No. 300
10.48

S

THE DIVISION' OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 2 13 . PRIMARY REG. DIST. NO. _3_Z Registrar’'s No, ...9 ’Z e rerm

FLEY DEC 1

BIRTH KO.

1943

'38~8.)

State File No.......

W

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

ppai—

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. I institution: resijence befors
&. COUNTY a. STATE b. COUNTY adicimion}.
Pike Mo, Pike -
b. CITY (If outslde corpurata Lmita, writs RURAL wnd give ¢, LENGTH CF ¢. CITY (1f qutaide corporate limits, write RURAL and give townaship) & o
Q townabip) | STAY {in this place) (,zy
TOWN Touisisna / otimg - TOWN Loulsgsiana g
d. FULL NAME OF (1f not in hoapital or im\{uan give streot address or looation) d. STREET {If rural. give location) ’ ‘
HOSPITAL O ADDRESS O
INSTITUNION_ 500 Vipginia St. irel L.
3. NAME OF . (First b. (Middle) o, (Last)
DECEASED * 4 4 0311-: (Month)  (Day) (Yean)
{ Type or Print) FEynmg Allce Reed DEATHNov, I3, I949
5, SEX 6, COLOR CR RACE | 7. MARRIED, NEVER MARRIED; 8. DATE OF BIRTH 9, AGE {In yesrs| ¥ UNDER 1 YEAR | IF UNDER & as,
WIDOWED, DIVORCED: peslty) ' last birthday) MDﬂlhll Days | Hours | Min.
Widowed & 2/28/I863 86
10a. USUAL OCCUPATION {Givekiud of work 10b. KiND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
dobs during most of werking Lfe, evan if retired) DUSTRY COUNTRY?
Fousewife Home Louisiana, Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charles Ragsdale Waters | a
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 17. INFORMANT S SIGNATURE OR NAME ADDRESS -

(Yos, no, or unkoown}

no

{If you, zive war or dates of service)

16. SOCIAL SECURITY
NO.

. Enter only onecause per

8. CAUSE OF DEATH
1. DISEASE OR CONDITICN
DIRECTLY LEADING TO DEATH*(;

Miss Margaret Reed, Toulsiana, Mo.
- "INTERVAL BETWEEN
5 : ONSET AND DEATH
o, B9

line for (a}, (b}, and (c}
ANTECEDENT CAUSES
Morbid conditions, if ang, Mﬂa’ DUE TO (&

- rige to the above cause (o} staling
the underlying cause latl.

*Thiz does not mean
the mode of dying, such
a# hearl falltre, asthenia,

WCAL CERTIFICATION
A4

- s~ 7=

de. It meoms the dis- M . , ;
case, injury, or complica- - DUETO () - 4 e E)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ) - - T
Conditions contributing £o the death but nod . - £ Pz
reloted to the dinease or condition causing death, d-,.(
19a. DATE OF CPERA- | 19b. MAJOR FINDINGS OF OPERATION : N : | 20. AUTOPSY?
TION
L —— ) ves ] wo
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (e.g..inorabout | 21c. {CITY. TOWN, OR TOWNSHIP) .- (COUNTY) {STATE)
SUICIDE ) bome, [arm, factory, street, offics bldg., ete) T -
HOMICIDE —— e —_— .
21d. TIME (Mogth) (Day) (Year) (Hour) 2le. INJURY OCCURRED leI HOW DID INJURY OCCUR?
' —— WHILE AT ] -NOT WHILE[™Y e — —— e e .
INJURY WORK AT WORK

2. I hereby certzfy that I attended the deceased from

_U_J..‘i 19_5l_(1 that I last saw the deceased

elive on , and that death occurred al & 2 ., from the causes and on the dale stated above.

23a. 51 (De; orﬁ 23b. ADDRESS . 23c. DATE SIGNED
%%m(\ﬁ/ Louisiang, Mo, | H~ ]Llf-t),,cl
BURIAL, CREMA- 24c. NAME OF CEMETERY ORMCREMATORY | 24d. LOCATION (Oity, town, or mmny) (State) . -

TIOH REMOVAL (Bpedity)
Burial

)81 7

Rive rv‘lew Cel

"Loulgiapa, Mo,

Vi

DATE REC'D BY LOCAL

15,

gls-rmn S SIGNATURE é %

(Licensed Embalmer’s Snummﬂon R

= p.'mm@ st s%n anznz:s. .

Side) %a"




RECZiVED MOV 2 g4,
Disirict “ealth Ofiicer Ng. 10
District Filo Nuﬂsﬂ _;4/.,:&/2.2:{&%

-~

Mg Filed < § 1543

STATEMENT BY LICENSED EMBALMER

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

werking undsr my- persormat TApesvision.
s - e Signe Lo~ Af (D ; /%wj |
‘ Liceansed Emb 0. JJ? 7 5 |
‘ ' | P. O. Address, a“MM 7----*--*-—-—--‘

Student Embalimer

Note: The above MUST BE SI BY THE LICENSED EMBAIMER in his OWN WRITING. (Failure to comply with‘
the sbove constitutes grounds for revocatiod of license.) . '
If this body is not embalmed, fact sffflild be so stated above. :
i - .



