|URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEC

o 59-043025
-E“"ED Vseg-strai-onli;Qgcmﬁ_aﬁ__-_______Primury Registration Disirict Nu.anff_zg__negsmr'- Ne. _-_ZJ./__'Z_______..

STATE FILE NUMBER

ENDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decesased lived. 1f inatitution: Residence before
. COUNTY . . i
s COU Secott a. STATE Mb, b. COUNTY 5 OTT admissian)
b. CCI)TR‘I’ {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CéLY Inside Limits
TOWN Sikeston ‘ y,fs TOWN (5 1/ SESToN Yes B Mo I
c. ;%éPf‘l‘:AATEOOF {If NOT in hospital, give location) Inside Limits d. ASI;BEREEISS {If cutside, give location) Reside on Farm
NsTiTuTion Mo, Delta Community Hospitaldno nen 2 o ? L 17 TH E [i’ Yes 0 No
3. HAME OF DE)CEASED First Middle Last 4, DOAFYE Maonth Day Year
ype or print,
DELIA MARSHALL | oSim 10 30 1959
5. SEX & COLOR OR RACE 7. Married Never Married [] 8. DATE OF BIRTH | 9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Femle Negz-o Widowed Divorced g_zy_lm 6 a M&!hl | Dm Hours l Min,
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE.(City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri o rking ife. pven if retired) S
HEUSE WSKK BiSCoE ARK. U-3-A
J3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME CF HUSBAND OR WIFE
SHERMAN BRYA¥T |CLARKA .D(/DLEY -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SQOCIAL SECURITY NO. INFORMANT Address
{Yes, no, orunknown] | {If yes, give war or dates of service) f
AG" ' #-z?-zolé Ws,Co Bo RA, ChICAGY?, Lt
= 18. CAUSE OF DEATH [Enter only one cause per line for (a), {b).and (¢}. INTERVAL BETWEEN
E PART t. DEATH WAS CAUSED BY: rET AND DRATH
g IMMEDIATE CAUSE (a} /‘,@ M’eﬁ
2 A poeilonocy Wﬂt@%
8 Condifions, if any,]  DUE TO (b) &4 fq WLl
which gave rise 1o / N
sbove cause (a), / ,
i stating the under-
lying cause last. DUE TO {e)
z PART [I. OTHER SIGNlFICANT CON ITIONS CONTRIBUTING TO DEATH but not related to the terminal PART UI. If deceased ‘a‘as female was
g disease condition givel RT I { there a pregnany d last 90 days.
6 ' 0O Yes ‘m:’ Unknown
w _ d
2 | 7% WAS AUTOPSY | 30s. ACCIDENT _ SUICIDE  HO 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1I of itam 16.)
[ PERFORMED? m] (] .
S| : vesO nolf |
:(J 20c. TIME OF Hour . Maonth, Day, Year T -‘E}f
A 3] INRY | e, : 2
1 - g T el o pm‘_ . R N
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX ] farm, factory, street, office bidg., etc.) .
N v NOT WHILE AT WORK O M
Pk 7 - o
21. 1 attended the deceased from,_M-ﬂL w 36} Jylnd last saw h:.:‘ slive on_@? ég 1 d 7‘ { E J‘?
';,: . v . _nc,,h occurred ol q / ST 14 m on the date stated sbove, and to the best of my knowledge, from the causes stated,
S ~ a7 ‘
8 27s. $1 or mie) 22b. ADDRESS 22c. DATE SIGNED
h Q_ Sikeston, Mo, H~17-59
2 s, BURIEFT CREMATION, | 23b. m\'le 23c. N'AME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (State)
] REMOVAL (Specify) I T ¢
2 H=%-1%% JUNSE SIHESToN, Mo,
< 4. FUNERAL DIRECTOR ADDRESS 257 DATE RECD. BY LOCAL REG. | 26. REGISTR§ SIGNATURE 4
-
S\ALYIW DoTson, SIKESTON Wit 3-5F e Gth Pleceidler

{Licensed Embalmer's Statement on Reverye Side)
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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 m

or by Student Embalmer No.

working under my personal supervision.

Student
Signature of Student Embalmer
Licensed Embalmer No. 0
P. O. Address.
Nofe: The above MUST BE SIGNED B8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revocation of license). .
S M7 en;balmed Jby a STUDENT, he also shall: s:gn in- his OWN handw;;,lmg e %
; ’ If this body is not embalmed, fact should bé so stated above. )

~ LI T B 3 [}




