THE DIVISION OF HEALTH OF MISSOURI

. Health, 45196-53 1
. & Welfore STANDARD CERTIFICATE OF DEATH "“"5%'{@9,‘_%,%%;? e
S. Public
[th Seevies F”.ED AUG 2 8 1gmlumnon Dlslnc! No ___________ %3 _______ Primary Rujisnction District No._--j@_.ﬂ, SR Rng_ism:r's No._M _______
/ ' 7 1. PLACE OF DEATH 2. USUAL RESIDENCE (W‘u:rn deceased lived. If institution: Resld'em:e ore
. $. 300 a. COUNTY [ Butler o STATE M ggouri * CO“NTYButleI‘F mi 35
v 1=57 b. CITY (If outside corporate limits, give TOWNSHIP only) Ingide Limits c. CEI'Y I’y l# Inside Limits
R : R
om _ Poplar Bluff, Yo O %o ] TomPoplar Bluff, Mo.% | Y= ~M
c. FgLé_l NAMEOOF (If NOT in hospital, give location) | Length of stay in 1b d. STREET ) (If outside, give locatien) Reside on Farm
HOSPITAL OR ADDRESS
isTiTUTion. Home One Day Gen. Dellivery verfl] No 1]
kB rTAME OF PE)(I:EASED First Middle Last 4, DATE Month Doy Yoar
b
Ype o prin Christopher Lenard Reed, oearn T/28/ 1958
5. SEX 6. COLOR OR RACE( 7., pcie0Jnever Mmmeolﬁ s DATE OF)IRTH - 9. AGE (In years {IF UNDER 1 YEAR| IF UNDER 24 HRS.
nths s urs Min.
Male -i Negro wiDoweo[ ] owvorcen[] 958 ond " HEy™ " DI re l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11 BIRTHPLL\CE {City ond state country! 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) IRDUSTRY T &
; Butler U.S5.A

Doctor, coroner, etc. must use only stondord nomencloture in item 1B. Ne symptoms will be listed.

All dissoses in Part | must be causally related.

g
wd
o

130 FATHER'S NAME '

C1lifton Reed,

13b. MOTHER’S MAIDEN NAME ~

Pauline Brown,

14. NAME OF HUSBAND OR WIFE

15

WAS DECEASED EVE‘R IN U. S. ARMED FORCES?
{Yes, no, or unknqum)‘(lf yas, give war or dotes of service}
'

16. SOCIAL SECURITY NO.| 17. INFORMANT |

Mrs, 111lie Brown,

o et

18. CAUSE OF DEATHI-S
PART |. DEAT

stating the wnder-
lying couss lost,

Enter only one cause per line for (o}, (b), and {c}.)
WAS CAUSED BY:

IMMEDIATE CAUSE (a)
i
Conditions, If nny

} DUE TO (b}

INTERVAL BETWEEN
ONSET AND DEATH

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

23a. BURIAL, CREMATION,
(Specily)

z DUE TO (c) ..
_.9- PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted to the terminel dissosa condition given in PART | (=) i9. WAS AUTOPSY
< 7 35 PERFORMED?
= & YES[ ] NO [
Y| 20a. ACCIDENT §UICIDE HOMICIDE Mb. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in PART | or PART | of item 18.)
w ~
u O i D 0
[ 20c. TIME OF .Hour Month, Doy, Year
8 NJURY g
X p.m.
204. INJURY OCCU:RRED 20e. PLACE OF INJURY (e.9., inor ghoutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bidg., etc.}
WORK AT WORK .y
21. ) ettendad the d'oceuué from 7" 2 7 r? . to ond last hawt"r:'alwo on 7 - L —] .r X
Death occurred at H 30 ' m on the date stated above; %d to the best of my knowledgs, from the couses stated.
229, SIGHATURE - ogvn or title) 22b. ADDRESS l 22c. DATE SIGNED
4 -
e A » p. £-7-17|
. LOCATION a.J 1y} (sm.J

23b. DATE

NT7=27-/825¢ | Dnercc oo

23: NAME OF C

24. FUNER

AglflRECTOR -y

ADDRESS

Wneco LOCAL REG. m

{Lican




RECEIVED

U6 271958
BUTLERACQ. HEALTH -.CENTER
FILE No.

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reve de of this certificate was embalmed

by Me, O BY it s s s s e s e e e N.. /..., Student Embalmer No. .........c.c....e.

working under my personal supervision.
g
SEUENRE - oot rrnrrenenannrenees % SABIE s st e

........................................................

Licensed Embalmer No.........ccoccvvivneee
P. O, Address........cccoivviiiiiiiiininnnenss

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
to comply with the above constitutes gounds for revocation of hcense) . —
- If embalmed by a STUDENT, he also shall sign in his OWN handwriting. * . ’ .
If this body is not embalmed, fact should be so stated above.




