ot. Health,
. & Walfare

5. Public

th Service

- 5..300
v. 1587

Doctor, coroner, etc, must use only standard nomencloture in item 18. No symptoms will be listed.

All dissases in Port | must ba causally related.

v

S 89

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

7

I”-ED JUN 2 3 1959?t9mru!mn District No.

THE DIVISION OF HEALTH OF MISSOURI
STAND? CERTIFICATE OF DEATH

..Primary Registration District ND,Jolo

99-020630

STATE FILE NUMBER

. Registrar’ 3 Ne. No.,.

. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. &lnlitihnp Resndqn
o. COUNTY a. STATE Y] b. COUNTR n
Cepe (irardeau *0. ger
b. CITY (M outside corperate limits, give TOWNSHIP only) Inside Limits c. CITY nl Ingide Li
oR : or ‘3lenn Allen =
Town Cape Girardesan Yo, lves [B v (O TOWN Yes(J No
c. sgls-}-!"l‘:":rEogF {H NOT in hespital, give location) | Length of stay in ll':__ 50? g :BRD%EEES {tf ovtside, give location) Reside on Farm
/ INSTITUTION 131‘6“&3,1 in Home Mos. o Rufaill Route ves @ No (J
e rerdl
3 :iTAME OF DE)CEASED First Middle Last 4. DATE Month Day Yoar
ype or print o
Thomas Marion Reegd DEATH 8 13 89
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH FUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[ ENEVER MARRIED ] h 9. AGE (In yuars
. . i Month N in.
I ¥, w , wiboweo[] pivorcen[] 3//1 1/1877 é’f:""'“'” epthe | Dorn [ Heours I Hin
100. USUAL OCCUPATION {Giva kind of wark dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most ing li{y, wven if retired) INDUSTRY
FEPRINE none Salem Mo. o] USA
13a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Willlam 3. Reed Susan 3ides Mary Jane Triskey
15- WAS DECEASED EYER [N U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yen, no, or unkngwn)| (If yes, give war or dates of servica)
., =) S None Crren Heed

18. CAUSE OF DEATH (Enter only one couse per lin

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

{a}, {b), ond {c}.}
ra‘a..cj GJ/ ﬁouwu -

J’Gﬂ:/'/LLf

fa) ~
INTERVAL BETWEEN
ONSE}LNE DEATH
[4

MEDICAL CERTIFICATION

Cenditions, If any, DUE TO {&)
which gave rise ro
above cause {a), } .% jh_
ing th or- i ,/ L l? -
I-::r:nngceu:ou?c:r. DUE TO (¢} m » rrl/
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminol disenss condition given in PART | () 19. WAS AUTOPSY
PERFORMED?
1865 YES[] No[]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
a 4 ]
Ae. TIME OF Hour Month, Dey, Year
NJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, Lctory, stroet, office bldg., eic.)
AT WORK
21. | ottended the deceased from jf’&' / f-’ ’ to IM— ’2/ /ﬂza last sow? o e live on k-&l— /2’ /7" j

Death oec‘Urred at

b — ﬁ'ﬁ(on the dote stated cbove; and to the best af my kn

.clge, fromt the couses stated.

22b. A.DDRES

220. 5IG a 2o DATE SIGNED
_ . 223 | s Brai CopusTombons [ 71y
23a. aumAL.CREMJ(ON, 2. DATE £ 23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION (Clty, town, or county} £ (s
RE&AL Todﬁ) A al fal -
TiH €/15/5 'pple Creek Temetery 1 ¥4, Bi Mo
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 26956!$1RAR'$ SIGNATURE
¥cCombg Jackson Mo, |&=18-/9519 | drtc

{Licenssd Emboimer’s Stotement on Reverse Sida)




A -
", - - - hl
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
By M@, OF DY ot e e e e e e , Student Embalmer No. ...........c.cc.ce.

working under my personal supervision.

Student oo et s Signed ., 16 / .......

Signature of Student Embalmer
Licensed Embal

P. O. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN/ANDWRITING. (Failure
to comply with the above constituies grounds for.revocation of license). )
-0 > - - 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.




