| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DOCUMENT

BY AFFIDAVIT OF

~-60-014303

.E'DLED Vaeﬁﬁﬁan]bi§riclaEq.-----9.%__2.-....._.anary Registration District No. hlggg_--____imlsnnfs No., ___4__@_9_____--- STATE FILE NUMBER
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before
o couny  Buchanan o 57aTE Missourt county Buchanan  sdmiuion)
b. C(I)‘LY ¥ ou!l:id. corporate {imits, give TOWNSHIP only} Length of stay in 1b [ CCI,EY Inside Limirs
own St ,.Joseph 49 years rownSt ,Joseph .
[ I;{Lg.ép-"ﬂ‘rﬂEoOF (1f NOT In hospital, give location) Inside Limits d:[;E)EREETss {If outside, give location) Reside on Farm
INSTITUTION P613 K, 23rd Street Yo [ No [ 613 N, 23rd Yes [T NoJi
3. (P::p.M'ED?:riI:E)CEASED First Middle Last 4. DggE Month Day Yoar
EDNA MAY REED veamt March 28 1960
5. SEX 6. COLOR OR RACE 7. Married 8  Never Married [1 |8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNDER 1 YEAR [ IF UNDER 24 HR
female white Widewed [J Divorced {J 1 1/28/1882 7 Months | Days | Hours l Min.
10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 71. BIRTHPLACE {City and state or country) [ 12, CITIZEN OF WHAT COUNTRY

BETY S lifer even i retired) own home london,Ontario,Canadsa U.S.A
13a. FATHER'S NAME 13h, MOTHER'S MAl'D_EN NAf 14. NAME OF HUSBAND OR WIFE
Edwin Root Francis inson E.B.Reed
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17 INFORMANT Address
(Yes .8’ or unknown) ,(If ves, give war o dates of service) unknown . B Reed 613 N, 231‘(1 St Jos eph Mo,

18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c).
PART 1. DEATH WAS CAUSED

IMMEDIATE CAUSE (a)

Coronary Occlusion

INTERVAL BETWEEN
ONSET AND DEATH

days

Arterlio Sclerosis General

Conditions, if any, DUE TO (b}

which gave rise 1o

above :;um l),]

stating the undar- .

lying cauie last, DUE T (c) ] enllity

}

PART II. OQTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

diseara condition given in PART | (a)

Carcinoma of Rt Lower Jaw

PART HI, If deceased was fernale was )
there s pragnancy in last 90 days.

IDYGI, DNolDUnkmwn.

N .G, Tller, MEDICAL CERTIFICATION

19. WASFomODI;SY [~ 20a. ACCIDENT SLIIEI]DE HOMEFJCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PARY | or PART Il of item 18.)
PERI
YES O NODJ #
20c. TIME OF Hour Month, Day, Year :
INJURY a.m. .
p.m. )
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., In or abour home, | 20, CITY, TOWN, OR LOCATION COUNTY STATE i
WHILE AT WORK g farm, factory, street, office bidg., et} 4
NOT WHILE AT WORK [J ..
an @l 27,1960
21. ) sttended the deceazad from. hd 10 2 l;?is P !ﬂﬁlar ' 8 2 195V and last saw 2:; alive on ? E
Death occurred ot L] m on the date stated sbove, and 1o the best of my knowledge, from the causes stated.
220. SIGNATURE (Degree or title) 22b. 22¢. DATE SIGNEDy
% ) CE 1}7%& 90£Doﬁ§m0nd——st .JOSBPh.,.-MO. 3/30/60 '
2. BURIAL,YXCREMATIDN, | 23b. DATE v [ Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) {State) ’
REMOYAL i
voryalr™ | 3/31/1960 pMemorial Park Cemetery| St,Joseph,Missouri

24, FMNERAL DIRECTOR ADDRESS
W St .Joseph,llo

25. DATE RECD. BY LOCAL REG.

prifl] /760 |%ke

26, REGISTRAR'S SIGNATURE

Clokl 5o lf

{Licensed Embcimcr'a Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body ose name is recorded on the reverse side of this certificate was embalmed b

or by % \;m (}ﬂ,- Student Embalmer No._ﬂ

Signature of Student Embalmer

Licensed Embalmer No.___ &7 3 §

' 3 P
P.O. Address%%ﬁ
| o L Wi Y

Note: The above MUST BE SIGNED BY THE LICENSED
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.
. . i

EMBALMER in his OWN HANDWRITING. (Fa}iure to co




