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FILED OCT 30 1956

Registration District Moo . L. L 20

THE D1VISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE oF-pEATH

.20

Primary Registration District No. 3.&...343........ "™

4603 ..

"TSTATE FiLE NUMBER

.. Registrar's NJé? R

(Yer, na, or unknown)

Noeo

Uf yea, oive war or dates of service)

1. PLACE OF DEATH 2.. USUAL RESIDENCE (Where deceased lived. H institution: R-sidcn;-'b-f_ore
a STATE . b COUNTY admission)
s COUNTY  1..3ade Missouri laclede
b. CITY (1 outside corporate limits, give TOWNSHIP only) | Inside Limits e, CITY Inside Limirs
OR
rom__Lebanon - . | YerX NeD Town 645 Sarrah St, D gk Nen
c. Eglﬁh";‘ﬂ%gF {If NOT inhospital, gw.locunon.) Le_ngihrof stay i_n_ 1b - 4. STREET {!f autside, give locotion) &asidu on Farm
wstiTuTion  Wallace Hosp. 11 Day AbDRESS LLebanon. YesO HNoX
3. NAME OF First Middle - - 7 'Lm - 4. DATE Month Day Year
DECEIASED A OF
(Type or print) Ben . Hicks . mﬂ; Oct, 16 % 1956
3. SEX . COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR [IF UNDER 24 HRS.
Ef MARRIE;/&‘NEVER marrien [ 3 t 4 1884 | }?ébirthdaﬂ) Monthe | Daw | Hours | Min.
Male White wIDOWED [ ] pivorceo [ REP L o ”
‘1103, USUAL OCCUPATION (Gipe kind of work done | 100, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and siate ar comiry} |2 CiTIIEN OF IHHM' W.INTRTI’
during most of working life, even if retired) . B £ - nor L . - . _—
Farmer Agriculture Laclede County Mo. U,.S.A.
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Joe . Hicks Vina Marsh _
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|I17. INFORMANT . Adn‘.rus

500-—05-942

Ancil Hicks Moﬁntaln Grove, Mo.

MEDICAL CERTIFICATION

16. CAUSK OF DEATH [Enter only one cc
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN

ONSEI AND DEATa‘

mﬁr tine for (@), (b). and (c).]

Conditiona, if any,
mh s e DUE TO () . . :
e couse . -
atating the under-
hlngn cause lonl. OUE TO (e} yga"
FART I W DEATH BUT MOT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) ! 19. Pw[.:;.;;:;fdg;f;‘(
. xes [ no B
20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature’of injury in Part I or Part 11 of item 18.) ’ ’
a o O -
20c. TIME OF Hour  Month, Doy, Year
INURY  a.m. - - B T . - e [
P m. LRI &
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. p., in or about Aome, 207, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT " NOT WHILE Jorm, foctory, street, office bldp., etc.)
WORK AT WORK /. Va
. to /0//5 /-';6 and last saw ive on

m on the date sta ed

ve; and to the best of my know!od‘e from fthe causes stated.

/ 2
2. 1a fogl the dodpared from /0//5/56
/{'T?q /

AiDanon Fu. Miim

23a. BURIAL, CREMATION,
REMOVAL (Spcnj'\

i

235, DATE

10-15-56

]

23c. NAME OF CEMETERY OR CREMATORY
Mount Rose Memorial

23d. COCATION (City, fown. of county) = °  (Stale)

Laclede County Missouri

ECTOR é:‘ h

5. DATE RECD. BY LOCAL REG.

26, REGISTRAR'S SIGNATURE

Tl s 015 J95¢ | Mety . sloy |
{Licensed Emb3Imer’s Stotement on Reverss Side)




tiecelved -/0:;2_‘_5’_4_“---

Laclede Cou ."" -_e“ltb Unit
File Uoc. . J S

C. Tate Filzd D- %Q:

t *

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en

working under my personal supervision..

Student........ooi i i
Signature of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




