eat, X THE DIVISION OF HEALTH OF MISSOUR} K4 58_0 33503

&P“;"nu . ' STA“DARD CERTIFICAT! 0’ DEATH - STATE FILE NUMBER
. Public
h Service LED S EP 2 6 ]gssegrstmllon Distriet No. ... % _Q___,ﬁwl’rlmuw Ragistration Dulrlcf No. st & #. 3 ........ Registrar's No. .___53/WQ ______
3 1. PLACE OF DEATH 2. USUAL RESIDENCE {Whore daceased lived. | inatitution: Re:jdqncc b)clou
- . . E admissio
- 300 o COUNTY Marion o STATE Miggourt > CPRalds saion
. 1-57 b. CITY (If outside corporats limits, give TOWNSHIP only) | laside Limits .. CiTY Inside Limits
1R Hannibal Yes K] No[] oh  RR#1,Hamnibal 378 vuO m(y
c. Eg;l;l'l‘:lAt‘l%OF {If NOT in hospital, give locotion) | Length of stay in 1b d. SB%'FEQEEES (If outside, give lacation) Reaside on Farm
A Al
NaTruTions t ,E11zabeth , DeJO.A. Yoo (X Ne (T
_ 3. NAME OF DECEASED First Middle Last 4. DATE Manth Doy Yoor
| (Type or print) OF
| Carol Ann Hicks pEATH  9/10/1958
' 5. SEX & COLOR OR RACE| 7. F*'8. DATE OF BIRTH 9, AGE {In FUNDER 1 YEAR] IF UNDER 24 HRS.
\ MARR]EDD HEVER MARR'ED@ - lost (binﬁ;:;; Montha | Cays Hours Min,
Female White wooweo[] owvorcen(119,/26/1956 1 | |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retirad) INDUSTRY [
---------- St.loilg, Missouril .S.4A,
13o. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME | 14. NAME OF HUSBAND OR WIFE
+§ _Robert Hicks Hazel Courtway L
2 [} 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? )6. SOCIAL SECURITY NO.| 17. INFORMANT Address
- Yeos, 0o, or_unknqwn , give wor or datey of servic
g (Yax. 0o o rknawri}(1f yos. give war or datey of sarvics) Mrs, Hazel Hicks,#1,Hannibal, Mo. 2
a 18. CAUSE OF DEATH (Enter only one cause per line for {a}, {}), and (c}.) INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
w IMMEDIATE CAUSE (o) T
o v
]
Caonditiona, if any,
E'- whl:h'g:\u rlson:o } DUE TO (b)
L abave cause (o},
z t1ating the under-
8 E lylng cause last, DUE 10O (c)
. DOEF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass condition given in PART | (a} 19. WAS AUTOPSY
3 o« PERFORMED?
% g g YES[] NO . !,
> % J%| 20 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= =g i
3 5 ; X . m Pagssenger In car which had a flat time just before
¢ g O 2c. TIME OF Hour Month, Day, Yeor
0 -
z 57 ® % pm. bridge avoroach, ran into creek, submerged
E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE tarm, ogtory, m'eef, fice bildg., etc.) &g 7
5z |wosk AT WORK Bear Créek,Haris Gay Township Rallg, Missour]
s 21. 1 attended the deceased lrom ravel Hoaa ’ , to and lost mwt clive on
5 Death eccurred ot 28 PN, m on the date stated above; and to the best of my knowledge, from the couses stated.
;g e ? TURE {Degree or 1i 22b. ADDRESS 22¢. DATE SIGNED
: Zwy/m 3 / 7//8/57
23a. BURIAL, CREMA(ON 23b. DATE Tic. HAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or counry) {Store}
n REMOVMi(Spncaly)
:I 9/13/1958 Marle Creek Cemetery |Ralls County, Mo,
) 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECOD. BY LOCAL REG. 4

H.M. O0'Donnell, Hannibesl, Mo. 7-23-8" 8

{Licensed Embolmer’s Stotement on Reverss Side)
PO




Rm' ﬁ n W " sgp 3 4 1989
MARIGN CO, HEALTH DEPY.
DATE FILED_SEP 2.4 1968

4

’

STATEMENT BY LICENSED EMBALMER

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

by rﬁe, L T PP PUOUPPITR PR , Student Embalmer No. ......ovoeeeeen...

working undet my personal supervision. )

Student oo | ........................ Signed Jﬂ{@%’/ﬁ/f ...........

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If’embalined by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

e




