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THE DIVISION OF HEALTH OF MISSOURI
e raiiere STANDARD CERTIFICATEOFDEATH  —— §§75F9§ﬁ342 -------

§. Public
lth Service m_l_g fqWFQEstraiien District No. ... @ ? _V ________ Primory Registration Dislric_f_N;’-.__......_......_.._.A...,,....._....... Registrar's No.__,_é__,___’ﬁ__.__'.....__

o-w-

s
1. PLACE OF DEAT% 2. USUAL R ENCE (Where deca_osed"‘med‘ «f institution: Residence befgfe
. S. 300 o. COUNTY latte o STATEM] gg ouri -7 b COUNTIP] a £t @ odmission)
v. 1-57 b. cgv {If ougside corperate himits, give TOWNSHIP only) | Inside Limits e CITY Inside Limits
TOWN i Weston _ Yas [ o [] TON wééé&l‘ Iatan - | Yes[E e (T
c¢. FULL NAME OF (If NOT in hospital, give location) | Lepgth of stay in 1b d. STREET side ;uhon) ' Reside on Farm
HOSPITAL OR P83 o ADDRE /v ﬂy
3 heresk Felling Clinic min, by dﬂrﬁ ¥ Yes [ No[]
A &%) & lli s
3. NTAME OF DECEASED First Middle Last 4. DATE ‘ Month Day Y eur
{Type or print) e .
Mary Ann Reiss - oeATH ‘June 28,1959
5. SEX 6. COLOR OR RACE] 7., ccioo T vever marmicoR]| & DATE OF BIRTH 9. AGE Ui yeors JF UNDER i YEAR| IF UNDER 24 HRS.
female / white 8 wioowep[ ] pivorcenf ] July28 1958 faxt birthday) Mj:‘j}:‘ Dors | Hours J e
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR |1 BIRFAIPL te or o 12. CITIZEN OF WHAT COUNTRY?
during go awmrl\'mg Vife, oven if retirad) INDUSTRY s‘ .tcf ‘f nij: Mg
chii — 0| USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fredrick W, Relss Elizabeth A. Borland xx
15. WAS DECEASED EYER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
(Y-n or unkmwn)‘{li yoas, give wor or dares of service) XX Fr ed ri ck W . Re 1 ss Iat an ’ Mo .
18. CAUSE OF DEATH (Enter only one cause per line for (g}, (b}, and (c}.) INTERVAL RETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) _2mbyTo Rhabdomyosarcoma of left lumbar
region with metaatesis in liver

2 mts,

whieh gave rise 18
obove couse [a},
stating the under-

Canditiens, if any, } DUE TO (b}

USE ONLY BLACK INK QR RIBBON TYPEWRITE {F POSSIBLE

21. | ottended the dececsedfrom —~ . to — and last suwt alive on -
Death occurrad at r « m on the date stated cbove; and 1o the best of my knowledge, from the causes stated.
IGNATURE o (Degree Zy 3 | 22b._ADDRESS 22c. DATE SIGNED
. Fltle % - 25-5F
23d. LQEATION (City, town, or county)

23¢ BURIAL, CREMATION, b. DATE 23: NAME OF CENETERY OR CREMATORY {$1ote)
Bepgad- | 6-30-5 Smithville Cemetery Smithville, Missouri

24, FUNERAL DIRE 25. DATE RECD. BY LOCAL REG. | 24 REGISTRAR'S SIGNATURE

Vaughn Funeral Hom:amﬁséston, Mo, 6.30, /94679 | L, /P.t8.

{Licensed Embolmer’s Statement on Raverss Sida}

5 lying couse last, DUE TO (<)

- = PART If. DTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART I (a) 19. WAS AUTOPSY
¥ s /G PERFORMED? 2,
3 z 7/ YES[] NO g__
- =1 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
= w
] v [ O O
a 3
© Ul 2c. TIME OF Howr Month, Day, Year
2 B INJURY  am.

g. £ p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE 3 farm, factory, stroet, office bldg., e12.)

2 WORK AT WORK
£

“

2
2
"

2
<

S

LN

%‘.\ Doctor, corener, atc, must use only standard nomanclature in item 18. No symptoms will be listed.




: STATEMENT BY LICENSE;.D EMBALMER

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

DY M, OF DY ot ei i re s ss i ras s raa v s s saran e eobontesttaatansana

working under my personal supervision.

Student .o
Signature of Student Embalmer

Licensed Embalmer No. /‘(

- P. 0 Addressm ............... )‘4 .

. 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 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.




