‘iD

- o e P

{Date r-:dv-d Tucal ruri-zr-r) i (Rerhu-F;:Tﬂ—;:;re)

Address&_.a_l.. eyt

Date dme&:ﬂ:‘.«’/‘

(Licensed Embalmer’s Statement on Reverse Side) 7
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STATEMENT BY LICENSED EMBALMEKR

‘'working under my personal supervision,

‘ "\\:' \ Lxce{sed Embalmer No/[ ; 3 .........

. R A\;%é‘:mddmgfj.zuw @

S
Note; The above MUST BE SIGNED BY THE LICENSED ENIBALMER'HI hls OWN HANDWRlTING
the above constitutes grounds for revocation of license.) R '5!_"' ?

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

(lj?dun: to comply with




