MISSOURI DIVISION OF HEALTH — STANDARD ‘CERTIFICATE OF DEATH -

DEPARTMENT OF PUBLIC HEALTH AND WELFARE =
DO NOT WRITE AMENDED Registration Disteict No. .. 3.3.3_.Primury Registration District No, 30.2%.____Regimar‘n No. "-Zé __________
ON THIS STUB C .
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceassd lived. If institution: Residence before
a. COUNTY - . . STATE : b. COUNTY dmidsi
Vs 3009 8 Stott a Mo. Scott admission)
Rev. 4/5 % B. CITY (If cutside corporate imits, give TOWNSHIP anly) Length of stay in 1b < C‘i)';Y . inside Limits
Z ' .
TOWN . ..
12 d Sikeston . 45 Years TOWN S ikeston Yes W Ne I
Voo T b < FOLL NARE OF (1 NOT in hospital, give Tocation] Inside Limits J STREET {If cutside, give location]. Reside on Farm
2 e NsrunionMo. Delta Comm, Hosoitladw wen 722 Delmar St. Yes. O No [
3 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) : - - . Of .
Mary Louetta DeLioach veat March 27, 19563
4 / 5. SEX 6. COLOR OR RACE 7. Married I Never Married [] |6. DATE OF BIRTH ] 9 AGE {lest birthdsy) [ IF UNDER ) YEAR IF UNDER 24 HR
5/ Female White Widowsd (] ovreed O | 10/10/82 80 Mantha [ Days | Hours [ i
_ T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and stste of country) | 12. CITIZEN OF WHAT COUNTRY
) [ dyring most of wprking life, even if ratired)
z Housewite Houwe Tama Clty, Iowa U.S5.A.
7 / Q 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
4 = .
e John Stein Unknown A, D Deloach
8 2 | 15. WAS DECEASED EVER [N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
_ 4 {Yes, no, o_r unknown) | [If yes, give war or dates of serv] -
9%2 2 lu Mrs. Ray Strickland, Bertrand, Mo.
o — 18. CAUSE OF DEATH {Enter only one couse per lind—or @y, oy o / / ] RVAL BETWEE
10 < z ART |. DEATH WAS CAUSED BY: ND D
Dl 2 IMMEDIATE CAUSE (s} 2
1 ole o
12 a = $ Q ‘Conditions, if any, DUE TO (b)
/ - w |3 which gave rise 1o { .
—_2 2 above cause (),
13 L= steting the under- |
2 -0 = lying cadse last DUE TC (&} - -
- 1= z i TTIl. I deccased  was_female  was
ART 11, OTHER SIGNIFICANT CONDITIONS CONIRIBUTING 7O DEATH but not related to the terminal PAR nc ]
o g P . disease condition given in PART | {a} there » pregnancy in last 90 days. .
i 3 : ’ ’ ] 0 Yes 'l B ne l [ Unknown
4 e =
2 = | 75 WaAS AUTOPSY | 0. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Il of item 18.)
g [+ PERFORMED [} B ») ’ -
2 v YES[J NO
5 Z | e TIME OF  Hoof  Manm, Day, Yeer | -
Z f,: g INJURY &, T
b O g pM.
Z = 20d. INJURY OCCURRED 30e. FLACE OF INJURY (2.9, in or atouf home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
- E " WHILE AT WORK [] . farm, factory, strest, office bidg., etc.)
ﬁ NOT WHILE AT WORK [ N 6
o o fat - —. —lo2 a.y 2~/2 — T
S o g g 5 21 1 attended -the deceased”froim + M 3 /z nd last 13 w elive on
: ; E Death occurred 2_ — on_the date stated 2 , and to-the best of my k?arh’g'o. from the causes stated,
: - ATE SIGNED
v ™ = w 35 SIGNA i22b; ADD)| 22¢, D.
| R ' ‘ ¥z
AR c , . |g
z 23a. BURI EMATION, [ 23b. DATE . CPIAETERY OR CREMATDRY 23d. LOCATION th,'lown, or county} (State)
; a " BEMOVEL (Specify) | -
g o ay 3/29/63 Menforial Park Cemeter Slkeston, Migsourl
= < | 35 FuNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. . AFGISTRAR'S SIGNATURE
[1Y] [3
= P McMikle, Charleston, Missourd

{Licensed Embalmitf's Statement Gn Reverse Side)



STATEMENT BY LICENSED EMBALMER

r:52 —-~z? 7>y W-f""‘?&

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

t
¥

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

| Licensed Embalmer No \5/49

v o ssson Cboa ol Mo

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 llcense) . -

: If embalmed by a STUDENT, he also shall sign in his OWN handwrmng . - ‘
If this body is not embalmed, fact should be so stated above.

-
.




