WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

%ﬁs or‘DEC Kl

Registration Di tnct No... a \ O

MISSOURI STATE BOARD OF HEALTH

\%\ STANDARD CERTIFICATE OF DEATH

Primary Registration District No....ﬂ..

9640 \/

State File No.... L2818 0

Registrar's No

1. PLACE OF DEATH:

Scott
Sikestaon A«i»l

(I outaide city or town limits, write “AURAL" and name of township)
(¢) Name of hospital or institution:

Sikestion General Hospital ..

{If oot in hospital or institution, write street numbar or kocatioa)
(d) Length of stay:

{¢) County.
(&) City or town

In hospital or inastitution

(Specily whether
In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
(a) State Missouri

07‘1

{b) County.

New Madrid o
(Rural ()

(I1f outside city or town limits, write “"HURAL")

@ sweerno. o Miles S0West of Matithews MMo

(17 rural, give location)

te) Cityortown

(e) Citizen of foreign country? (Yuz or No)

V4

If yes, name country

3. (ay PRINT
FULL NAME

Bobbie Jean Franks

3. (&) If veteran, 3. (¢) Social Security

name war. Na
M O 5. Color or 6. (a) Single, widowed, married,
4. Sex. . divorced......_,..].....................
6. (b) Name of huaband or wile.............. e 6. (¢) Ageof hu_sband or wife if
alive........ -.years
7. Birth date of deceased 2 13 19\33
{Mounth) (Day) (Year)
8. AGE: Years Months Days If less than cne day
8 9 5 hr. min
9. Rirthplace. Ful t on ....Ml S8
{City, town, or county} {Stote or foreign coultry)

MEDICAL CERTIFICATION

1l 18

20. DATE OF DEATH: Month day

year, 1941 hour. . 6 minute p.M
21. I hereby certify that I attended thedeceased from

” —..d (J@ w;ﬁ‘_fﬁ; e /?’w?/

that I lasl saw b [ %33~ aliveon Aok - / (E:
and that death occurred on the date and hour stated above,

Othet conditions.

10. Usual occupation {Include pregnsocy within 3 months of death) n |
11, Indusiry or business . . f \ TJ/ PHYSICIAN |
E 12. Name....G81¥in. Franks N Mag){ g:f«l—:rgisn:m an/o ¥ y ) |
E{ 13. Birthplace L1 LON Miss ., ] ________ % g L"EEEE%{‘E
E { 14. Maiden name “ToTE "'Iﬁéf\f Chridt Mé.o.' e counsry) Of autapsy '\/\,{5" Tm——— ;:'}ha?:gl:lﬁ;?{
§ 15. Birthplace Fg',’;} },?E s (suﬁdi f;f’_:m;nl,," 22. If death was due to external causes, fill in the following: '
16. {a) Informant Calvin Fulton (8) Accident, suicide, or homicide (sm{y)W-

t adaress... Matthews Mo.RLF.D., (9 Date of occurrence........L.fom.tlo 2. e-éf/)?’ﬁ T2
v 0 Burial o S LTEOTEL || @ whee i ey et S et szt Vel 332

Burial. cremation, or ramoval) (Month} (Day) (Year) 1] (4} Did injury occur in or about home, on farm, in industrial place. in pubjic place?

{¢) Place: burial or cremation........_.....}

18. (o) Signature of funeral director,
(6) Address Sikeston Mo,

5. @ JA> L= ) m@w

(M’f’B
Daf/mgntd.j/ l?'s//

) e f >
(Datareceived local registras)
/i |

{Licensed Embalmer’s Statement on Reverso Side)




e . TA TR ‘ s T

STATE\[ENT-BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was'eﬁlb'ahﬁei;l'bf me, O DYoo —

. T .

....... . » Registered Appreutlce No

S M W___

working under my personal supervision.

.“ . . - ' -
' . o ) ’ ) , o - - Licensed Embalmer No : 6“ 27 &
i - ) R p 0. Address J ;_// G..azéa_.__,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:u.s OWN HANDWRITING (Failure to comply w
the above constitutes grounds for revocation of license.)

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




