DEPARTMENT MMERCE

WovTe 791

Regiatmtion THntrdet Nowo

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE ATH
_ S0

" Primary Reglstration District Now.. oo

33794
8493 -

Stote File No

Registrar's No.

1. PLACE OF DEATH:
(a) County.

(8) City or town

St. Louls

(If outaide city or town Hmita, write “RURAL™ and name of Lovnuhig)
(c) Name of hosgltal or institution:

otus Ave,

2. USUAL RESIDENCE OF DECEASED:
Mo,

(b)) County.

St, Louls

{If cutaide city or town limits, write “RURAL"}

{a) State

A

(¢) Cityortown

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

{If not in hospital or institution, write street number or location} Q 5 i 29 L t A
4 natitution . Street Ni oLTus ve P
(d) Length of stay: In hospital or inatitud Gty i @ o (If rural, give location)
In this community. !
yoars, hs or days) {#) If forelgn born, how longin U. 8. A.? years.
MEDICAL CERTIFICATION
3. PRINT
Filivame.__ W11lis B, Reynolds . ... .. Oct 11
20. DATE OF DEATH: Month ®. day
3. (&) If veteran, 3. (2 Sechal Security year A0 hour....._ 6 e 25. P
name war. No .
21._J hereb, tify that I attended the deceassd from
I 5. Color or 6. {a) Single, widowed, marrled, ‘i‘w é ’ 195& ‘2 < Z e J__________ o 1900
1 = .
« sliale te | - aeealddowed jl = o e e "
6. (b) Name of husband or wife_______ 6. (,) Age of husband or wife if || 20d that death occurred on the date and hour ltnt.ed above. Duration
Martha Reynolds alive Immedjate cause of dea o .
7. Birth date of deceased. . D€, 17 l&ﬁ&" - mmwm«-—éﬂ(ﬂ{}‘o
(Manth) {Day) {Yoar) . A i ts
8. AGE: Years Months Days If less than one day’ ;E Due to 2"\ W_ —31’_94353
83 9 24 hr. ma!n . T - i
9. Birthpk I y {a L{Qr“. m )’ Sz L. ... - o /fh /.-‘f I‘é i
ty. town, or county, tate or country, r V +
Othe ditio: l '
10, Usnal ccctoation Blecksmith. (Foktade Seotuancy wiibin 3 montha of doath) / / !y
11. Industry or businesa Retlired 0 —_— ] PEYSICIAN
=] M findi - —_—
g 12. Namem.“sl&ﬁllﬂllwﬁ.ﬁmolﬁﬂ_-__-_-@_u__;ﬂ .- ajoot? oper:ﬁ:ni I PR J x. ﬁ e hi
= u Underline
qf i3 Bg,-;hp;aﬁ. KV. the cause to
[ . A
ETYZARR th MoREE || otmwem o~ | N
& ¢ 14, Malden name. __. M autapsy. l T h:,:'d.me_
E{ 15. Birthplace LO ° 2 - - tistically.
= (City, town, or coanty) {State or forelgn country) 22, If death was due to external causes, fill in *he following:
16, (o torormane..... MY TELe _Reynolds : () Accident, wuleide, or bomiclde (spesity) oS>
(8) Address 5129 Ashland Ave, (3} Date of ocrurrence

1 @ Burial @) Date thereof 11-14-40

{Barial, cremation, or romoval) (Manth) (Day) (Your)
{¢) Place: burlal or uemaﬂon____glg. c c (11 -
18. (o) Signature of funeral director. -

[43] Add.ress......_....la.

Where did injury cocur?

@

(City or town) i unty} (State)
{d) Did injury occur in or about home, on farm, In ind place, in pubHe ph:.'e?
e
{Specify v f piace) — -
While at yyrk? /]~ () Means of Injury —:.4'_.........

M. D. orotherT_

Date dgnedlﬂﬂ/%

{Licensed Embalrzcr’s Statement on Roverse Side)




STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRITINC (Failure to comply
_ the above constitutes grounds for revocation of license.)

-, 1If this body is not em.balmed, fact should be so stated above.

-



