{eaith,
Welfare

'ublic

ervice

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | myust be cousolly related.

np 2 1qQQlesfrnhan District Mo. ..

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. . .. - Registra a

- 99-00'7564

STATE FILE NUMBER
475 .

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoased livad.

If institution: Residencs fore

10n. USLUAL OCCUPATION (Give kind of work done

uring most of werking lifs, even if ratired)

E?nglneer

10b. KIND OF BUSINESS OR

e d wﬁé}ge Line

11. BIRTHPLACE {City and stote or country)

Cairo,Illincis

a0 COUNEY 0. STATEI"IiBsouI‘i b. COUNTY St. Loﬂdg:‘"'
I b. CITRY {If outside corporate limits, give TOWNSHIP only} [ Inside Limits e CETRY 35’6 inside Limits
o St,Touis Yos el No [ Tom University City ¢ [ Y88 w0
¢. FULL NAME OF (If NOTyn @spifpl, give location) [ Length of stay in 1b d. STREET (If outside, giva location) Reside on Farm
3  &hiovios City Hospital ADDRESS 7521 Waymne Ave ves [ Mo ¥
3 m::f ::r":: r?nE;fE“ED Eirst Middle Last 4 DS’T:E Month Year
John Edwin Reid OEATH o /0 S
5. SEX p 6. COLOR OR RACE 7‘MARR|EDD NE\:ER marrieo[ ] g8 DATE OF BIRTH 9. Al(‘:E Ll::';;:;; :g::::en;::m lzng:nsfz;:lns.
Male White mooweo() 3 oworceol| Apg 18,1919 | l

12. CITIZEN OF WHAT COUNTRY?

UsSeh,

'

132. FATHER'S NAME

leslie T.Reid

13b. MOTHER'S MAIDEN NAME

Fawm A,White

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. S, ARMED FORCES?

16. SOCIAL SECURITY NO.

17.

INFORMANT

Address

{Yas, or unknawn)| (If yge, gire waror dates of service)
gty g — Mrs Faym AJMartin 7521 Wavne Ave
18. CAUSE OF DEATH {Enter only one cause pegpdina for {a), (b), and {c).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: Z ’: ! Z ONSET AND DEATH
IMMEDIATE CAUSE (
E983X
Conditions, if any, DUE TO (&) "
which gove rlas to
above covse (a),
stoting the wnder- l
cz’ lying cousze last, DUE TO {e) __ v ) - - o
E PART [l. OTHER SIGNIFICANT €O, TH Jollsaanlind ot 19. g.ég gggg;’
& o /A ! YEs®g] NO[ ),
= [ 20a. ACCIDENT SUICIDE Howlgioe RI W INJURY urygAFART) o FART ok Ve , Z
w -
v ] O :
2‘ L} .8
‘EJ\ . ;I'h: ?!'F Hour  Month, Day, Year ) ‘ A ltin
a.m.
3 . p.m. a? /O
20d. INJURY OCCURRED 200’ PLACE OF WiJBRY (cgy.. in dubo; hc;m-, 201 CITYPTQWN, OR LOCATION % STATE
WHILE AT NOT WHILE farm, ¢ raet P effdg., etc.
O a7 work /2! gﬁ’ e
21. | attended the deceased from and last saw :lm aliveon
De,qﬂrotzmied at m on the date stated above; and to the best of my knowledge, from the cauies nn!ed
220.{SIGHA E egire or _3 22b. AQDRESS nc B, TE SI
ced O 9 oo Qlar
230. BURIAL, CREMATION, ] 23b. DATE “3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) I(s-m( /
REMOY AL (Specify) . .
emo Feb,11,195 Cairo,Illinois

24. FUNERAL DIRECTOR

Berbling Funeral Home;Cairo,Ill

ADDRESS

25. DATE RECD. BY LOCAL REG.

FEB

{Licensed Embolmer’s Statemant on Raverse Side)

1159

25%‘2:790M£R§ :'/' Py
~ 0




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY Lottt ir v et ittt st rae e s rn st re e nt e ae s rn e rrran , Student Embalmer No. ...................

working under my personal supervision.

Student : Signed 47,5, fg%ﬁm

........................................................

Signature-of Student Embalmer

Licensed Embalmer NOZ{é £
P. 0. Address.. &30 .21

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.

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




