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1. PLACE OF DEATH:
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{1f outaide city or town 1imits, write "RURAL" and namo of townahip)
{¢) Name of hospital or institution:

180 S. Lincoln

(If not in hoapital or institation, writs street nomber or location)
{d) Length of stay: In hospital or institution_.. ..

All her life
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2. USUAL RESIDENCE OF DECEASED: I

(o) State_ 11 8S0UT ® County_S&1ine

(&) City or town.. Mz 'S hali :

(If cutalde city or town limits, write "RURAL"}

180 S. Tinceln

(If rursa), give location)

(d) 8trest No.
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MEDICAL CERTIFICATION
3. (a) PRINT 4. ; : c’
o Name. Jaud _Bell Dickerson A L 5 >
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6. (b) Name of husbhand or wife......eeeeeeee . 8. (¢) Age of husband or wife if |] and that death cccurred on the date and hour stated above. Durati
r s [)
——Yalter Dickergon . alivo. 5.6 year|| Ipgpediato eause of death . pi V.
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(City, town, or county)
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1. Industry or bmt!nam.
12. Name_H11liam R. Ainsworth o
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12, Birthplace ELESE0W 3 L0, <
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1. HETERE “HITL 1a g Fetnor forsian comtey
{15. Birthplace

.38 line . C
{City, town, or county)
18. (&) Infnrmnri;:l :‘f“ a{znntmam&h_%ﬂf!‘ AR
1) Add:m,.__f%.q—q__&_zml.
(&) Date thereol

17. (@ Buria.
{B (Manth) (Day) {Year)

urial, cremation, or removal)
27K

Maiden name.
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Other conditions

(Include progoancy within 3 mouths of death) \
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P | Uederline
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(¢) Place: burlal or erematio:

18. (@) Signature of funeral directer.
(%) Address M&I‘Ehal ] MO .

22. If death was due to external causes, fill in the Iolluww

(a) Accident, mucide, or homicida (specily}
L

ANy
{City or tawn) {Cuunty) (State)
{d) Did Injury occur in or about home, on farm, {#rETust Hat place, in public place?

(b} Date of occurrence,

—

{¢) Where did injury occur?

{Bpecify type of place)
(¢) MeanaofInlury_. .1~ ... .. 1
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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 >

— ’ . . —
, Registered Apprentice No

Signed.... ‘_*M‘“M“—

Licensed Embalmer No..’..s2..3.. 57

P. O. Address.... 2227 iy R0
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit

the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.

working under my personal supervision.




