;SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FTMENT OF PUBLIC HEALTH AMD WELFARE 3 ? 65 STATE FILE NUMBER
Registration Distriet No. - ___ v Y ___Primary Registration District No. .#_D___O__p—"_______ltegmur s Now oo LW 4
AMENDED
ml. PenCE OF DE H!\u—- ! ; I-“-;’— 2. USUAL RESIDENCE (Where decessed l§ If institutjion: Residence before
a. COUNTY ’ a. STATE b. COUNTY admission)
8 MM. Ao
% b. C‘I)TY {If guiside corporaUmitl, give 'NSHIF only) Length of stay in 1b c._CoITRY ‘@ Inside Limits
wi
TOWN P TOWN
ES © i-\; _ijA 22 _yrs 55 M ey NeD
< c. FULL NAME OF (1f NOT in hospital, olve tocation) Inside Limits d. STREET {If outside, give location, Recide on Farm
ol HOSPITAL OR ADDRESS .
< msmunon\_?ﬁ'/{' ( :1‘ Y..x No [ s742 (D g o Yor O No)X
3. NAME OF DECEASED First Middle -~ Last 4, DoAgE Month Day Year
T or print
S lo 2. [T eecl/ | ¥ 12- 30- 6
5. SEX 6. COLOR OR RACE 7. Married [ Never Married {J [8. DATE OF BIRTH | 9 AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
Widowed [J Divorcad (X l - 9 - 8 8 4 ' Months Days Hours Min.
102, USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City end stete or coyntry} | 12, CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired)
HEULYEW I Home Edgerton,Mo, USA
132, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Pavton Margaret Cumberford Claude Reed
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NOC. 17. INFORMANT Address
(Yes, no, or unknown) I (1 yes, give war or dates of servica) . .
o . None Lois Reed 5742 QOlive K.C.Mo,
= 18. CAUSE OF DEATH (Enter only one csuse per line f {b), and {c). INTERVAL BETWEEN
5 DEATH WAS CAUSED BY: ONSET Al EATH
3 g {MMEDIATE CAUSE (a}’? S Pl AN ’
U .
(]
3 ) 5t /dc,é.,.« Y
u<.1 [a] Conditions, if any, DUE TO (b} %4-’
p— which gave rise to -
% sbhove cause (a), .
= stating the under- . M
lying cause last. DUE TO (¢}
F4 PART I5. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT u of related to the terminal JPART Ill. If deceased was fomale was
'C__> disease condition given in PART | {a) . there & pregnancy in last 90 days.
5 ] O Yes Iﬁo I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.}
rd PERFORMED? ] o] a
v} YES[J NO .
& | 2c TtME OF  Mour  Month, Day, Year
a INJURY am. - -
g p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
o] WHILE AY WORK ] farm, factory, street, office bidg., etc.) .
:s NOT WHILE AT WORK [J /"
2 )
W - 210 1 ettended the decea:
al Daath occurred  at.
= 3 |22
2 5 TGNATURE or fitla)
T [t - .
& = s, -
x 73b. DATE 23c. NAME OF CEMEERY QRYR MATORY 23d. LOCATION {Cit}, fawn, Br tounty)
0 =]
> e 1- 2—1 62 . Davis Chapel e Missouri
= < A ADDRESS 25," DATE RECD. BY LOCAL REG. 26 REGIS ‘S SIGNATURE
i >
3 S [ 2 -30-Gf é Z..JZZ,
{Licensed Embalmer’s Statement on Raverss Side)
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‘STATEMENT Bf._LICE._NSﬁD EMBALMER
1 hereby ceriify that the body whose name is’ reco,r:gled!'b’n the reverse side of
or by

-

working under my personal supervision.

AL
gL2-

.-—-;\-‘LCL‘

this certificate was embalmed by me,

Student Embalmer No.

L ek

Signature of Student Embalmer

Student : Signed/(éfég

Licensed Embalmer No 5/2 a

R AT TR

A ‘ . P. O.

Address K e— ?, ™o

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

with the above constitutes grounds for_revocaﬁon of license).
" If embalmed by a STUDENT, he alsc- shallssign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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