ept. Health,
uc., & Welfare
, 5. Public

ealth Service

THE DIVISION OF HEALTH OF MISSOURI

FILED VS ocT 3 01959

Registration District No. lﬁ]’ﬂ
£

STANDARD CERTIFICATE OF DEATH

Primary Ragistration District No._____

99-0356'75

“4

STATE FILE NUMBER

— LI ] LT < T— -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before
V. 5. 300 a. COUNTY DeKza1lb a. STATE Mo b. COUNTY DeKamdma‘uion)
Rev. 1-57 b. CITY (If outside corporate limifs, give FOWNSHIP only) | Inside Limits c. CITY Inside Limits
rom Santa Rosa Yo Mo [ rom Santa Rosa Yo (X Mo [
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in b d. STREET {If outside, give location} Reside on Farm
[ WSNGR HOME in town | Life 3% & AGGRESS Yoo ) MoK
3. NTA.ME OF pECEASED First Middle Last 4. DATE Maonth Day Yeor
(Type or priot Alva Adam Reynolds oA 20 6 59
I 5. SEX 6. COLOR OR RACE} 7. M‘RRIEDD NEVER MA“IEDD 8. DATE.OF BIRTH 9, A:;;E ::l:tl,\l:::; ,:,lf,':ﬁu g::AR '5:.’.:‘.““ 2;:.!25.
| Male o] White R woowso[®  owvorceo(]| Jyne ,14.1878 81 r

100 USUAL QCCUPATION (Glve kind of work done

10b. KIND OF BUSINESS OR
INDUSTRY

arm

during mast of working life, even if retired}

armexry

1. BIRTHP'LACE {City and state or country)

Mo,

a

12. CITIZEN OF WHAT COUNTRY?

U.S,4A,

13a. FATHER'S NAME

John Reynolds

13b. MOTHER'™S MAIDEN NAME

Ellen Vanover

|
|

14 NAME OF MUSBAND OR WIFE
none

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yes, no, or l-l'rlllnﬂwn)l (If yes, give war or dates of aarvice)

16. SOCIAL SECURITY NO.

none

17. INFORMANT
ILeslie Moore

Address ’

MEDICAL CERTIFICATION

18. CAUSE OF DEATHdEmu only one couse per line for (a), (b}, and (c}.)
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

1,

4_4—_.1411J s

a Ll

74
!Zf A F AT AL Lt

Harddn Mo,

4 )

Conditions, if any, DUE TO (b) =t é‘. GCL—prt L It A s 45 AL LT Xy,

which gove rize to T N’

bo .,

e ke } 74
lylng cauen lost, DUE TO (g}

INTERVAL BETWEEN
ON.

SET AND-BEATH
22

PART Il. OTHER SIGNIFICANT COHDITIONS CONTRIBUTING TO DEATH but Mulnud to the termingl dizscse condition given in PART | (g}

19. WAS AUTOPSY

PERFORMED? &

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

A Ze [ YES[] No[]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O J O

2c. TIME OF Hour Month, Day, Year

INJURY  am.

p.rn.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ,\TD NOT WHILE form, .ctory, street, office bidg., etc.}
WORK AT WORK O . " /

21. | attended the dececsed from 2
Deoth occurred at

securing the medical certification in the specific manner required by 193,140 MaRS 1949.
Doctor, coroner, atc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causally related.

. BURTAL, CREMATION,
REMOVAL (Spscify)

23b. DATE

Muddy

23c. NAME OF CEMETERY OR CREMATORY

“73b. ADDR

i £~
e S and last ia-r':i"'“-elive on / 0///5’:7
m i the dapé atated above; and to the best of my kmwlodge,M the :}A: stated.

10-9-59
ADDRESS

v Maysvlille Mo

25 DATE RECD. BY LOCAL REG.

MB-1s-39

A —

{Licansed Embalmer's Stotemdnt on Raverss Side}




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .........cc.eueee

By M, OF DY ittt e e e e e e e st s

working under my personal supervision.

L) 41 Ts =Y 1 R
Signature of Student Embalmer

/ Licensed Embalmer No.. 293 ..........
P. 0. Address.. Mayaville. Mo...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constituies 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,




