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

DEPARTMEX\T OF ggglﬁERCE
o FIIHJUNT 1942

chlstrauon District No..... WL s

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.__.a—m..

Siate File No 1. 79 7 8

1. PLACE OF DEATI:

(a) County...,.....G EEE .............

{if cutaide its, write "RUIKI:.T‘"nnd name o
(¢) Name of hospital or msti:utinn

MEDICAL CENTER FOR FEDERAL FRISOWERS ¢

{1f not in hospital or jostitation, write street pumber or Iocnlwé
{d) Length of stay: In hosmta] or institution Mos. ] 0 dB.'VS
{Specily whether

8 Mos,., 20 davs

In thia community
yoars, months or days}

{a) State.
LY

Registrar's No....._é_g:z.._,...
¢

2. USUAL RESIDENCE OF DECEASED; g47
Navarro ‘?‘/

Texas
{(Yes or Nué

(8} County
Lorsicana

(If outsdde city or town limits, write “RURAL")

711 East Third Avenue

{11 rural, give location)
no

{¢) Cityortown.......

{d) Street No.

(e} Citizen of foreign country?.

If yes, name country

MEDICAL CERTIFICATION

e TR HAWKINS, James "
3 I * 5 Soeial Secert 20. DATE OF DEATH: Month.. MY day th
N veteran, . 1 1 Lty
NI TP J year. 1942 hnur_._‘gf.___ ............. minute... 48......EM.
name war..... No. Co oo i g
21.  hereby certify that I attended the deceased from...... AUZUSE
el ’ S, Color I\?r o 6. {a) Single, widowed, maé-ried 15, 104w May 4, 1942 1942
4. Sex. ZB28 race OB / dvarecaATTied that 1last saw h3.J0... alive on Mﬂy 4, 1042
6. (b) Name of husband or wife_... .. 6. (¢) Age of busband or wife it || and that death occurred on the date and hour stated above. Duration”
Dolia (Shepard) Hawkins allve. 28 years|| Immediate cause of death
7. Birth date of deceased Aurust 5 1872 Dilitation of heart, acute S0 min.
{Month) {Day) (Year}
8. AGE: Years Months Days If less than one day Due to Asthma, bronchial 9 _mos,
Uus .«
¥ 69 8 29 o i 1
. i Due to : 1
9. Birthplace Corsicana, Texas /[ ;
{City, town, or county) . (State oz !cmigntuunu,) N ( /‘ i
j i (] Other conditions. P
1¢. Usual oc.c“m”n“ 01 l Ml 1 1 Ia b rer. {Include preguoncy within § months of death) (1 v
11. Industry or business.........Gottonseed Qi1 ¥Mills . . 7 PHYSICIAN
‘é 12, Name Arnison Hawlkins ‘f‘“’é’f' i _ —
= ¥ q B - . thUnclerlht:e
= | 13, Binthplace. UNKNOW 1 ; ? 5 L/ which death
{City, town, or cpugty Seaty or forsign gountry, honid b
é{ 14. Maiden name AN, C 3en Jame un )ﬂ .......... OF autopey. ':?a?:cﬁ Al
. unknown Virgin Hehely.
§ 15. Birthplace P — :/ (s-.a:sn _iiunuﬂ 22. If death was due to cxternal causes, fill in the following:
16. (@) Informant decensed {a) Accident, suicide, or homicide (specify}
(&) Addzess T () Date of occurrence.
2
17. (a) W__ (&) Date thercof...a}.S ....ts.._ %:3—: {e) Where did injury occur (City or town) {County} (State}

{Burial, cremation, or removal

(¢} Place: burial or cremation. et s .

18. {o} Signature of funeral director..._.

{d) Did Injury occur in or about home, on farni, in industrial place in public p!ace?

(Smfy(t:;'pl of piace)

Means of injury..... ..._............_.._...ﬁ
(b) Address...« 2
23. Slgnature . e N
. @S2 Aﬁ/ 74/ W@ c1 e
(Dna roceivad‘ocal registrar) {Regidinrd aignatore) "‘Addresa__}zCFP "

TEL

(Lioe’n.ud Embalmer¥ Statement on Reverse S:de)
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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.

(B, = |
Signed...... 4 Iz S _—

I.l.‘icensed Embalmer Nojécﬂ}/ ........................
' 1

working under my personal supervision.

- P. 0. Address. <<}

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.) . 7{,

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




