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Coroner cannot certify to a death due to notural causes.
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Rogistration District Moo e

THE DIVISION OF HEALTH OF MISSOURI ‘

STANDARD CERTIFICATE OF DEATH

&? Primary Ragistrotion Districy No. ""jd'f‘.."é'é ....... Registror's Ngz.z.g,........
e o

STATE FILE ésan

1. PLACE OF DEATH
a. COUNTY

Marion

/

2. USUAL RESIDENCE (Where duceassd lived. :If in3titétiop: Residence batoss
o STATE Miggourd = & CONTY Mapign™ /™

b. CITY (If outside corporate limits, give TOWNSHIP oniy)

#&n Hannlibal

Inside Limits

Yaskl Ne O

_Inside Limirs

OR T
town Hannlbal Yes | NeD

e CITY ' . nl#\{c,

c. FULL NAME OF (If NOT in hospital, give lecation)|Length of stay in 1b : . v .
HOSPITAL OR d. STREET {If outside, give bacation) Reside on Farm
insTiTution 319 No, 6th St. aopress 319 No, 6th St., YesO NI
3. ::::AS‘I"D Firat Middle Last 4. DATE Month Day Year ‘
OF
(Type or prinf) Thurman Adlia Reeder DEATH 7/2 1/57
5. SEX ¢ | 6. COLOR OR RACE 7. marrigo T Never marmen ][ 8- DATE OF BIRTH 9. ?(:tE ('I“hsmr)a IF UNDER 1 YEAR hiF UKDER 24 HRS.
a irthday Months | Do Houra | AMin,
Male White winowep [J pivorcep [ 6/24/1914 >

10a. USUAL OCCUPATION {Give kind of work done
during moat of working life, cven if retired)

105, KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

/

echanic Summer Hill, Illinois
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
AAdlla Reeder Ruth lLapoin
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.|17. INFORMANT Address

(Yes, no, ov unknown) | (If yra. pive war or dates of screice)

No

Mrs. Frances Reeder, 319 N,6th

WHILE AT

WORK D HOT WHILE

AT WORK

O

farm, factory, street, office bldg., etc.)

18. CAUSKE OF DEATH [Enter only one cause per ling for (a), (b). and (¢).] : Ha 1 TINTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: ( 2 2 R s 'e - Cann bal, N NSET AND DEATH
IMMEDIATE CAUSE {a) : AAM\.\
Conditions, if any, DUE TO (b
whick gare risg to 0 ® o
above cgwe a).
stating the under- .
z iying couse lasl. DUE TO (¢}
= PART 3. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART )(a) . 18. wni AUTOPSY
= PERFORMED?
h “i( ol ‘ ves O naf)
‘ﬁ 200, ACCIDENT SUICIDE HOMICIDE ) 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injury in Part I or Pgrt M of item 18.) ’
§ O a a
= Y 20¢. TIME OF Hour Month, Day, Year
b MURY @ m. -
E p.m.
E | 20d. INJURY OCCURRED 2e. PLACE OF INIURY (e. ¢, in or ahout home, | 207, CITY, TOWN, OR LOCATION COUNTY STATE

21. f attended the deceased irom
[ ]

Februar

, to __Alegs_?_nnd last saw :’::‘ alive on

0 A * L mon f!‘l_n date stated above; and to the best of my knowledge, Irom the causes statad. |

Apr 17,'57

Death occurteq,d'!’__\‘ .

7/23/57

{ Degree or title)

. NAME OF CEM
Grand View Burial Park Hannibal, Missourl

ATE SIGN D.
yVé?
[Statef

23d. LOCATION (City, town, or county)

24. FURERAL DIRECTOR ADDRESS

féﬁéékeﬁgﬁf Hannibal, Mo,

{Licensad Embaolmer's Statement on Réverse Side)

25. D

26. REGISTRAR'S SIGNATURE

Qjézggggaéi:ﬂ;«ﬂﬁfﬁﬁ?njiAu

TE RECD. BY LOCAL REG.




AUG 9
RECEIVED e 1967

MARION CO_ HEALTH DEPT.
DATE FILEp WG 9 1957

- . . * - “

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
T - byme, or by . i i ieiciicatcciierneiinasirrersararneraesenaen.s, Student Embalmer No........

" working under my personal supervision..

Student......coviiiiiiiiiireai st ira s Signed...... Jbl%ﬂ#mw ...........

Signature of Student Embalmer

Licensed Embalmer No.. 7.7

.o

b - - P. O. Address_Hannibal

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for_revocation of license). .
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
\ -



