"o, 300 THE DIVISION OF HEALTH OF MISSOURI |?81
10.48 | F“_ED JAN 22 1954 STANDARD CERTIFICATE OF DEATH State Fite Nowomos
7 [ airrn wo. ' wec. o1st. wo. _L L 7 eriusny wec. vrsy. w0 B LL L. Regisirar's No ’?

I. PLACE OF DE,ATH o 2. USUAL RESIDENCE (Whln decossed lived. If Institation: setidence before
a. COUNTY Dunklin a. STATE Hissouri b. COUNTY D11 LiD) sdwimion.
] b. CITY a ootesde corpurate lmita, writs RUBAL and give ¢. LENGTH OF || ¢ CITY 4. Is Residence within lmits of
N * OR ] OR i (W1
5 TOWN Kennett wmmhin| SPY fpesnetl o8 Kennett 5 TR
: d. FULL NAME OF (If not is bospitad or izaticution, give strest address o7 lovsticn) . STREET (1f ranal, give location} IV FH
HOSPITAL OR *'ADDR
8 INSTITUTION 322 Horth Jackson BS 322 North Jackson
E 3.;&%% S .a. {Flrst) b. (Middle) ¢ (Last) 4. DATE (Month)  (Day) (Year)
Bl (Tweor Py Willie H. Williams pATH Jan. 20,1954
E 5. SEX #} 6. COLOR OR RACE | 7. MADF‘OR\'!'EB' rslzvsscgsﬁkll-:n. /’ 8, DATE OF BIRTH 9. AGE (In yan ;Ir Trocs 1 TOR | 7 oot u
. (BpecH; , o H Min
M W mgrriad e July 1,1880 ' e |29 ||
10a. USUAL OCCUPATION (Givekindof work- | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (. 12, CITIZEN OF WHAT
dane oat of king lify, if retired) STRY . Y lld State or Forn.- Cnunlry)/
% Farming. oo Farming Nashville, Z‘ennessee v
< il:ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSHBAND'OR ¥IFE
- . ; h \ ) e
e Bob Williams Sallie Ann Gole Pearl Williams
i 53.'was DECEASE? E\‘III;:R IN U.S. ARMED F?ch-:sz 16. SOCIAL SECURITY i 17. INFORMANT ' 5§ S|GNATURE OR NAME ADDRESS
N . . . da
Lo oo | Grmfpgyr e e | 488-16-04%9)  Beatrice Shearer RR#l Kenmnett, Lo,
| {l 8. causE oF peaTH ] TNTERVAL BETWEEN
.+ B || Entercniycnecauseper | 1. DISEASE OR CONDITION _ _ ONSET AND DEATH
& "Il line for (a), (), end (¢) | DIRECTLY l..EADING TO DEATH* () -
ke *Thiz dots mot mean | ANTECEDENT CAUSES
ﬂ-‘ the mode of dying, such | Morbid conditions, if any, gioing DUE TO (b} :
3 a3 hear failure, asthenta, | ride (o the abose couse (o) stating o L
o de. It means the dig. | the underlying cause last. e v .
o care, infury, or complica- DUE TO (C)
. il tion which coused deatd. | If. OTHER SIGNIFICANT CONDITIONS
= : *I'3 Condittons contributing to the death but not —_—
ﬁ reloted to the disease or condition causing death.
t% || 19a. DATE OF OP.FI%AN- 19b. MAJOR FINDINGS OF OPERATION . . ; 2. AUTOPSY?
g ) ‘ I3 ‘9( X ves L] wo
o || 218 ACCIDENT Eoaclty) 21b. PLACEOF INJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIR) (COUNTY) (STATE)
SUICIDE boms, farm, {actory, sirset, office bidy..ete.)
& HOMICIDE — - —_— ——_
. g 214. TIME (Month) (Day) (Yea) (Heusy | 21e. INJURY OCCURRED | 23f. HOW DID INJURY OCCUR?
. -QF . WHILEAT ] NOT WHILE,
h!' _ INJURY - ' = | “work AT WORK
E 2. I hereby certyly that T attended the deceased Jrom 079 that I last saw the deceased
N ive & IBJ and that deaih occurred om the causes and the date stated above.
E . (Degroe or title)s 4 23b. ADDRESS 23¢. DATE SIGNED:
/1('40‘ —ff /~20
E RIAL, 24b. DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or connty) {Etate)
Ti OVAqu:IM . o ' LT R
& ria 1-21-~54 Osk Ridge Kenpnety, L.
R R'S SIGNATURE @0 - : L
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[ -V
ST!‘_{TEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

L3+ 2 T T o -

working under my personal supervision..

Student ......oorreaminiir et ciiceiieaaa
Signature of Stodent Exbslmer

Licensed Embalmer No. Z.../.. ":
o e P. O, A“resm

. Note: Th ,a,bbvle MUST BE SIGNED BY THE LIQ‘ENSED EMBALMER in his Qxfﬂ HANDWRITING. {F:
to comply Wwith the above constitutes grounds for revocation of license). =~ -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7 this body is not embalmed, fact should be s0 stated above.

1 1. . .

- - "
- ' . .o

. 3




