w00 }:‘ Co Y R THE DIVISION OF HEALTH OF MISSOURI ‘ 3.?995
. l ILED NOV 6- 1953 STANDARD CERTIFICATE OF DEATH . - sie sie wos .
| BIRTH no.;______ REG. DIST. sg’:_"_g’___ PRIMARY REG. DIST. MO. 3074}{,,,.‘,.“,'. Ne /é ¢
1. PLACE OF DEATH ’ ] 2 USUAL RESIDENCE (Where d d lived. I & id: bclmc
) o COUNTY  onotit, - STATE Missouri b. COURTY  Maty Madrid""’"'
b. c&};\' {If onteids corpurate limits, write Rmbnndﬂvn [N LYEHGE: D'?F c. Cg&r {1f ouwlde corporata limits, write RURAL and give township)
itn ¥
rown Sikeston, Mo. | R TOWN  Matthews o 7 Al
d. FULL NAME OF (If pot in bospital or Institation, give sireet add otloe-ﬂon! 'd. STREEY - {If rural, give location) /
HOSPI . . ADDRESS ——
INSHTUTION Mo.e Delta Community Hosnital _
3. DNECEASOEFD 8. (First) b. (Middle} ¢, (Liast) v 4. DS?_:E {Momuth) (D”) (Ym)—"
(Typeor Print)  (GEOTEE Thomag Reed DEATH 10 - 21 -1953
5. SEX 6. COLOR OR RACE | 7. wﬁ)RORV!'EEB E%EC%SRRIED. 8, DATE OF-BIRTH 9, hﬁ.f‘iE (In:hv;,m A: T ID\':;J ; [ nulin
. L ' (Bpecit - % o ours .
Male White vidowed L-26-1879 WE I l
i0a. USUAL Sffﬂ?:ﬁ (Okekingol ok 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE  (¢i1y uad State o Poraiga Covsiry) / 12, CITIZEN OF WHAT
Retired Retired Beach Creck, Pa. Th.
[IS.. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAMD OR WIFE
John Franklin Reed . Blizabeth Gardner .
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR:;I'OY 1. INFORMANT' S SIG"ATURE OR NAME ADDRESS

{Yes.n0, or unknown} I (I yos, xive war or dates of

ITE PLAINLY—USING UNFADING BLACK INK—-MAXKE A PERMANENT RECORD

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
.|| Enter oty onecmmyper | 1. DISEASE OR CONDITION . ‘ R ONSET AND DEATH

Lo for (21, (0. snd (&) | DVRECTLY LEADING TO DEATH"(5) : Py

«72s dorr oot mean | ANTECEDENT CAUSES M .

heart failure, asthenia, | Tise to the abooe cause (o) ) - _' —
e It £ e e die. | the znderiying couse last.
tion which consed death. | 11 OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not

E. C. Reed Matthews, Mo.
the mode of dying, such | Morbld conditions, if eny, giving OUE TO
stating i » o ] .
cose, infurp, or complico- DUE TO ‘ e \d resest .
related to the disease or condition cansing desth.

19a, DATE °’°’§f’5‘u 195, MAJOR FINDINGS OF OPERATION . . . . . .| 2. auTOPSYVT
, . . % /X ves ). wo
21a. ACCIDENT " hpecity)’ 215, PLACE OF INJURY (o5 lnorabews | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} . (STATE)
Sl.ll(:IIcDIEDE boms, larm, lastory. strest, offies bidg . 418) i . . . .

2)d. TIME (Meatd)  (Day) (Yoar) CHeurt | Zle, INURY QCCURRED | 2tt. HOW DID INJURY OCCUR?

IRJURY om WHILEAT N‘GTI"HM .

22 1 hereby certify that I attended the deceased from £ O =B _, m.ﬁm_%/aL 1553, that 1 last saw the deceased

aliggan /@ + A7 1951:5, and that death occurred al Lﬂm., from the cavees and on the date stated above.

TURE - (Degree or tiig)f,} 235, ADD, . : zac DATE SIGNED
@Q. . < ', 7%0 /o 7% _{%
. BURJAL, CREMA- | 24b. DATE “Zic, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, mn.umuy /(sme
T OVAL (Bgaetty ) - i

uripl 10/23/53 Gity C. cry Sikeston,Mo
DATE REC'D BY LOCAL L DA R'S SIGRATUR ADDRES
/4-3?—43_“‘5 |7 @@Z‘:‘%
| i e

mw-




S 9%3;
RECEIVED NOV " !
* GCOTT COUNTY HEALTH CENTER
ys 32749

£o. FILE NO. L= e

STATEMENT BY LICENSED EMBALMER

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

- , Student Embalmer No.

working under my persona! supervision.

| SLUONL sirarennsensacassarsrsnnsarsasones SWM m

Student Embaimer P
- ) . ) Licensed Embalmer No..... f ? “4 /
” P. 0. Ad )&k

Note: The above MUST BE SIGNED BY THE LI(IiNSED EMBALMER in bis OWN HANDWRITING. (Failure to comply]
the above constitutes grounds for revocation of license.)

Ifthnbodynnotembalmed.fmdwuld‘hmmdm : *




