Health, Greene THE DIVISION OF HEALTH OF MISSOUR| 58 __0 3*? 12'?
« Welfare "‘-ILED 0 CT STANDARD c!mIFICAT! OF DEA‘H STATE FILE NUMBER
Public ]- ]958
Service Registration District No. 9‘2- (o] (;7 Primary Registratien District NOJ_Q.%.\B..__..__.... Registrar’s No.,s.g_,g_z _______
’ F], PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: Residence bffnu
. COUNTY . STATE b. COUNT acme s sion,
300 o C Marion ° Missouri Y Marion
1-57 b CgRY {If outside corporate limits, give TOWNSHIP only} Inside Limirs c. C(t)TRY Inside Limits
9 Towm_ Hannibal Yos e O Tom  Hannibal Yoril Ne[]
c. Egls_'l;l_?:tﬁogl: (i NOT in hospitel, give location) | Length of stay in 1b o6 ‘; AB%EEETSS (If outside, give locarion) Reside on Farm
nstiruTion St . Elizabeth o 1109 Lindell Ye: [] Mo ]
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Year
(Type or print) QF
Mergaret  Ellen Reed DEATH  10/17/1958
5. SEX 6. COLOR OR RACE 7'MARRIED[E KEVER MARRIED] ] 8. DATE OF BIRTH 9. AG’E [blir:';;:;; l:::‘I:ﬂER;::AR l:olLN‘DER z:‘i:fls.
emale /| White wooweo[] ; oworceo[J| 12 /28/1887 o) |
10a. USWAL GCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during mosr of working life, aven if retired) INDUSTRY
e mou of bing ' $oalding Mo. 0 U.5.A.

U@ NUINANCIQivre 10 1Tem 10. NG 3ymproms win a naied.

All dissases in Part | must be causally related.

Dr.

13a. FATHER'S NAME
James MeCann

13b, MOTHER'S MAIDEN NAME
Sarah Hooper

14. NAME OF HUSBAND OR WIFE

Rugeell Reed

15. WAS DECEASED EVYER IN U, 5, ARMED FORCES?
(Yes, no, orﬁ\ﬁnvm)l {If yos, give war or dates of service)

16. SOCIAL SECURITY ND.| 17. INFORMANT
Rugsell

need .,

Addross

1108 Lindell,Hanpib=1. Mo

18. CAUSE OF DEATH (Enter only one cause
PART I. DEATH WAS CAUSED BY;

IMMEDIATE CAUSE (a}

por,

Conditions, if eny,
which gove riss to
above couse (a),
stating the under-

ine for {a), (b), and (c).}

INTERVAL BETWEEN
ONSET DEATH

meq’___

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

3 {ying covas lost. DUE TO (c}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the termincl disease condltion given in PART | {a) 19. WAS AUTOPSY
K PERFORMED?  /
z YESke] NO[]
=1 2a ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ul of item 18.)
i
& o O O
S| 20c. TIMEOF .Hour Month, Day, Year
o INJURY a.m.
E p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)

WORK AT WORK

21. | attended the deceased from 10-9-58 , to 10—18-58 and last hwh" live on 10-18-58

Death occurred ot III * i’EEI . M . - m on the date stated above; ond to the best of my knowledpe, from the couses stated.
220. SIGNATURE f {Degree or title) ()] 22b. ADDRESS 22c. PATE SIGNED
f M, BJ 180 N, Sixth, Hapnibal, Mo, 10-20_-358
23a. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
EMDVAL (Specify)
Burfal™™ |10/21/1958 | ut.Clivet Gemetery Hannihal, Mo

24. FUNERAL DIRECTOR

H.M.0 'Donnell,

ADDRESS
Hannibal,Mo.

25 DATE RECD. BY LOCAL REG.

a - RSG5

26. REGISTRAR'S SIGNATURE

P/ Jzzea£34:422’4zaﬂgg

L d Embal on Revarsa Side)




MARION CO, HEALTH BEPF.
DATE FILED OCT 28 1558 °

B N

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, OF DY it re s s s e e et s et ba e aaanensannraaas ., Student Embalmer No. .............ceuers

working under my personal supervision.

1Y 1T (=1 1| PP
Signature of Student Embalmer

P. O. Address

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

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.



