DIVISION OF HEALTH OF MISSOURI

THE 1 .
STANDARD CERTIFICATE OF DEATH 0551

line for {8}, {b), and (c}

*This does not mean
the mode of dying, such
o# heart foflure, asthenia,
de. It meona the dis-
ease, Infurt, or complicg-

. No, 300 Rl
° FLED MAR 19 1949 Stat
. 10.48 3 e File No.oueyuguer e
"BIRTH NO. REG. DIST. NO. PRIMARY REG, DIST. . Registrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whm decossed lived. If inssitution: id befors
a. COUNTY a. STATE b. COUNTY ndsnisglon).
( Mo, e
/ b. CITY (I cutside corpurate mits, write ROURAL and give ¢. LENGTH OF ¢. CITY (1f outside corporate limits, write RURAL and give township) /7
OR twownship)] STAY {in this place) 4
/%9/ TOWN St. Louis TOWN St, Louis r
a d. FULL NAME OF (If not in hospital or institation, give street add or locstion) d. STREET (It raral, give location)
HOSPITAL 7 ADDRESS "g
INSTITUTION 4324 Swan Ave, 4324 Swan fAve,
3. NAME OF a. (First) b. (Middle) T, (Last) 4. DATE (Mouth)  (Day) (Year)
{ Twpe or Print) HARRY Q. REED DEATH Mar, 7 1949
§ 5. SEX 0 6. CCLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH ¥ 1 9. AGE (In year| ¥ UnDER 1 vm " UNDER %4 M2,
. OWED DIV RCED . (Bpecify) last blrthday) Moathll Hours | Mig,
Male v | white Marriea . 4. Sep't.19,18811 67 |
10a. USUAL OCCUPATION (c‘mundohan 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Brate or farelso muzry) 12. CITEZENOFWHAT
dons during most of working life, sven If retired DUSTRY s COUNTRY?
achine Operatoe Laclede- Christv Carmil, Il1, fﬂ
13a. FATHER'S NAME 13b. MOTHERS MAIDEM NAME 14. NAME OF HUSBAND OR WIFE
Walter Reed Phoebe Cleveland Mary Reed _ _
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.n9, 01 unknown} | (If yes, sive war or dates of service) NO.
No 494-07-6891 a eed 4324 Swan Ave
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
I. DISEASE OR CONDITION ONSET AND DEATH
. Enter only onscuseper | [, DISEASE OR CONDIT] DEATH" (g A./(.f M .U-qa-fzf Ay

ANTECEDENT CAUSES SO i

AMordid conditions, if any, pleing DUE 7O (b}
riae to the above couse (a) stating
the underlying cause last.

DUE TO (¢)

, 4V
o . l.cﬁg,- :

WRITE. PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECO

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ’ o~
Conditions eoniributing to the death but ot [f} /,r" '3)7
related to the disease or condition causing death,
19a. DATE OF OPERA- '[ 15b." MAJOR FINDINGS OF OPERATION o 2, AUTOPSY?
ON ——— et et
- " . YES D NOK]
21a. ACCIDENT {Bpecity} 21b. PLACEOF INJURY (s.¢..lnarsbout | 21c. (CITY TOWN, OR TOWNSHIP) (COUNTY) (STATE).
SUICIDE homa, Iarm. factory, streat ¢fice bidy.. ev0.) - .
HOMICIDE ARSI [ /(/(4-0
2id. TIME (Momth) (Day) (Year? (Hour) 2le, INJURY QCCURRED | 21, Hbﬁ' DID INJURY OCCUR?
milry "EATT) e
22, T hereby certify that I atiended the deceased from _a — 1= 15l b , lo 3~ . 197_2, that I last saw the deceased
alive on _§"_(]_ t death occurred at4 OP m., from the caupef dnd on the date stated above,
23a. SIGNAT ziu&)) 23n. ADDF? 2Z%. DATE SIGNED
7 Tons s ) G No Ko |J s
1AL, CREMA-¥| 24b. DAT, {AME OF CEMETERY OR CREMATORY }Aﬁ LOCATION (City, town, or county) (State) '
Tl N EMOVAL (Bpaeity) .
urlal Mar410,1949 unset Buris) Park St., Loulsg Co,. Mo.
DATE REC'D BY LOCAL | REG! R'S SIGNAT 25. FUNERAL DIRECTOR'S S16MATURE ADDRESS
RE D R S
MAR 8 9 Kriegshauser 4228 §, Kingshighway Bl.,
(Licensed Embalmer's Statement on Reverse Side) i et

w -
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ——roeereoemeees

Student Embalasr No.

Signed /{,&4,4-/ % mﬂj .....

,,4’&:)7 N

working under my personal supervision.

Signed....... Gmsdattiseserenasesaassanusientonn Licensed Embalmer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN MNDMG. (Failure to comply with
the above constitutes grounds for revocation of license.)

If ¢his body is not embalmed, fact should be so stated above. o




