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—

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAY. 8 IQS@

stration District No. .

THE DIVISION OF HEALTH OF MISSOURI -~ —
i STANDARD CERTIFICATE OF DEATH (70 (/- 59— O8> F(.&ﬁégse

58,3 e PrIMOrY Regls"unon Dlsm:r ND S-édp J._ e Registrar’s No.___ 5—7_, |

7
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. i institution: Res&dence bfh e’
. COUNTY . STATE . b. COUNTY acmission
° : ° M aseurt Lawrence /
b CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY [nsideﬁrﬂiu
OR oRr 5-? .
TOWN M- Vernon - Yes [ ] No[ g town  Mt, Vernon 05 b YesL) Nefg |
c. FgLF!'-I NAE\%SF {If NOT in hospitel, give logation} | Lengih of stay in 1b d- STREET {If outside, give location) Reside on Form |
HOSPITA ADDRESS .
wsTiTuTion 10 miles north Bas 10 miles North Bagt | veX w(O
3. NAME OF DECEASED First Middle Laay 4. DATE Manth Day Year
{Type or print) QF
Clyde Glen Read peatH  April 26, 1958
5. SEX 0 6. COLOR OR RACE( 7. MARRIED[ JNEVER MARRIEDE’ 8. DATE OF BIRTH 9. AIGE' E‘,.‘:;,,; FU:{&ER[\;LEAR [:l:;ﬁDER 2:“:RS.
- st birthday, )
Male White wooweo[] ) oworceod| Merch 24, 1958 0 |
10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and state or country} 12, CITIZEN OF WHAT COUNTRY?
durin of warking life, even if catirad) INDUSTRY : 0
Infant — Mt, Vernon, Missouri UsA

132 FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Gilbert Reed Buth Siegrest ————
15. WAS DECEASED EVER iN (). 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(anao, or unkmm]l {lf yeu, give war or dotes of service) Gilmrt Reed , Mt R vmon’ }Ilo o Rt.# 1
18. CAUSE OF DEATH (Enter only one cause per fine for (a), (b), an INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: OWSET AND TH
IMMEDIATE CAUSE () L&
Cenditions, if any, DUE 7O
which gave cise to
obave cause [a), }
tating th dr-
Z I.r?nlgn‘ccu.um!'c:r. DUE TO {c} LIC' I 'X'
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not ralated 1o the terminal dissass condition given in PART | (a} 19. WAS AUTOPSY
g PERFORMED?
g YES[ ] NO[]
B | 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
o d O a
S| 20c. TIMEOF Houwr Month, Doy, Year
2 INJURY  om.
* p.m.
. 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abourhome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK R . /
21. | attended the deceased from - , 1o —— and last :uvf:;;ulin on_( 2 ?IZégi fz g& ’ é
Deaath occyfred ot r A‘ m on the date stated gbove; and to the bast of my knowledgeflrom the causes stated.
N T RE (Degrea or title) 22b. ADDRESS ZWE }c!p
' AP 7 Ut b o 2T
230, BURIAL CREMATION, | 23b. DATE NAME OF CEMETERY OR CREMATORY 2. LOCATION (City, town, or county) /(Stmc)
EMOV AL (Seecily) .
1§ur:l.a‘:l. L/28/58 Maple Park Cemetery Aurora, Miesouri.
AL IRECTOR ARDR 25. DATE RECD. BY LOCAL REG, 26. REGISTRAR'S SIGNATURE ~
Max'sh Fineral Service, ‘Kifora, Mo. . .
Y28 S8

{Licensad Embalmer’s Stotemant on Raverse Side)
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o STATEMENT BY LICENSED EMBALMER |

-
1

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF DY oo et ree e eeanserenrran s rnneee s abbareanseassrnnnnans , Student Embalmer No. ...................

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Lipensed Embalmer No5052 ..........
P. O. Address.. Aurora.. M ssourd

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

If embalmed by, a STUDENT, he also-shall sign ift his OWN handwriting, = - "'A Foters

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

PEELAR R A i oo




