THE DIVISION OF HEALTH OF MISSOURI

Neo. 300
o FILEI] AUG 11 1950 STANDARD CERTIFICATE OF DEATH 1 it o 244 84
\ 255~ (875 mminnd S
] 'D " BIATH NO. REG. DIST. WO. PRIMARY REG. DIST. NO. Registrar's No
5 1. PLACE OF DEATH . - 2. USUAL RESIDENCE (wn.r- decosesd Nved. If lastitytion: residence befors
| 8. COUNTY i 2. STATE b. COUNTY adieston).
! ‘ ] . . i~.Oregon - - Missouri Oregon
TR i, C(;};Y (1! wtdda eorwnu llaih write RURAL -nd::i::-hln) gTAli’EﬁETth}i: fgf.‘ c. ng {If outside oorporate limits, write RURAL snd give towmbip} ,)
_TOWN - — . TOWN  qq s 113 é/‘ .
- d. FULL NAME OF (If mot in hoapital ot iastitotion, give streot addreas or loeation) d. STREET {1 raral, dvajloadon)
HOSPITAL: O ADDRESS :
INSTITUTION ‘None ; R..F, D,
. 38|E»?:NE|E$OE% © &, {Flrst) b. (Mlddle} o (Last) - 4. DATE (Month) (Day)  (Year)
(Typeor Printk~  Anma Cora Reevesg - DEATH A~} /80
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. BATE OF BIRTH 9. AGE (In years| IF CKDER ) YEAR | o UNDER M WES.
WIDOWED, DIVO_RCED {Spasity) ' Lass birthday) Mam-lu’ Days | Hours | Min.
F W M7 3-5-98 50 |
10a. USUAL OCCUPATICON (Givekind of work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (State or forelgs sountry) d 12, CITIZEN OF WHAT
done during most of working e, sven If retired) . . DUSTRY . COUNTRY? |
Housewife Thomrggville, Migsouri ; USA |
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE |
H. 0. Flovd ILicinda Valkar Bon Reewes
I5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Ygu, 0o, or unknowa) | {If yes, #ive war or dates of servica) s NO.
o X Ben Reeves, Thomasville, Mo
18, CAUSE OF DEATH . - MEDICAL CERTIFICATION |NTERV
. Enter only onecatseper | 1. DISEASE OR CONDITION .
lioe for (s, (by, and () | DVREGTLY LEADING TO DEATH® (5

«T50s does ot mean | ANTECEDENT CAUSES J’%—ZM 4/ 3
fhe mode of dying, such | Morbid conditions, if any, giving DUE TO (b) ‘é,?‘%o

as heart failure, asthenia,.| rise to the abooe cause (o) sat

. It means the dig. | e underlying cause lost.
caret, infury, or compii L _ -DUE TO (c)
tion which coused decth. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions eontributing to the dexth bul not 'J) g ‘M
related o the disease or condition causing death,
19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION ’ 20, AUTOPSYT
TION ]
: ves (1 wo []
2ta. ACCIDENT {Bpecily) 21b. PLACEOF INJURY {e4. lorabogs | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE bomms, tarm, faotory, strast, offios bldg. ene)
HOMICIDE

21d. TIME (Mouth} (Day) (Year) (Hsour) 21e. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
WHILEAT[—} HOT WHILE
INJURY - . =, WORK AT WORK
oo || 22 T héreby certify that } attended the deceased from 4/ /& 2, o 4// 4 19.\1@ that I last saw the deceased
alive on 5 / 9" e , and that death otcurred at ___.J;..aoﬂfmc/the couses cnd on the dale staled above.
23, SIGNATUNE . f Degres or title) | 23b. ADDRESS |23c DATE SIGNED
- A olareo T Bl Dree Mo | 4/~ 50
%dﬂaum 3VI.KLCREMAA 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or connty)’ (5tals)
. T- rre) .
RMOVAL (oot 4=18-50 Thomasville, Thomagville, Missouri.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

DATE _RECD BY I.%CA.L REGISTRAR'S SIGNATU|

-

m 5. ruuuul. DIRECTOR'S 3)GNATURE ‘apoRESS
Robertsons, West Plains, Missouri
d Embsimer’s St en Reverse Side}

[




RECENED A 7 g

District Heapy ,
. Otfice g
D‘Isinct File Number e

Fw\

L4
! 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, .o By e e

et bttt et s eee e te et s on st en s am e e e s vre e tre e Student Embaimer No. 1

’ .

working under my personal supervision. L

. Y . ‘ v . =
SEUJENT vovenacanaacmncsnsnsnsarsaranaermsas Signed N ;

Student Embalmer ;
Licensed Embalmer No

P. 0. Address

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

If this body is not embalmed, fact should be so stated above. -




