& DIVISIUN OF REALTH UF MISSUURI

| P4 (L_anud""_ "s Stat on Reverse Side)

. Ne.300
o ’ FILED JUL 29 1950 STANDARD CERTIFICATE OF DEATT) 0 State Fite No.rm D I i,
! BIRTH KO. EE. DIST. NO.BJ__B—PRIIMY REG. DIST. lv Repistrar's No. ..(;1.8:3 .....
1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whare decessed Uved. If loatl e Dorra
O a, COUNTY a. STATE Missouri b. COUNTY sduaisaion).
‘ b. %EY (It outelde corporate u.mm. write RURAL lndl::v;h - g’r ALyEEEE: 1dc-J‘F;‘ c. Cg‘g’ (! outaide corporate Limits, write RURAL and give townahip) / ?‘
A Town S+ ,Louls,Mo q. TPWN 3+ . Louis 2
& d. FULL NAME OF (1f not tn hospital or institution. give strest address or locatd 13, STREET " (If rur), give location) 7]
o HOSPITAL OR : 9 ADDRESS .
o INSTITUTION Homer G Fhillips Hospital 2002 a.Cole Street.
ﬁ 3, gz%héﬁs%% 8. (First) b. (Middle) c. .(Last) 4 DSE_‘E (Month) (Day) (Year)
F (Typeor Pint)  Nettie Williams , | DEATM July 16 1950
g 5, SEX Ié 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH ¥ 1 8. AGE {In years| ¥ UNDER | TEAN | IF GMoER ot RIS,
& WIQOWED. DIVORCED (Bpecity) . last birthday) |Monthe ’ Days | Hour | Min.
¢ Negr Widow %~ Aug 10,1877 72 y | ™
10a. USUAL OCCUPATION (Givi - 10b. KIND OF BUSINESS OR_[N- | 11. BIRTHPLACE
8 || done during mees of workina life,aveaf retired | DUSTRY Btate o7 forelga omatey) CF | SN OF wHaAT
B i Housework Home ?, Missourd U.S.A.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
o [_Unknown . Unknown |  Dead
& IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT" 5 S{GNATURE OR NAME ADDRESS
- (Yws, 0o, of unknown) | (If yes. xive war or dates of service} NO.
= No None Unlm own '{ Richard Williams 2902 a.Cols St.
hld 18. CAUSE OF DEATH | DISEASE OR €O MEDICAL CERTIFICATION :g::s;}% BETWEEN
. Dl NDITION
Z 'f:::::'(’:)""(g‘;_‘”x‘(g DIRECTLY LEADING TO DEATH*,y _ Cerebral Hemorrhage Undet. -
v «72i doet met mean | ANTECEDENT CAUSES ’
S || ne mode of dying, such | Morbic condizions, if aiy, gising DUE TO (8} !
3 o Beart fellure, asthenda, | rite to the abooe cause (a) stating o T
o de. It means the dis- the underlying cause last, H
o case, infury, of complica- DUE TO () .
= || tion wbich caused death. | 1. OTHER SIGNIFICANT CONDITIONS  -*
= Conditions contributing fo the death bul not <
a related to the disease or condition causing death. None
P 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' ' 20. AUTOPSY?
4 TION D
& YIS nn_@
¢ || 21a. ACCIDENT (Bpesify) 21b. PLACE OF INJURY (es..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE) .
b SUICIDE boma, farm, factory, screet, office bidg.. ste.} . '
= HOMICIDE : .
fg 21d. TIME (Month) (Dar) | (Yesr) (Houwn | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? ;5" =2
. : : JUR S - | WHILEAT{™™] NOT WHILE .-
>I-« . INJURY = | woRrk AT WORK
E 2 1 hereby ‘certif; tha! I attended the deceased from 7-10- , 18 50 to ‘lé'ﬂ , 1850, that I last saw the dcm.sed
ive on 7 l . 19_5_0_ and that death occurred ot 82308 m., from the causes and on the date stated gbove.
é L JIGN or title) | 23b. ADDRESS 3. DATE SIGNED
4, /- j . L{Mﬂy 2601 N Whittier St .~ . | ‘7~17-50
{ |'%e% BURIAL. casm- 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY | 240, LOCATION (Olity, town, or county) (Btate)
=
TION, REMOVAL (Specity) _ . y
- § Burial f/ l7"/21'/50 ashington Park Cem. |St.Louls,Mo.. . . .. -
i 1l DATE REC'D BY LOCAL | REGISFRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATURE - Abol!”
: - - REG. —
HUL 1 8 1850 C.W.Roharts 1416 E:EQE!QZ—‘ Ave.




N |
STATEMENT BY LICENSED EMBALMER | |

I hereby certify that the body whose name is recorded on the reverze side of this certificate was embalmed by me, or by -

Student Embalmer N . cesrsrssescana

—

working under my personal supervision.

Signed

Slgnad.........é;;a;;;.E;n;;.“;;.r........... | . Licensed Embatmer No %w ?
P. Q. Address / 9(/ d Z

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

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




