TEwlden/

\VRI‘I‘]@PLAI’NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

“ FILED FEB 95 1049

BIRTH RO,

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

5554

State File No

REG. DIST. m._@___rmmv wec. 0157 0. 22 43 Reginrars Mo 05

1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whare decsased lived, Y 1 widancs befare
8. COUNTY a. STATE . b. COUNTY adinimion).
Mayion Migsonri Marion /» ¢t
b. CITY (I omi corpurate Umits, write BURAL sod give ¢. LENGTH OF ¢. CITY (If ookl corporats limits, write RURAL and give townehin}
TgR townahip)| STAY (in this place) Ha j
WN a P TOWN nnibal «
d. FULL NAME OF (If nos in hoapital or insthaticn, glve strest addrim or lomstion} d. STREET (If ransl, give loaation) i
HOSPITAL OR ' ADDRESS N
instiutioN. Long's Rest Home 330) Market
3.3!5#(\:ME or—l': a. (Flrst) b, (Middle) ¢ (Last) 4. DATE (Month)  (Dey) (Year)
{ Type or Prini) Frma Williamson DEATH February 8,1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io years| o CooLk ¢ 7 oo u .
WIDOWED, (Bpecity) T lall Hmﬂhg Hours
Femal White fidomed de December 27,18 ,ﬁl | **
102. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Gtat or forslen mm) 12, crnzzuorwu.n
done during most of working lifs, even if retired) DUSTRY D
None None Hennibal Missouri

13b. MOTHER'S MAIDEM
Orpha Craig

FATHER' S NAME

13a.
i Robert Martin .

14. NAME OF HUSBAND OR WIFE
James F.Williamson

NAME

IS. WAS DECEASED EVER IN U.S5. ARMED FORCES?

16. SOCIAL SECURITY
(Yew. no, or unknown} | (If yes, give war or dates of service) NO.

17. INFORMANT S SIGNATURE OR NAME ADDRESS

o None None Mrs.Frances Brice,6l2 Center Hannibal Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecanseper | 1. DISEASE OR CONDITION - . ONSET AND_DEATH
line for (a), (b}, and (¢) | DVRECTLY LEADING TO DEATH®(s)
*This dos not mean | ANTECEDENT CAUSES N

the mode of dying, such | Morbld conditions, if any, giving DUE TO (v sty

as heert fallure, asthenia, | Tiee to the above cause (a) stating - -

de. It meons the dis. | Ihe underlying cause lagt.

¢atd, injury, or compli DUE TO (c) .

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to ths death but nof Q\'\ ~
related to the disesse or condition caysing death. -2 \
15a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 0’ - 2. AUTOPSY?
TION
YES D NO [g"‘
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (... inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) . [COUNTY) (STATE)
SUICIDE bome, tarm, fastary, street, offics bidy.. sto.)
HOMICIDE ,
21a. TIME (Month) (Day) (Year) (Bour) 218, INJURY OCCURRED | 211. HOW DID [NJURY OCCUR?
‘ WHILEAT NOT WHILE
iNJURY = | work AT WORK

.alive on , and thal death occurred ol

2. 1 hereby certify that I auended the deceased from Ao A 1088 10 & Tt 1947, that I last 50w the deceased

2: 10 _Pm., from the causes and on the date stated above.

= AT i

v
24. BURIA'L [+ 24b. DATE
2/10/19

BhI‘lBl Mount Olivef

24c. NAME OF CEMETERY OR CREMATORY /

23b. ADDR 23c. DATE SIGN
228 M,,,,Mm|¥ %?
{Btdle)

24d. LOCATION (Olty. town, or county)

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

| R-¢b-¥g =




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,

Student Embalmer No.

vworking under my perscnal supervision,

Signed
Signed.caaanne.s trenssaneena Meeceessrsaantansnn (y!censed Embalmer No A_s&o

S5tudent Embalmer

P. Q. Address__Hannibal Misgouri .. ..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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



