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Doctor, coroner, etc. must use only standerd nomenclature in item 18. Mo symptoms will be listed.

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

'i

ILED VS AUG 14 1959

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

59-025832

"STATE FILE NUMBER

Regisltnrioq District No. / g ] Primary Reg_islra!iop Dil!riCI_N_G- ___%_2__7\3. P Regilhcf'ﬂ...ﬂz.&t .........

1. PLACE OF DEATH

ao. COUNTY mOOln

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafore
o STATE Mgagourt > MY Lincol¥™”

b. CITY (If autside corporate limits, give TOWNSHIP only) Inside Limits c. CITY

om Elsberry,

InsiBle Limits

Yos ] No (] 108y Elsberry Yos [T No[]

e. Eg%&yf&%ngﬁhoswive location) Len%h of stay mh.lsb 057"6 iTD%%EE]S’S {If outside, give location) Reside on Farm
i Y INSTITUTION e B mont Yes [ No
3. FT‘:«‘;ES.::?S)CE‘SED First cE sMiddla ON %ﬂn) 4. Da;E T Month Doy Year
m HANN DEATH une 30l 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH X n LF UNDER i YEAR| IF UNDER 24 HRS.
e | i ::::::t:i:"“";:::r;:za R e s
10a. USUAL OCCUPATION (Give kind of work dnrl. 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City ond slate or country) [-] 12. CITIZEN OF WHAT COUNTRY?
durin, 1 of working lifa, uvon iF rytir IHD STR
Betail t-Bat. ods Lincolm County, Missouri | USA
130. EATHER'S NAME 13, MOTHER'S WAIDEN NanE Alexander ] 14 NAME OF HUSBAND OR WIFE
John M. Rei1d Sarah Eliz. | Mima (Beskett)
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCEAL SECURITY HO.| 17. INFORMANT
(Yas. ne, or unknaw)] (1 you, ghvs wer or detas of sorvice) ROne Malcolm Reid -7624 Stenford~St.Iouis County

18. CAUSE OF DEATH [Enter cnly one
PART I. DEATH WAS CAUSED

cause per line for (@), (b), ond (c).)
BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

Z

WHILE AT NOT WHILE
WORK . AT WORK =

farm, .ctory, stroet, office bldg., etc.)

Canditlens, If any, DUE TO (b)
which gove rlse to }
gbove cowvss {a),
it h der-
g r;l‘:g"'c;u-l-wl‘ﬂ::. DUE TO (C) 4;20 /
5 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termincl dissoas condltion given in PART I (o) 9. gAS 5 TOPSY
. ERF
w
s Ve I L Yes[]
2| 20a. d 20b. DESCRIBE A I or PART !l of item 18.}
D O O
‘:’ 2¢. TIME OF Hour Month, Dey, Year
] INJURY  am.
k] p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorobouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. 1 ortended the deceased from
Death occurred at 1D

= 9.5 Mand lost saw !1 " alive o 9 /75 9
g lrm. Ds.Y. m on the date sfmed above; ond to the best of my |= odge, from the cduu: stoted.

" a0

{Dogrea or title) 22b. ADDRESS

23a. BURIAL, CREMATION, | 23b. DATE

ﬁOViL fr-:i!ﬂ J'uly 2’ 1

L

232 TAME OF CEMETERY X ARXICNTIEE
959 | Sanders - Cox

22c. DATE SIGNED

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

RFD - Elsberry, Mo.

24. FUNERAL DIRECTOR

0. C. Ricks

ADDRESS 25. D7 RECD. pY LOCAL REG. 26- REGISTRAR'S SIGZTURE

HElsberry, Mo.

{Licensed Embalmer’s Srofement off Raverse Sido?
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STATEMENT BY LICENSED EMBALMER

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

by M, OF DY .t e e see e e e s st srraa e ren , Student Embalmer No. .............ceuve
working under my personal supervision.
Student ..ociiinieiriiiiiirie s e e aan R T:451- « B e TP PP PP PP
Signature of Student Embalmer .
17/ o/ 2"
Licensed Embalmer No.....l.c.cocvvnvrnnee

P. O, Address..g DA A ,/)”-0

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

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. ~; =._ Sl ..




