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I Xa3zeg7 QLE z i / é é o) J -_— -
Registration District No.2_o . &2, .., Primary Registration District No......._._._..____l____ Registrar's No
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
a (@ County S_rb?_f =191 ook = T . . Y
/ - State. Mi SSouri Pemiscot
7 g @ City or town. BaTmington RURAL St, Francois () State.. ) County :
8 @ N ‘h (l{:lul.dt:llo alty u:i town limits, write “NURAL" aud uayu of tdwmbip) (¢) City or town...... St eel e
b ¢} Name of hespital or institution: 1F oateide of 1 = =
0 & Mo. State Hospital No L @ Street X {1f catiids city or town limits, writa "RURAL™) £/
h teal 2 + AND.
(If nat in ari lon, write street l t h d 5 (If roral, give Tocation)
(d}) Length of stay: In hospltal or Institution - mon 3 as. NO .
v (Specify whether i {s) Cltizen of foreign country? (Yes or No}
5 In this community_._ _ q 4)
;: years, months or days) If yes, name country. -
r =
@ | 3. (@ PRINT, DELLA E. VICKREY MEDICAL CERTIFICATION
o FULL NAME : : : June 18
- L 0. DATE OF DEATH: Month day. .
3. (b) If veteran, 3/ (¢} Soclai Security 1944 TX 55 HL
<3 YCAT. hour minute
o name war. Na No...None
- 21. 1 hereby certify that I attended the dec from
EI \ Pemal 5. Color T 6. (p) Slagle, widowed, married, May 15, 1944 .~ June 18, 1944 _
emale White Widowed |, . er . June 18, 1944 T '
g || 4 sex | rece Bt avorceaiidowed H 0 er o June 18, 1944 o
Z 6. (8) Name of husband of Wiftw..romrw.. 6. (6) Age of husband or wife if || and that death cecurred on the date and hour stated ghove. Duras
9 Dr. James Perry BicKreyaice . years lmwf death 272 0nce . Lot | Purosten
¢ 7. Birth date of deceased Octoher 14, 1889 .
3 {Month) {Day) (Year)
=] T
o 8. AGE: Yenrs Months Days If less than one day Dae to 4 1 -
z AN/,
a 54 8 2 hr. min. q = -
- N Due to
o 9. Birtholace Morris Chapel Tennesses [y
% {Citv. town, or conntys {State or foreign country) Fi 7
1 Other conditions.
=1 10. Usnal oecupation Hou sewife {ioclude progoancy within 3 months of death)
N
=] 11, Industry or bus .“._]. Rl PHYSICIAN
ajor Andings: .
bﬁ_‘ 51 12. Name_LhHOMES Meek . i s ‘
2 e | Tennessee P : _ | Underine
& \ 13. Birthplace No autopsy. twhich death
st " (City, town, erpepy ) v tnte or fozeinn conntry) Of aut h
fl & { 14. Maiden name g Pel‘klng siepex :ll:ﬂur:egsbtaf
o E ﬂ_ - ness [— tistically.
15. Birthpl ......T\E.n egsea | .
E % place T T ey Gl {(Sate or foreign countrs) 22. [f death was due to external causes, fill in the following:
= 16, (@)-Informant._i€COTASs State_Hospital No. 4 ([ (@ Accdent, suicide, or homicide (apecify)
B . (3 Address Farmingt on, Mo. (» Date of occurrence.
17, () Burial () Date thereof 6—19—1;1., (¢} Where did Injury occur? P T g
(Buria). eremazion, of mhaﬂl%; v (Mants) (Day) (Year) {d) Did injury occur in or about home, on farm, {n Industrial place, o public place?
(&) Place: burial or cremation™ .}PEL-.QETQ-_; Stee,l.@.;MQ....
18. (a) Signature of funeral director. G_Qmﬁll Funer - —ﬁ T While at work? S (59_““_ t("r)" ‘I;‘,‘_.Z“’o; injury..... ,',’7__""1}__.____________
(B) Address..._. ; . / _ 1.8
19. (@) w’_ L/ U 23, Signature. 2 2o S e (M. D.or other):z}
(Nate racrived locs! regletenr) {Reglstrar's sinatuye) Addreas L A L gt ... Date v{zned.é ________ f 7
/ ‘} ? é (Licenaed Embalmer's Statement on Reverss Sh‘le) denlngton Mo
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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 [ 43 7 S N

-Registercd Apprentice Now..en.eo.c. OO :

Signed %?/M’—"
. Lic;ansed'Em.bad o 1?// f 9/
P. O. Address.. M >7’4’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fagfure to comply with

the above constitutes grounds for revocation of license.)

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

working under my personal supervision.




