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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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STANDARD CERTIF

Registration District No.

MISSOUR! STATE BOARD OF HEALTH

Primary Registration Distrlet Now oo

27900
74C0

ICATE OF DEATH

Stale Fils No.

Regisirar’

s No.

1. PLACE OF DEATH:

{a) County.

(8) City or town ot. Louls
{If ontalde city or toyr limits, writs “FIURAL" and name of townahip)
(¢) Name of hospital or imit%‘_/ .
St Hospital [

(If not in hospital or institetion, write street nngbuﬁ 1 location)
(@) Length of stay: In hospital or Institutlon ay s

Five Years {Specily whether

2. USUAL RESIDENCE OF DECEASBED:

@ state... Missourd 7 g county STLOUIJ
TASFREY m

[}

(e} City or town m.ﬂm.mm_m__n_._._@_
(If cutside city or town limits, write “HURAL™)

@ stroet No.___ 5945 _Cantebury Dr.

A {If rura)l, give location)

Inthi it e
i ”ﬁi‘;ﬁﬁmyd'") - {¢) If forelgn born, howlong In TJ. 8. A.?mm...ﬁi‘ b n.c.e.....Bi.r..th..yean.
= e
. MEDICAL CERTIFICATION
S o provy _ROBERT V. WILLIAMSON? SR.  pren

{b) Address

50 vt @ s — 20. DATE OF DEATH: Month _ AUZ s  dny -
3 veteran . (e oc
: - 9 O
name war_ NOne g_‘f_éf ..) year. hour. m!nute.....‘ . M.
21. I heroby certify that I attended the deceased fro 7 3 ?
5. Color or 8. (a) Single, wid led, 19 to % T 19
4. Sex Male race. White d“"’"’-"d-mE%?m—m%d that1lastsawh €= aliveon y 27 3? e 19
6. (b} Name of husband o 6. {¢) Age of husband or wife if {| and that death occurred on the date and hour stated above. Duratio
ildred O. Will iamson .. Immediatp cause of death reion
7. Birth date of d d June 21 79 —
{Month) (Day) (Yeas)
8. AGE: Years Months Days If less than one day Due to. 4
60 2 A
. hr. min, I ]\ - P
R ] ] l ]?uo to 4 !
5. Birthplace.. LiO Ark. : i1 £
{City, town, or county) (Biate or forelgn counntry) 3 7
. Other conditiona ‘s "
10. Usual occupation Sal esman i (l:crlud- preguancy within 3 months of denh} e
11 Industry or bu Rice, Stix Co. 7 PHYSICIAN
2 { 12. Name. Edmond Williamson T peraioga ’ Gedortio
3 13, Birthplace mSOllth Ca)r(.)ling ] | I _— - o) - 2:1:!3?:“;1’3
Ly, Lo’ 3 ] tate or forel coun
& [ 14. Maiden pame LALFE "Fitlson || Ofautepey ¢/ : ;;“t,%ﬁd;‘:
g { 16. Birthptace South Carolina
g (City, town, or county Epate m“,) 22. If death was due to external causes, fill in the following:
16. (a) Informant’s own aigna j%’ 3 Accldent, mulclde, or homitide (specity)
@) Addres.. 3745 g;ﬂuu/ beo. (B (6) Date of accurrence
17. (a) m Burial Date thereof Aug . 28m ]1959"“‘ did injury cccur? (City or town (County) (Stato)
(Burial. cremation, or removal) (Month) (Day} (Year) || (d) Didinfury occur {n or about home, on farm, {n industria! place, {n public place?
(e} Place: burial or eremation De Queen 2 Ark.
18. (@) Signature of i al director. th. Hermann & Sof . et P e of Infury.
61 East Fair _Avenue

{M. D. or other)

> O hliG-2 51539 %KM_

{Licensed Embalmer’s Sta

Date mdﬁ‘&

tement on Reverse Side}



STATEMENT BY LICENSED EMBALMER

I hereby cértify that the 'body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Régistered Apprenti;e No

" working under my personal supervision.

P.O. Addrms/;‘z/(/ & % Lt

Note: The above MUST BE SIGNED BY THE LICENSED EMBALDIER in hls OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of License.)

If this body is ' not embahmned, above space should be left blank.




