Mo 300 ‘ 9 1054 ©  THE DIVISION OF HEALTH OF MISSOURI - .
' ALEDNOY 2 9 STANDARD CERTIFICATE OF DEATI%OGB Stte Fite Mo 39156

10.48 o SIANUARLD WLRITIPRAAITE U VEAITY o o Y 51002 File N e
' BLRTH NO. REG. DIST. NO. _31_8_ PRIMARY REG. DIST. NO._____ Rrgl:traf.rNa LRSS
O 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere dscoassd lived. If institution: residence before
a. COUNTY . STATE b, dunimbond,
: 11lindie COUNNadison T
b. CITY (3 outeid to limits, write RURAL and c. LENGTH OF || ¢ CITY - e o
QR - ooecorpumts Tt i STAV iy i iaco OR : e eiiin mits of
- TOWN gt,. pLouis day ToWN Madison X N ()
d. FULL NAME-OF (If ot in hospital os institution, glve strect address of loauon) STREET (If rural, give location) /9 v
. HOSPITAL OR ADDRES
INSTITUTION peoplea Hospital 822 gackson Street
3 NaME o a. (First) b. (Mk,w,c) , o (Last) 4 DATE  (Month) (Day) (Yean
(Typeor Print) ___ LEOLAR : 5 REYNOLDS DEATH _Nov 8, 1954
5. SEX 6. COLOR QR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| If UNDER | YEAR | W UNDER u mms.
. . WIDQWED, Dl\&)RCED {Hpeci — lusgnhdu} Months | Days | Hours { Mia.
Female Negro widowe May 29, 1896 | [
10a. USUAL OCCUPATION (Givekiad of work | 10b. KIND OF BUSINESS QR IN- | 11. BIRTHPLACE
done during m“‘i ork.lnzlua'::nnaﬂ :’“h:;) DUSTRY (City ard State cr Foreign &un:;v)/l 12. ClTNIZEl;OFwHAT
Housew at home. Hollysprings, Miseisseippi
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR IIFE
Alfred Wade ‘ Octavia plexander PP
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes. no, or unknown) (Il yos, xlve war or dates of service) NO.
None plordia M Reynolds-8l4 Jackaon,Madison, Ill
18. CAUSE OF DEATH MEDL B OVCRVAL BETWEEN

_Enteronlyonecauseper | I. DISEASE OR CONDITION
tine for (a), (by, and (gy | OVRECTLY LEADINGTO DEATH°(a)

*Thiz does mot mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gising PUE TO (b}
an hear! failure, asthenie, | Tise to the above couse (a) sfating
ete. It means the dis- | the underlying causr laat.

case, infury, or compiiea- DUE 'TO @ " .
tion which caused death, | 1. QTHER SIGNIFICANT COMDITIONS

Conditions contribuling Lo the death but not
related to the diceqse or condilion cousing death,

19a. DATE OF OP_FI%?E 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
) . .
7 i sl so O

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.x..lnorabout | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) {(STATE)

SUICIDE . hame, farm, factory, strect, offive bld., eta.)

HOMICIDE : _ _
21d. TIME {Month) (Day} (Year) {Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

1 WHILE AT NOT WHILE . .
INJURY WORK AT WORK 5 Qﬁ-x

2 I hereby certify that I attended the deceased from %4’ 19% lo M 19-5%}1&1 I laat saw the deceased”
alive on _l_l__'L .%_L nd that death ocdurred at _ L R-0855m., from the causes and on the date stated above.

23a. SIGNATURM) Q -ﬁjfgﬁZ}bfAlfs W ﬂ % 5 w TE;‘E::’_D

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

24a, BURIAL, CREMA- | 245. DATE [ 4z, I\M!E oF CEMEI'ERY OR CREMATORY 24d. LOCATION {Qity, town, or county) - (Stale)
TION, REMOVAL {8peciiy) : f

remova Nov 10,1954 East 94. Loui
DATE REC'D BY. L_O(;%L REG y | 25. FUNERAL DIRECTOR'S SiGNATURE ADDRESS

NOV 10 1987 hot barensi t St. touis, ll.

M;: ensed Embalmer’s Statement on Reverse Side}

s b =




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

by e, OF By o e s rmeeenas

working under my personal supervision..

L3 ATT: 13 L AP S
Signature of Student Embalmer

Licensed Embala‘lfésNﬁIa.:gE?“

P. O. }’deres.l.iEa'at'st'ym'lrl

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license),

I embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥ this body is not embalmed, fact should be so stated above.

v .



