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- WRITE PLAINLY—USING UNFADING BLACK INK-—MAEKE A PERMANENT RECORD

*

THE DIVISION C~

E'ILED JAN 28 1350

BIRTH %0.

LTH OF MISSOURI
STANDARD CER:I'IFICATE OF«I?E‘ATH
REG. DIST. uilbl é éﬂ;ﬂlw\' REG. DISTV'" ;04’1 __ZL Registrar's A}a ....2 ................... .

19220

State File No e v s arssvon

I. PLACE OF DEATH
a. COUNTY Ozark

2. USUAL RES[DENCE (Where Jdacsassd lived. 1f iostitution: residence before
a. STATE MiSSOUI‘i b. couu'ryozar]{ ﬂ adnulon)

¢. LENGTH OF

b. CITY {If outeids corpurate limits, arite RURAL and give
STAY (in this pla.

c. CITY (H outaide corporate limits, write RURAL acJd give township)

owlThornfield, &, Maridn

towx Thornfield;- Rural, Marion

d. FULL BAME OF (1f aos in bewpital or inssisation, give stret sddrem or loestion) d. STREET [i¢4 mn! wive locatlon}
HOSPITAL OR ADDRESS
INSTITUTION
3. NAME OF 8. {First) b. (Middle) ¢. (Last)
DECEASED 4. 03}'5 {Month) _éla-y) (Year)
(Typeor Pinty  REICHEL Ann Baker DE.ATH , =1l=
5. SEX '\ 6. COLOR COR RACE | 7. MARRIED, NEVER MARRIED. ATE OF BIRTH € (In years| ¥ ONoER | YEAR | o tioER 1 wms
WIDOWED, DIVORCED xﬁn-ﬁm o 7 j 5 7 hn ? Monthl Days | Hours | Min.
Female White Merrie f |

10a. USUAL OCCUPATION (Givre kind of wark
done mont of working Life, svan if retired)

10b. KIND OF BUSINESS OR IN-
N DUSTRY
oursewife

IRTHPLACE (Btale or forslgn country) 12, CITIZEN OF WHAT
Y

Kyles Ford, Tenn. / g BT

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Janes A. Kyle

Sarah Ann Delop

NAME 14. MAME OF HUSBAND OR WIFE

“harles T, Baker

line lor (s}, (b), and {¢)

“This docs not mean | ANTECEDENT CAUSES

15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT' 5 S1GNATURE OR NAME ADDRESS
(Yea, Bo, of unknown)} I (If yua, ive war or dates of serview) NO. A
N\ gt ., /B / va, Missouri
18, CAUSE QF DEATH MEDICAL CERTIFICATION lg;régrv.:l;‘g%u
1. DISEASE OR CONDITION v ) ,
- Enter only onecaux:pet | ThIRECTLY LEADING TO DEATH® g K/WVD"?—V AEe O ¢Awg4 P
’ Vd

ol ey
: P

Morbid conditions, if any, giring DUE TO (B)
rize to the above couse (a) dating
the underlying couse lnst.

the mode of dying, such
as heart faflure, asthenio,
ede. ‘It means the dis-}..

DUE TO (c)

cass, fnjury, or compiica-

tion which cawsed death. | 11. OTHER SIGNIFICANT CONDITIONS - - ;

) ’ Conditions conlributing to the deatk but ol
related to the disease or condition couring deafh.

a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION ) 2. AUTOPSY?
; OF OFERA. | 190 M - . . ;
: . - ves ] wo [
1a. ACCIDENT T epedty) 21b. PLACEOF INJURY (e, inorabous {-21c. (CITY, TOWN, OR- TOWNSHIP} - = . (COUNTY) (STATE)
HOMICIDE . LT . .
210. TIME  (Moss) (De) (Ye) (How) | 2le. INJURY OCCURRED [ 21f. HOW DID INJURY OCCURT
ey o | PHLEAT[] NoTwLE
2. I hereby certify that I aﬂended the deceased from - 18 o _ .19, that I'last saw the deceased
alive on , and that death occurredlad s 0P m., from the causes and on thc date stated above.
235. SIGNATURE (Dm or tiﬂe) Z3b. ADDR 2¢. DATE SIGNED
Cu( Lish FHe  \ia/-50
% BURIAL. CREMA] | 24, DATE Z4c r.A'olE oF CEME]'ERY GR CREMATORY 244, LOCATION (Oity, town, or county) (5tate)
MR '“fg‘f’ﬂgu 1-15-50 Thornf1 eld Thornfield, Missouri”

DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE AY 3
77ee. ,Q-o—;é,u‘o-'r)

25. FUNERAL DIRECTOR' S5 SIGNATURE - ‘ADDRE 49

tlinkingbeard Funeral Home, Ava,iMo

=2 %56
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(Licensed Emba!mn’ﬂ_iummm on Reverse Side)




.3, Ne.d
10.4
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RECEIVED uaN 24 1950
District Health Office No, 6,

District File Number /52 ~/v 7
Date Filed /= 3 -

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 by

Studant Embalaer No.
working urnder my persona! supervision.

STUIERE sucrnsoisennenroransnannenns . _ Slgncd.(: ....... L!./Mzﬂé/bd? j/;j
N . Studont Elbalnor ) .

P. O. Addrcss.....ﬁd/‘ﬁ W 7 <%/

Nou: The above MUST BE. SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failm 0 compty Y
the sbove constitutes grounds for revocation of license.)

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




