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STATE FILE NUMBER

Registrur's No.._,‘,/__‘.éjg;./__-

=

ngﬁmﬁoq District No. ....'3 3 3’
‘I7). PLACE OF DEATH =

2. USUAL RESIDENCE ({Where deceased lived. If institution: Residence before
a. COUNTY Seott o sTAT{ gsouri b. courqgcott udmissio,f{
b- ClOTRY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CITY { 20 3 Inside Limits
R, Sikeston Yes &) No (] Tom Sikeston 0 Yok ] No [
€. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL MO, Delta Comm. Hosps 8 Days  “P°RF118 No. West St. n| ve[J nE
3. :{TAME‘:&F'?"E'?EASED First Middie ' Last 4. D TE 2 8
l e FANNIE ALFREDA ANDREHWS it 9UY 87,7195
5. SEX & COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (in yeers IFUNDER 1 YEAR| IF UNDER 24 HRS.
Female White J”’E’ 'f“';f‘g“;:iﬁ% Feb. 4, 1903 | w5 Mg | B [ wo [
10q. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
HdwggrﬁIT@ lifs, wven if ratired} - IND-.USTE-Y - - - Ri dgewa y R Ill inois { USA

r 1o 2
or%gd

13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 4. NAME QF H}UsBAHD_ QR WIFE

I Henry Deal Rhodia Sitze illis C. Andrews Sr.
15. WAS DECEASED EVER IN Y. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.1 17. INFORMANT
(Yes, o, uf\fom,lm ves, s ¥ @F@iates of servica) on Mrs. Velma Lorene Smi th Chillieothe,
T Tl A / -, PE AT
3 IMMEDIATE CAUSE (a) Cu7E )”’7 FPYATIC U K€ :7//? 36 o EEKS

Conditlons, if any, DUE TO (b}
which gave rise 1o
bove cause (a), r ! }
s :!mi:g cl'h:':rml:l'- } ﬁ'T B- /; ( j_li o
é €4 Wy lying caouse lost. _L&jﬁmtj___f_ﬂ.b g __C_QLJK’G_SJ_S_,_QC i 1 E & _ﬂ
= by L ~Z H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING \’c){z&m but m‘émd te the terminal dissose condition given in PART | (a) 19- gegéggggg‘( P
-« ~ ] ?
Seoy. LABETES MELLITL S, y PER TENSro A 20434 vest] vol3
% | 200, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ll of item 18.)
w
o 0 O 0
8! 20c. TIMEOF .Hour Month, Day, Yoar
8 INJURY  aum,
k3 p.m. ~ LN
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [:I farm, factory, strest, office bldg., etc. )
WORK AT WORK — ) =~ J—
21. | attended the deceased from / l‘/ J‘S’ / 27 5_29 . and last mw{: alive on /; 2 ? J’Z’
Death oceure, I/ﬁ m on the date stated above; and to the best of my lmowl.«!qc, from the causes stated.
22a. SIGNATW /-‘_u( 2% ﬁ:[:gi's 226 MATE SIGNED
‘57/6?0/750 AES7T or, Mo, Y.
Z3a. BURIAL, CREMATION, | 23b. DATE o, E OF CEMETERY OR CREMATORY 23d. LOCATION (Cit§, town, or county) (Stete)
t
BYEPI’AE""" 7-29- 58 Garden of Memories Sikeston, Missouri

ra chap Sikeston

25 DATE RECD. 8Y LOCAL REG.
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MQ-\IQJ Embalmer’s Statemant on Reverse Side}

26- REGISTRAg SIGNATURE : :
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STATEMENT BY LICENSED EMBALMER : '
S 1-' . A . . ; g

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed ;
by ME, O BY oot s ., Student Embalmer No. ................... X

working under my personal supervision.

Student i C o & f‘

Liceased Embalmer Ne ¢///g

Signature of Student Embalmer

P. O. Address.,ﬂ%&d&.... $78
7 &

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failuré: ;.
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. - ' o -




