MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

et g - -
DEPARTMENT OF PUBLIC HEALTH AND WELFARE : ’6032 STATE FILE NUMBER

Regiatr] i rlmury Registration :District No. _.190.3 Rogistiar's No. - ‘
DO NOT WRITE AMEN . i —— .
ON THIS STUB DED

1. PLACE OF DEATH ' . .2. USUAL RESIDENCE (Whera deceased lived. TF Tnstiution: Residance befors
a. COUNTY . .a. STATE Mis somii b. COUNTY : admission)
b. CoiTY {If outside corporate limits, glvo TOWNSHIP only) Ltength of stay in 1b c. CITY l;uide- Limits

fowN . St. Louis 2% hours rown St. Louis Yegg Ne O

¢, FULL NAME OF (¥ NOT in hospite), give location} ingicde Limits d. STREET (1¥ cutride, give iocation) Reside on Farm
HOSPITAL OR ’

INSTIUTION e Paul Hosiptal Y g MO H ), 5Tla Carter Avemue Yer O Nogd

. NAME OF DECEASED First Middle Last 4. DATE Month Day
{Type or print) . = OF

Violet 0 Reyniolds DEA™ __ June __
5. SEX 6. COLOR OR RACE 7. Married (B  Navar Marrisd [ |8. DATE OF BIRTH | - AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
femle vhite Widowed [ Diverced O | 10~31~1 910 52 Mumhxl Days | Hours | Min.

108. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

ring of. working life, even if retired) .
&x%'%ﬂmgmw |_sSt, Touis, Mjssourd ! USA
13?!?;11];2!!'5 NAIA“IE U;:H:. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAPEID OR WIFE
William F. Clausen Della Flayer Fred F. Reynolds

15. WAS DECEASED EVER IN U.5. ARMED FORCE e NO. |17. INFORMANT Address

(Yn,ﬂ,ca of unknown) |(If yes, give war or dates © Fred F

18. CAUSE OF DEATH (Enter only one cause per line for (a}, . INTERVAL BETWEEN
PART 'I. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b} ﬁ&_

hich rise to ! "
;’bc;ve g:‘::nl [O8 / *
stating ‘the under- [ | . . .
lying " ceuse last. DUE TQ {«)

PART . QTHER SIGNIFICANT CONDIHDNS CONTRIBUTING TO DEATH but not related 1o the terminel PART 111, If deceated was femsle wa
dissese condition given In PART | {a} - Es there a pragna in {ast 90 days.

lﬁ\'es | M: O unknown

19. WAS AUTOPSY 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 1B.)
PERFORMED? m] (] 0o
YES[ NOIR

20c. TIME OF Hour Month, Day, Year

INJURY am.
p.m. -

- STATE

X RRED Z0e. PLACE OF INJURY (a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
20 w#IJL';YA?CVSgRK o farm, factory, sireet, office bidg., etc.}
NOT WHILE. AT WORK [J

ded the'd d from é - 20 -63 .- 6__'_6;6_3_&@ last uw% slive 'on_é."_'é_"_é.L_
Death occurred at P 5:30 Pallly m on the date stated above, and fo the best of my knowledge, from the causes. stated.
4 title) 22b. ADDRESS 22c. DATE SIGNED

KL, CREMATI 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown,ﬁ county} (Srate)
REMOVAL [Spanfy)

Removal ) o Conetery et Lo ig County, Missourd
ADORESS, 25. DATE RECD. B LOCA*.ILE_G. 6, REG ISTRAR'S SIGNATURE
’Zatliu.;ui{ueu. DmscmR& 331‘1, Inc., 2161 E. Fair A“eJUN' : =" | v

V5§ 300
Rev. 4/59
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

DOCUMENT

3

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
' OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

oy sk




[

STATEMENT. BY LICENSED EMBALMER

" . L

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ _ Student Embalmer No._
working under my' personal supervision.

Student.

Signature of Studant Embalmer

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

If ‘'embalmed by 'a STUDENT, -he also” shall sngn in his OWN handwriting:,

If thls body is not embalmed fact should be so stated above.




