MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
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13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

m. §. Rymensn Emily K. Reynolda

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SCOCIAL SECURITY NO. [ 17. INFORMANT Address

(Yes, no, ﬁ(u)nknown)l {If yes, give war or dates of service) .UQA ‘mm an Gﬁ . 3 ngiﬂ_Ch,U'fLQ,e , mo .

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), dnd {c). INTERVAL BETWEEN
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disease tondition given in PART | (a).y r / there a pregnency in last 90 days.

[I:I Yes I O No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART 11 of item 18.)
PERFORMED? [ O O
YES[J NO

20c. TIME OF Hou Month, Day, Year !
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MEDICAL CERTIFICATION

her .
21. | attended the deceased from. and last saw i, alive on

Death occurred at. m on the date stated above, and ta the best of my knowledge, from the causes stated.

ZZE%MZJQ/ (Degree@irdm;;-’muw 22b/JADDRESS . W ’ ‘7‘ EZiE/?;E;

Z3a, BURIAL, CREMATION, | 23b/DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county} (State)

03 REMOVA [Specify) ﬂ/ﬂ(y(olﬁ mOﬂ)t/l.QfL C? mOﬂU.QfL, MOW

24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Puncan &uue/w,f. Home Min. View, Mo, | /o-/- 44 wadal. ff,

(Licensed Embalmer’s Statement on Revérse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




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,

or by Studénl Embalmer No.

working under my personal supervision.

Student i ; e [ L= -
Sigrature of Student Embalmer |
Licensed Embalmer Nao. n’f' _/’_’d ;

P. O. Addres

.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 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.




