USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE PLAINLY-—

S o

FILED JUN 11 1951

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. !‘:2__ PRIMARY REG. DIST, noloi. Regisirar's No

State File No.....j.nas-ai-..-
598 .

|| a# beart faflure, asthenia, -

line for (a}, (b), and (c)

1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decsased lived. If inetitution: residence befors
8. COUNTY  Buchaman 0. STATE Migsouri b. COUNTY  Buchana peieion-
b. CCI).II;Y (1 cuteids corpvrate lmits, write RURAL and give C. L‘!ENSEII. £F c. ClTY (11 outalde ecrporats limits, write RURAL asd give townahip)
. township) | ]
TOWN St. Joseph i gr T IR Ste Jomph gr-7
d. FULL NAME OF (f pet in hasplial or institntion, give streot sddrosm or location) d. STREET (If rursl, give loeation)
HOSPITAL O ADDRESS &
INSTITUTION 1015 S« 18th Street 1015 8+ 18th Street
3'1;‘5%'&%8%% a. (First) b. (Middle) ¢. (Last) 4. DSTE (Month)  (Day) {Year)
{ Type or Print) Dalsy May Hicks DEATH May 30, 1951.
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 8. AGE (o yeams| & UNOER | TIAR | ¥ tocem 1 s,
/ WIDOWED, DIVORCED (Spweily) Iaet birthday) | Montie| Daye | Hours | Mg
Female White Divorced - August 5, 1877 7% I
10a. USUAL OCCUPATION (Glvekind of werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or foreiyn soustry) 12. CITIZEN OF WHAT
am-drlu ost of working Uifs. aven If retired) DUSTRY / COUNTRY?
At home Nunica, Michigan
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Steinrod Hartley Emma Easterly: | Charlees Hicks
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL  SECURITY |'17. TNFORMANT' 5 S|GNATURE OR NAME ADDRESS
(Yeu, 0o, or cnkmown) | (If yes, xive war or dates of service} NO.
No hehaudhalioh None Mre. Sadie Haynes 5t. Joseph, Missouri.
18. CAUSE OF DEATH MEQICAL CERTIFICATION INTERVAL BETWEEN
cause I. DISEASE OR CONDITION ONSET AND DEATH
jater obly GROCBUSPEL | | DIRECTLY LEADING TO DEATH® (o) A hocrsonnAic v C?‘

“This does pot mean ANTECEDENT CAUSES

Wﬂ&‘t/\w—a

the wmode of dying, such | Mortid conditions, if any, giving DUE TO (&)
. rise to the above cauee (o) dating. - -

the underiting couse last.

Conditions contributing to the death bud not
related Lo the disease or condition causing death.

ete. It megne the dis- e
ease, infury, or complica- DUE TO {¢)
tion which caused death. | (1. OTHER SIGNIFICANT CONDITIONS

B

19a. DATE OF OP_lE_IFé,AN- 19b. MAJOR FINDINGS OF OPERATION : ' 20, AUTOPSY?T
' ] . r
21a. sﬂﬁxl:éPDEENT {Bpacity) 21b. PLACEOF INJURY (... In or abous | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
kot [arm, fnctory,
ROMICIBE L o Lofemblde- eta) L
20d. T(l)ME (Month) (Day) {Year) (Hour) "2le. INJURY OCCURRED 21, HOW DID INJURY OCCUR?
WHILEAT[—} NOT WHILE P

INJURY Vol = | “work AT WORK .
22. I hereby certify that I attende the deceased from M&{ 1980, 1 _HA@_I_ 19_5:[: tha! I last saw the deceased

. alive on d 192 1 |, and that death occurred at 32 20Am. , Jrom the causes and on the date staled above.

3. SIGNATURE (Dq;m of uue)

2 {E)O'umdﬁ

23:. DATE SIGNED

M as 37~

23b. ADDRESS |

SNt foer Aaere IS -

24b. DATE
June 1,105]1.

24a. BURIAL. CREMA-
TION, REMOVAL (Bpastty)
Buria

Aphland Cemp
REGISTRAR'S SIGNATURE

i‘E NAME OF CEMI-.TERY OR CREMATORY

24d. LOCATION {Ofty, town, or connty) (State)
UMERAL DIRECTOR'S SIGNATURE - ABDRESS
’ St Joseth, Mo.

t Erhal;

Blo oo

(Li

ot Rewverse Side)




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 x x%
xxEE ITIT T I

__________ . Student Embdeimer No. g it

working urder my personal supervision.

Signed.....~
ok ok Rk &

......................................... Licensed Embiimer No 3 Missouri.
Student Embalimer .

P. 0. Address__ Sts Joseph, Missouri,

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

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




