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FADING BLACK INK—MAKE A PERMANENT RECOKD

WRITE PLAINLY—USE UN

Eledsuaunn District No

DEPARTMENT OF COMMERCE
BUREAV oF THE CENSUS

AUG 5 19597/

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noja/L

24713

2857

State File No...:

Registrar's No...

i. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

o County o2y {a) State Arkansas B C ? 7 9?;
® City or town, BGELS1OY Oprings, Mo. a . {6) County
(If outsidu city or towa limits, writs “RURAL"™ and name of township) (¢} City or tOWn.mmmnnn. f_‘lee r a
(¢} Name of hospital or institution: ( l’cuu:do c:l.y or town limits, write “RURAL")
Veterans Administration Facility ¢/ (@ Strest No Route 2, Box 72
(If bot in bowpital or institution, write stroat uumbelﬁéwala * (If rural, give location)
(&) Lengih of stay: In hospital or institution
(3pecify whetbher |{ (¢} Citizen of foreign country? No (Yes or No)
In this community. 22 days 3,
yoars, hs or days) If yes, name country.
. . MEDICAL CERTIFICATION
FUIT NAME Cledie Dickerson e
T ) Social Sorut 20. DATE OF DEATH: Month uly day 2
- veteran, £, a 1y - .
e Vorld War II o §30=07=5390 vearn b Bh3 o boue... 3322 mivute.... Be 2,
21. 1 hereby certify that [ attended the deceased from
5. Color or 6. () Single, widowed, m:irried. June 11 1043 July 2 5 43
4 Sex ..._.Malg......_....c.Zrace...Coloredl divorced._ S10BLE I b atveon July 2 10 b3
6. (5) Name of husband or wife.... 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
bvoyero SO OO UURRT 3 | |- S ears || Immediate cause of death )
7. Birth date of deceased December 21“ 1918 _Massive Pulmonary Hemorrhage 5 min.
{(Month} {Day) {Year) .
8. AGE: Years Months Days If less than one day Due to. TUberCuéOSlS‘E . pulmonary, far unknom
advanced, active
21+ 6 8 hr. min \
/ Due to
5. smhpxm..m.,..,.C.onway,,_Arkansas e
(City, town, or county) (Sudte or forcign country) ,}\ r
Oth ditiona
10. Usual accupation....ocv... L abore r (ln:lfu::::ngnancy within 3 montka of death) 'd
11. Industry or business - Qil Company M', — PIIYSICIAN
== ' . ajor ndings: -
& {12, Name...Hardis Dickerson operations '
g / Undetline
ﬁ 13. Birthplace Conway Arkansas ﬁlgi:g%s;:g
City. town, or. {State or forelgn country) of e NOL_AUTOPRY houid b
E { 14. Maiden name.. W3SLES. ﬁ,ﬂiﬁQn J— " _/ Autopsy i i ;hat;:eﬂ stir
tistically.
E 15. Birthplace. i w':r::i’g Arl({siiiarikn P 22, 1f death was due to external causes, fll in the following:
16. (&) Informant. HlOSRItal. Becoxds, Veterans Adming (@ Accident, sulcide, or homicide (specify)
® address.. dstration, Excelsior.Springs, Mo,|| ® Date of cccurrence =
WHh Injury occur?
17 @ . al — (&) Date thereof. ..q?- =43 || @ & T
“{Burtal, erazaation, or reoval) | c (D"% (Year) accur in or about homc( l.’;:lyf;:'::,'ll:l) [ndustngl plalc,e). in publie p'I;ce’
(c) Place: budal or cremation onway , Arkans as ) _
18. (9} Signature of funeral director.. PﬁﬁfBERT HOPRE gmle at wor é/ / &
()] ?’? - o WY, S >
9. t0) )?2 ]:31{.}(:; ﬁa HD 3. Signature, o H. .D...... (M. D, orodrr)B....hB
a pr——
ate received 1 registrar) {Megistrar's signsture) Address. Y aran ns---Adm e :... Date signed....

// £ﬁ é(!.lcenled Embalmer's Statement on Reverss Side) MCClSlO r bpn ngs,

1B

-.-.....



-RECEIVED -~ | '
District Health Offloar No. 8,

Distnct File Number--.....---..-....

Dato Filed .. = ___j:,,__%f____ e

R 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

rooa g 1

Signed

A

Note: +The above MUST BE SIGNED BY THE LICENSED hMBALME.R in his OWN HAND RITI

\

the above, constitutes grounds for revocation of license,}

" If this body is'not ‘embalmed, fact should be so staied above.

?
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Ragxstered Apprent:ce No.
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