1\&]:; N;’;f:, DEPARTMENT OF COMMERCE THE STATE BQARD OF HEALTH OF MISSOURI 901
— UREAU OF THE CENSUS i
Rey. 51739 o4 STANDARD CERTIFICATE OF DEATH Stote m;‘-No::___._;.______}?59____
e [ X38871
Rezﬁm AME __];.._ _é_l 8 Primary Registration District No._ .. ... o Registrar's No.
1. PLACE OF DFATH: 2, USUAL RI'.SIDEN(;EiEDé DECEASED: H"
(a) County. Misgouri -
) City or town__ % e Louls {a) State - (8) County, ! P
(1 outsida city or town Limjts, write “RURAL" and name of township) {e) Cityor town.....S.‘.t' . L ouls ‘ a3
{¢) Name of hosml.al or institution: H t 1 (If outaide city or town limits, write " RURAL™) 2 1 /
- HOmer Ge_ Phillips Hospital =
{if notin bnquul_;r mhmmil:]:nt;pruul munhu Elnenunn) 0 (@) Street No..... 2 32 4 C a8 (Ist ruf}[.vgivee I;cnuon)

(d) Length of stay: In hoszpital or institution.. ....3 Da.VEL.H. -

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

[T

(¢) Place: burial or-er

ng CEMWEﬁ)“’ {Year)

(Spocufy ‘whether (e} Citizen of foreign country? (Yea or No)
In this o nity. }
yeara, months or days) If yes, natne country.
MEDICAL CERTTFICATION
3. (a) PRINT ﬁ
FULL NAME Mfl, Williams 23
3. (&) If vet dl’ 3. () Social Securit 20, DATE OF DEATH: Monf-h——--..._...l._l...___...._,,_day
. veteran, . e urity
year 44 hour 5 minute, o]0} a .
name war, No. l 1 2 0
> 21, I hereby certify that [ attended the deceased from -
5. Calor or 6. (a) Single, widowed, married, iAi__4., to. 11 - 23 19."_%‘4
. sx Female | ,..Negro aivorcedwmnd do vt [ laot eaw BBL. ativeon 11 - 23, 44
6. (b) Name of husband or wife.......covssccreeemene. 6. (¢} Age of husband or wife if and that death cocutred on the date and hour stated above. Duration
i
o years || Tmmediate cause of deatn__PT@Maturity ;
7. Birth date of deceased il 20 44 |'__Bronchial Pneumonia
(Month) {Day) (Year) fff‘i
ERE A
8. AGE: Years | Months | Dayes If less than one day Dueto.........o;oknown I s
o
L 3 n . ’A o !
T. m. L
. - v = Due to-_Unknown l w.,-"j !
9. Birtholace._ OLe Louils {) Missouri _ /
(City, town, or county) {3tats or foreign country) ]
10. Usual t : Other conditlons
- Usual occupation * (Includs pregnancy within 3 months of death)
11. Industry or business s PHYSICIAN
g Name Tommie Willlams. e it i o
', DR AT . Tivs 17, = nderline
2l mepmw_ﬂ-al{e_&_c_t_._,____.., N_;ir_ = the cause to
¥} (State or loecign cotoiry) Of aut, h id b
g{ . Maiden name daéﬁ% Cd.r tler \\ autopey . ::ha‘.,r:eﬁ staf-
as o tistically.
5. Birthplace... Magon Arkans : : -
§ (C“,_ F——— Biate of Torcign ooniss) 22. If death was due to external causes, fill in the following: .
16. (o) Informant st L. 74 ‘.. .7 || (6) Accident, suicide, or homicide (specify)
(3) Address Bdl N Whl tt 1e Ir St . ‘L (¥ Date of occurrence.
: &a Where did inj ?
17. (a) - (b Date thereof JA N 19 5‘) ere Sy oecur (Civy or town) (County} (Statc)
(Busial, {(d) Did injury occur in or about home, on farm, in industral place, in public place?

+ Gpecify v

601 M. Wnittier se 2

18:-(a) S:znature of funcml director, e - /‘W.bﬂ: at work? ‘__t;_'__'_._-__;______"_.__
(b) dress....._ .. >l
. J A N 2 % A 77 P 23, Signat
{Dats received local rex: W {Hegi » signalore) Address. &
T ke (Litensed Embalmer’s Statement on Reverse Side)



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

.., Registered Apprentice No

working under my personal supervision.

Signed..

Licensed Emball"ner No.

P. O. Address.

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 hody is not embalined, fact should be so stated above.




