anij'Mm* 7- 1618

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEAT

REG. DIST. uo..Li_‘annv REG. DIST. NO.

FpStere File Naidﬁﬁ‘]___..

. BIRTH NO. ] istrar’s No. oo fu s s s viorronrn
1. PLACE OF DEATH 2. USLAL RE‘BIDENCE (Where d d lived. If loati
a. COUNTY a. STATE b. COUNTY dmh(nu)
Scott NS soic £ See 7"7‘
b, CITY (I ooteide corpurate limita, write RURAL and give ¢, LENGTH OF c. CITY {If cuawids rate limits, writse BURAL azd glve township)
OR township){ STAY (in this plage) OR
TOWN Fornfelt 4 Vos TOWN orm Lot Ds. P
d. FULL NAME OF (If not in hoapital or institution, xire streat address or loeation) d. STREET (X rura} location) 4 c)
HOSPITAL CR ADDRESS
INSTITUTION // n &
S.DNE%ME OEF“': a. (Firsi) b, (Mlddle) ¢, {Lnst) 4. DA"I;E (Manth) (Day) (Yean)
¢ Type or Print) Bffie Wills Stephens DEATH 4 18 1949
5. SEX / 6. COLOR OR RACE | 7. Mn})lgﬂég I'[;IE‘\;EECPESRR[ED. 8. DATE OF BIRTH 9. li‘:;E (o years| O ONDER | YEAR | OF UNDER u uis.
{Hpecify) birthday) |Monthe H Mia
F W U188 3/30/90 59 0" "YB| " |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS'OR IN- | 1f. BIRTHPLACE (s f
done during most of worldng lite, even if ndr:’d) ) !DUSTRY fate or foreien wu)“") 12&:8:11;11%51:'?0F WHAT
Housewife Arab,Mo. L .
138, FATHER'S NAME §3b. MOTHER'S MAIDEN NAME ' - 14, NAME OF .HUSBAND OR WIFE
Charley C.Wills Fannie Davis | T.J.Stephens
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGHATURE OR NAME ADDRES
(You. 0o, or unknown) | (If yes, xive war or dates of gervice) NO. & i o E‘_&l&
- . .

*This does not mean | ANTVECEDENT CAUSES

18- CAUSE OF DEATH MEDICAL CE TIFICA 1d INTERVAL BETWEEN
. Enter only oneeeuseper | 1. PISEASE OR CONDI{TION . —
line for (a), (b, and (¢) | DIRECTLY LEADING TO DEATH* (s} OE" e/ & c m o /- /"‘ a_?

ONSET AND %

the mode of dying, such
o8 bedrl fallure, asthenia,
de. It means the dis-
ease, infurg, or complicg-

Aforbid conditions, if any, giring DUE TO (b)
rise to the abovs cause (a) staling - -
the underlying cavuse last.

--DUE TO (c)

tion which caused death. | 15. OTHER SIGNIFICANT CONDITIONS

WRITE PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

Conditions contributing to the death but nof 4 ‘\ﬁ}\
relafed to the disease or condition causing death. TRy
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, "AUTOPSY?
TION |
* L . . YES D NO D
21a, ACCIDENT {Bpeciiy} 215, PLACEOF INJURY (e.s..inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory, atrest, offics bldg., eta.) :
HOMICIDE
2td, TIME (Month) (Day} (Year) (Houor) 2le. INJURY OCCURRED | 2if. HOW DID- INJURY OCCUR?
OF WHILEAT ] NOT WHILE
INJURY = | “wonk AT WORK .
2. I hereby certify that I altended the deceased from M 19_5‘_? o L/J IQ#? that I last saw the deceased
alive on _ﬁi.ﬁL, 19 \ and that death oceurred a m., Jrom the causes and on the dale staled above.
23a. SIC&TURE % a‘ or title) 23b. ADDRESS ” 23c. DATE SIGNED
,
1@ 7 2/ 7o 0 ¥-r8-%9
'non F}d lgvl:u_ CREMA- m DATE —~ 24c.”NAME OF CEMETERY OR CREMATORY 244. LOGATION (Offy, town, or county) (State) 7
{Boeclty)
4/20/49 Memor ial Park Sikeston,Mo.

REC D BY WL REGISTRAR.S.S!GNATURE
;Zé"' ’o-

ey

";/1

506-425 FUNERAL ;)II!:CTon&M

(.zamed Embalmer’s Statement on Reverse Side)




y ' - L F‘EBENED T
- : ' " et Heanh otiled™ No.
oty tllaber f-/-{ff--"z

' J e £

S IR

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 o

et eebLE e AR de semon s 1ot semteeeemnen sa e e A Amn e <me e oo e et em e 4 men St e sS4 TE AT YRS oo PER A re e e eeB e et e m e e aenraeneeenn st omeemnes Student Embatmer No.

Signcd....é/‘é"_/ m
Student Embalmer Licensed Embalmer No j ’_zw/
P. O. Addrmw —-

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 this body is not embalmed, fact should be so stated above.
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