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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

B ;.

DEEARTMENT OF COMMERCE

HERTRFE G

Registration Distrct No........00. 5 s

MISSOQURI STATE BOARD OF HEALTH

'STANDARD CERTIFICATE OF DEATH

Primary Registration Distrizct No....

State File No... ‘3 9081

Registrer’s No %

DO ) 4L

~1. PLACE OF_DEATH: _ .
(@ Cgumvn ' :

Scott
) Cltyor{own S i kes‘tnn _______

{1 cutalde city or town limits, write “AURAL" aod name of lowiabip)
(¢} Name of hospital or institution:

Sikeston General Haosnital
(1f ot in hospital or jnstitution, wrile streot number or location)

{d) Length of stay: In hospital or institution,

1 day

(Specify whether

In this community.
yoars, months or dayn)

2. USUAL RESIDENCE OF DECFASED:

Missouri

)

e

3l BAT _Flossie Bell Taber
3. (b) If veteran, 3, {¢) Social Security
name war. No
/ 5. Color or 6. (a) Single, widowed, married;
4. Sex F - race. divarced SU
6. {3 Nameof husband or wife_. oo 6. {¢) Age of husband or wife if
nﬁvg. VU, - - |
7. Blrth date of deceased..——oemrnabdb e D 1948 ..
(Month) (Dly) (an)
8. AGE: Years Months Days if less than one day
l hr ?rh,
- [ 74
6. Birthplace._oikkeshon o Ma.
(City, town, or cousty} (State or foreign country)
10, Usual cccupation
11, Industry or business
5 12. Name Burl Taber /f
E
13. Birthplace.... Lu.....d sford. ... Ark
City, town, or county) (State or foreign c.ouul_.ry)
14. Malden name a_lancaster l‘,J
=
S{ 15. Binbplace 2L LHEWS ¥o.
= (Citr. town, of coanty)

“(\iun.a or fureign country}

16, {(a) In]'ormunr Bu I‘l 'P'lbpr‘ \
B Addmm__..__hﬁ.hthews Yo, R, E.D.. #1..
17 (a)\ \.BJ.}I‘ LﬁL ................ {b) Date thereof. ll/ 10/ 48

anul.amm o, ramoval} (Muontk) (Day) (Year)
P, (:) “ Plce: burial - ar cxemauo'_ Fat theWS ¥o.

18. (a) Signature of l'uneral director. H W.ALlbritton ..

S 1keston Mo
(b) 7???4,/,

(Bltht.rlr 1 n;nnluu)

(%) Address

19, {a) //“'23 45/

(Date received bocel fagistrar)

(a) State ® County..New. . Madrid”
{¢) Citvortown Bursl
{if outside city or town limits, write “RURAL")
@ Street No...Natihews Mo . R.F. D #3. .. ... v
(lfru:nl give locntion)
{e) Citizen of forclgn country?......... no {Yes or No)
If yes, name country.
MEDICAL CERTIFICATION

20. DATE OF DEATIL: Month..oh b A2y D

vear  LOA48 _ ___ hewr D _minute . 4D JRoM

21. [ hereby certify that I attended the deceased from. // hoott 7 %(F

19,1 10.ccarsn e ? ff‘

i M
amted above

that Ilast saw h&¥....alive on

and that death occurred on the date ggd ho
Immediate cause of death..Maﬁ:—
Due to‘..lwﬁzmﬂ..aﬂ

Due to

Duration

Other conditions
(Include pregoancy withio 3 months of death}

PHYSICIAN

Major findings:
f operations

£A
Nhd| —
\ l") ‘ . Underline
Y

. the causéto
o Iwhich death
Of autopsy R ‘*‘? \\“ should be
ed sta-
tistically.

22. If death was due to external causes, fill in the following:
{a)
(&) Date of occurrence

Accident, suicide, or homicide {specify) €

{¢} Where did injury occur?.

(City or town) {Caunty) (State)
(&) Did injury occur in or about home, on farm, in industriat place, in public place?
A
i

(. (M D. or other)

e Date signed. /H\’. W

23. Signature.
Address.

{Licensod Enhalmer s Stotement on Rmcm Side)




RECEIVED :
District Health Offios No. 2,

- 4
" Dtetrict Filo Neasbor _LiSACo £T7
AL

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, ot By, ovri e

., Registered Apprentice No

working under my personal supervision.

b
Licensed Embalmer Np...#
. . ;POAddmyée«‘-c«J:M

. ) Note:” The above MUST BE SIGNED BY THE LICENSED LMBALMEI{ in his OWN HANDWRITING. {Failure to comply wi
the above constitutes grounds for rcvocatlou of license.)

=" If this bedy is nét embalmed, fact should be so stated above.




