, No. 2
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT cn-‘ COMUERCE -
BUREAU OF TEE" CEhS

141

hLEglstration Dfltrict No.....2 (3,.....

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File N03_4996 ..........

Sikeston, Mo.

(City. town, or caunty)

16. () Informant... Fled Hicks
(b} Address C anal ou, Mo )

7. @ Burial (8) Date thereof__ 3 4@5 /42

{Burial, eremation, or ramoval) {Month) (Day) (Year)

(¢) Place: burfal or cremation Bertrand MNO.
18. (a) Signature of funeral director... H W Albr itton
Si ke ston No.

Primary Registration District No.....xi....g..,z..%..._.. Registrar's No..

1. PLACE OF 'éﬂé'gft ", 2. USUAL RESIDENCE OF DECEASED: b
{a) County. isg . ew adrid e
0 Cror or sowe. S1KESEOH 2Ty s © swe— MISBQUEL . &) Coumiy. NEW_M 7

(If outsida city ar town limits} write “RURAL™ and nume of townahip) {¢) Cityortown Ganal [e )0}
{¢) Name of hospital or institution: (If ontide ity or town Iimita, weits “RURALY) o
S8ike ston General /) & StrectN
{If oot in houpital or iastitation, writa street nniher ar location)} ¢ trest No (1T raral, give location)
{d) Length of stay: In hoapital or institution........s=) Da&(ss_..f ........... © c of no
pocily whether (] itizen oreign country? (Yes or No)
In this community. lo D ays
yenrs, manths or days) If yes, name country
MEDICAL CERTIFICATION
b TS Billie Dale Hicks
. 20. DATE OF DEATH: Month 10 day__ BD
3. (b) If veteran, 3. {¢) Social Security 2 15
ym.....l.s.ﬁ_z__ hour. .24 ‘nute...._...__._.._Ri.
name war. No. -
- 21, I hereby certify that 1 attended the deceased from...... 270 e .
Jal 5. Color of 6. (s) Single, widowed, married, . wY %o fo - 9 wia
ale () ‘ . MY 4
4, Sex. race. divorced ..o L || that Tloat saw h. A% _ alive on V- Mo ; . 19[‘5&/
6. (b) Name of husband or wife.........coeoevvemeeee. 6. (€) Age of husband or wife it }| and that death ocouwrred on the date and hour stated above. Durati
urahion
alive .. _years cﬁge cauge f death.., i .....
7. Birth date of deceased.......... MarCh 31 1 942 W r
" {Month) {Day) {(Your) W_, 4
8. AGE: Years Months Days If less than one day Due to.
- 6 5 hr. tin . . /
Due to -
9. Brmpiednalou, Mo, o . o
{City, town, or county} {Stata or foreign country) l r .
Other conditiona )
10. Usual occupatiosn. {Include pregoancy withio 3 months of desth) U
,Igl' Industry or business PHYSICIAN
Major findinga: —_—

g 12. Name F 1OYd HiCks jO‘I operntgi‘nnl U Underli

[ nderiine

= 13, Birthplace Chial" leston, M.Q_.o : d the cause to

n, State or foreign country) h

é 14, Malden name._. 81 fé' Dp” Of aatopsy l:ha‘;:l.!g nlbne-

isticaily.

s f} tistica y

A

15. Birthplace. .
{State ar foreign doualry)

22, If death was due to external causes, fill in the following:
(o) Accident. suicide, or homicide (specily)

(¥) Date of occurrence.

(¢} Where did injury occur?.
{City or tovn) {County) {State)
(d) Did injury occur in or about home, on farn, in industrial place, in public place?

(8 ¥ type of placs)
[ . (g} Means of injury. ..r LR —
. 57( R P )™ .& e .
L 2T 0D, of dther)

While at work?..

(h) Address . A S L R “ || 23. sStemat
. gnatu 2
19 @ 10 b~ ) - % 1 r & > ) -
e {Date received local recistras) ® o (Registrar's signaiury Add %ﬂ.— Date signcd....g.....‘%

I} /-J

(Licensed Embalmer’s Statement on Reverse Side)



.

} e
| RECEIVED
District Health Office N, 2,
Cistrict File Number .4/__".’.-‘.2_'.. Zﬂd‘o

Cave Fileds /< a2 _ ya

STATEMENT BY LICENSED EMBALMER

L] -

I hereby certifly that the body whose name is recorded on the revérse side of this certificate was embalmed by me, or by

not Embalmed ., Registered Apprent:ce No...
.. 1
Slgnpd N M é )‘

working under my personal supervision
toL Licensed Embalmer No 4210

F. 0 Address_-. HW W, Albritton

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBAU“ER in lns OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not emhalmed, fact should be so stated ahove,




