. No.300
. 10.48

TRAE AVIRIUN OUFr REALIF UF MIAUK]

FILED AUG 14 1951

STANDARD CERTIFICATE OF DEATH
REG. DIST, NO. ; 2 PRIIMY IEG DIST. mMO. MR!HIJ"GPJNO ....... .’f‘.ﬁ ......

State File No... 220-62

*This does not mean | ANTECEDENT CAUSES

&,»M,Mma Gccﬁu/pc:o-‘ﬁ_,

"BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where datstasd livad, It institatien: residence bafors
a. COUNTY a. STATE . b. COUNTY - admimicn).
Boone Missouri : Boone >
b. CCI)EY (Il outefde corpurate limits, writa RURAL sad give c. I:IENGTH DEF ¢. CITY {If outaide corporata limits, write RURAL aod give township} . *
. ) this )
TOWN Cantralia B YR Town Centralia DS
d. FULL NAME OF (1f not in hoapital or institution, give atreat address or location) d. STREET (If rural, glve Losation) ..::;
HOSPITAL OR 106 South E t St t ADDRESS
INSTITUTION u a8 ree 106 South Bast Street )
SDNEAC%ES%'B a. (First) b. (Middle) ¢. {Last} . ' a, Dg'rE (Month) (Day) (Year)
{Tvpe or Print) ROR BERT REAMS, Sr. DEATH  August B, 1951
5. SEX 0 6. COLOR OR RACE | 7. #PR%EB' NﬁERCIgSRRﬂ.) 8. DATE OF BIRTH 9. lft?fhg:l:;)‘“ ; vr | o | o oeh uoms,
(8 om Daye | H Min,
Male Vhite TR e y 3-20-1879 72 ’ e
10a. USUAL OCCUPATION (Givakind of work 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8tats or forelen country) 0 12, CITIZEN OF WHAT
dons during moat of working ilfs, ¢ven if retired} STRY COUNTRY?
Retired Farmer . Farming Boone County, Missouri . . Sid.
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND OR WIFE
Morgan  Resms | Nancy Katherine Cennon Lou Ann Howell
I15. WAS DEanEASED EVER IN U.S.ARMED FORCEST 16. SOCIAL SECUREI?.Y 17. INFORMANT'S SIGNATURE OR NAME ‘ADDRESS
(Ves. ) | (f yew, ot dates of ) .
Ry | v e R o e None James M, Reams Centralia, Missouri
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL B
. Enter only cnacauseper | I. DISEASE OR CONDITION _ ONSET AND DEATH
lne for (a), (b}, and {(¢) D]RECTLY LEADING TQ DEATH (a) (o)

Morbid conditions, if any, giring DUE TO (b)
rize {0 the obope couse (o) stating
the underlying cause last.

the mode of dying, such
at heart feilure, asthenia,
ete. It means the dia-

case, infury, or complica- DUE TO (¢)

il. OTHER SIGNIFICANT CONDITIONS

Conditioms contributing to the death but not
reluted to the disease or condition cousing death.

tion which caused death,

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ] 20. AUTOPSY?
TION 426 /
. YES L_.] NO M
2la. ACCIDENT (Bpaclty} 21b. PLACEGF INJURY ta.g.. Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boms, farm. faotory. strest, offlce bldg.,eta.) .
HOMICIDE }m
21d. TIME (Moith) . (Day) (Yws) ‘(Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
a4 T S| WHILEAT NOT WHILE
INJURY w @ | Vwork AT WORK

z I hereby cerlify that I attended the deceased from a*‘-'& 1554 , do Gng . , 1827, 5! , that I last saw the deceased
alive on j%___ 1954 _ and that death occurred at _Z_u ., from the gmuea and on lhe date stated above. -

23a., Sm gE . 2 (Degma title)

b, ADDRESS Z3c. DATE SIGNED

Condog Lo o |duga sl

EXY ———
WRITE PLATNI_.Y—-USING UNFADING BLACK INKE—MARKE A PERMANENT RECORD 1

24a. BUREAL, CREMA- | 24b. DATE 24c. I\A'\‘IE OF CEMEI‘ERY OR CREMATORY
TION. REMOVAL (Bpedlty) |72, 10_51 .
ial /) ?' Centralia Cemeotery.

24d. LOCATION (Oity, town, or county) T (State)

DATE REC'D BY LOCAL Rﬂls-mm S SIGNATURE

T S

Can*:ralfl;ai ¥aanyrd
) [ At

2. FU L DIBEC
o

/o (Licensed Embalmet’s “Statement on R




bis

RECEIVED 7-/5.
TRICT HEALTH OFFICE No.3

Distr¥e Fite Nurber. . _____
Date Filed. e AW A N

AUG 21 195

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—__

LT E Ak
// “ ' Student Embalmer Nc....éz.a.é..... ..... reue

working under my personal supervision.

Signed........_..._.

f’o y. s

Licensed Embalmer No
P. O. Address >y Az 7_%3,_

. (Failure to comply witl

Note: The abover MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN

the above constitutes grounds for revocation of license.)
K this body is not embalmed, fact should be so stated above.




