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1. PLACE OF DEATH

2. USUAL RESIDENCE {Whare deceased lived. If institution: Residence before ,

admission)

T COUNTY a. STATE b. COUNTYqy

« ONTY  SFebdard Me Stebbsed /
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OUIE WIFE

1. BIRTHPLACE (City and atate or country)

Cartosnw Boffom
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12. CITIZEN OF WHAT COUNTRY?

Y SA-
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13, FATHER'S NAME

GEok&E MoORRIS
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Mo —_

E. Unde I - Ao b8 Ly Mo £
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18. CAUSE OF DEATH [Enter only one cauee per line for (a), (b). and {c).]
PART 1. DEATH WAS CAUSED aY:
IMMEDIATE CAUSE (a)

Carcinoma of the Cervix with metasta@s$;.J
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ONSET AND DEATH

Conditiona, if any, DUE TO ()
which gave rige to
above cause (a),
stating the under- .
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/ “Qﬁ__ m on the date stated above; and to the beat of my knowladge, from the causes stated.
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225, ADDRESS

707 Tanner St.,Sikeston,Mp. 4/30/4

22, DATE SIGNED
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{Licensed Embalmer's Statement on Revarse Side)

.



STATEMENT BY LICENSED EMBALMER -

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

\_._—--""/ - -
L3+ 2 T & o - e PP , Student Embalmer No...... o5,

working under my personal supervision,.

Student.....oouiineiiiiiii i i caainaaas Signed../
Signature of Student Embalmer

P. O. Address
- . LY ot - ¢
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- If this body is not embalmed, fact should be so stated above. ~ R . L
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