feolth, THE DIVISION OF HEALTH OF MISSOURI 58_020901

‘| 21. 1 attended the deceased from L‘ "'L . S—bf . to 7' - % and last 3aw :.:;_ciive on 72 - $- =
Y7 Z

Death occurred a1 d m on the d_ule stated above; and to the best of my knowledge, from the causes stated.
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220. SIGNATUR {Degree or title) 22b. ADDRESS 22¢. PATE SIGNED
?gfcéem_. s D 4 Stre Coaucen /o ospr 725

23c. NAME OF ETERY R-GREMRTORY 23d. LOCHTION (City, town, or coupty! {Stat:
@O/: %
. 4 yl
re
S /

,wl:lu_f.,.. STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ublic
ervice ™ 4 QRegistation District No. o 3 ..g __________ Primary Registration District N°---..-.-3...L°m°.»(°.n--- Registrar's No.____ 2-9«0 ------
L} I E=AA"] —
1. PLACE OF DEATH .o . ’ 2. USUAL RESIDENCE (Where daceased lived. If institution: Re:édgnc_e before
300 o COUNTY  Boone - o STATE Missouri > T Wadisoh™ "
-57 b. CITY (If cutside corparate limits, give TOWNSHIP only) | Inside Limits ¢ CITY ¢ 20 Inside Limits
OR N ¥ m N D OR d 0
Town Columbia  ° o X Mo Tom  Fredericktown ves O Mo IR
c Egkrl'n m_w% gﬁﬁmwi;pnul, giva location) | Length of stay in 1b d. S'BR%ET (If outside, give location) Reside on Farm
. ADDRESS
(} NsTITUTIoN State Cancer Hospitpl 70 days Yo ] No{]
| |
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) . . . R or 7 2 1958
Annie Lillian Reinbold DEATH
5. SEX ] 6. COLOR OR RACE| 7. mnmeo@ REVER MarriED[ ]| 8 DATE OF BIRTH 9. AGE &.:';::,; :h ersa ; LEAR l::‘r‘:osn 2; ;:Rs'
F W wiooven[] ] oivorceo[ 9-25-91 &8 i ] I '
. 102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 13- BIRTHPLACE (City and state or country) £ |12 CITIZEN OF wHAT COUNTRY?
i@ moyt ofyworking life, evan if retired INDUSTRY . .
: CYTIg8 " Worg ™ o red None Maddson County-Missouri| UeS.4.
g 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
g Josiah M,White Jessie Newcum Samuel Reinbold
; w
X 2 | 15 WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addeess
i_ = Yes, , ws, give war or da a rei L4 : *
g (Yos. ro, acushocnifili oz, 9 doten of service), 1,92-05~1216! Hospital Records - Highway L0, Columbia, Mo
: o 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c).) INTERVAL BETWEEN
3 w PART |. DEATH WAS CAUSED BY: Y -B , F‘ ‘ }_’ , ONSFT AND DEA}_H
; w IMMEDIATE CAUSE (o) Srma o WwWe LS TJ ! oo . oot
f &
Z = : F-F -F- ]
; B Conditions, if ony, DUE TO (k) IK&A dlﬂ{_“”\ L ec ’”SWGH Bocuel 3 s
: = which gave rige to
i L cbove couse {a), }
| z stating the under-
i 8 -1 lying covsstlast, DUE TO (<)
o ;-' E PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relojed 1o the termins! disease condition given in PART | (a) 19. \gAS AUTOPSY
& . ERFORMED?
: ‘_I' Ademocah‘-‘ll”“"‘“\ - UTe kvs EndenhetrRiven /72X ves{ ] no X[ .2
: § 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of itam 18.} K
- —_ w -
Y |} O [
: 9z
o <WS| 20¢. TIMEQF .Houwr Month, Day, Yeor
£ oS INJURY  om.
21:; a-: ‘X p.m.
E. ‘,g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor gbout home,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- w WHILE ATD NOT WHILE D farm, factory, streey, office bldg., etc.)
g 24 WORK AT WORK
€
)
-
3
-
2
3

230, BURIAL, CREMATION, "235- DAJE {
777 .

24. EU CIRECTOR

At

@‘-

25 DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE

Y

{Licensed Embalmer's Stalementon Reverse Side)

L

4




856l 51

L]

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, e:-bn ................................................. o Student Embalmer No. ......ccovennnnnnn :

working under my personal supervision.

Student ..ol e
Signature of Student Embalmer

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

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

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




