| . : THE DIVISION GF HEALTH OF MISSOURI 61 19

i . 300 F R
o e . STANDARD CERTIFICATE OF DEATH State File Naijii_
BIRTH .ﬂLED MAR 4 1qg1§ REG. DIST. mm_ PRIMARY HEG.LAQQQ__ Regittrar's No o
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where decoased lived. If lnstitution: residence before
a. COUNTY a. STATE  Tndians b.COUNTY Pgplkg =iweisa.
O b. CITY (f outaide corpurata limits, write RURAL and give ¢. LENGTH OF ¢. C|TY s Resldence within Lmils of
OR N STAY i s mm-pun
5 oW St. Louis, MissoufT™™|°"Y =l Giv Bockvil 1o o s S
. FULL NAME OF ({If not in bospital or institution, give strect address or location} STREET (If rural, give loeatlon) /3 2]
HOSPITAL OR * ADDRESS
8 INSTITUTION Barnes Hospital R. R. # 4 3
8= NAME OF — & (Fish) b. (Middle) e (Last LOME M) m) (o
E (Type or Print) William Adam Earl searn  February 2, 1954
E 5, SEX D‘ 6. COLOR OR RACE | 7. M&F}’:EB gEVg.gchElsRRIED. 8. DATE OF BIRTH 9. :.Gshgz;;n .hllr ln‘::n | YEAR | IF UNDER M HES.
s (Bpecitd) - it on Days | Hours | Min.
Q Male White arTad Sept.18,1916 37 ' |
10a. USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
5 Fpon.duﬁu oxcat of working Liio sven of ativad) | * DUSTRY (Cicy snd State or Forsign Coustry} / 2 CI-IHZE”(?FWHAT
A armer Farminge. Indiana «S.A.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND' OR WIFE
o Willlam Earl Sr. ] Lizzie Belle Coxe. Beulah rle
4 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 1. INFORMANT'S S|GNATURE OR NAME ADDRESS
< (Yes, 0o, or unknown) | (5f y-ﬁ I ar or dates of service) NO.
S || Noe None Wm. Earl Sr, Rockville, Indiahae
i 18, CAUSE OF DEATH MEDICAL CERTIFICATION | INTERVAL BETWEEN
| Eateronly emecsusoper | £, DISEASE OR CONDITION, .\, ~ METASTATIC CANCER OF LIVER AND BONE = | S*TAdIRARE"
& |f inefor (o), (b, and (o) . @
. A ENT CAUSES '
¥ This does not mean | ANTRCED CANCER OR PANCREAS 11 MONTHS
= || the mode of dying. such | Mortid conditions, if any, gising DUE TO (b)
| as heart faflure, asthenia, | rise to the above cause (o} stating
=) de. It means the dise’ the underlying cause last. . . .
o eaze, Infury, or complica- BUE TO (¢}
P tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
[} : : "Conditions contributing to the death but not
a related to the disease or condition causing death.
[ 19s. DATE OF OPERA- | 13b, MAJOR FINDINGS OF OPERATION L. . _ B 20, AUTOPSY?Y
= TION S o \
= ves (8 wo [
o 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (a.g..lnorabout | 2le, (CITY, TOWN, OR TOWNSHIF (COUNTY) (STATE}
b SUICIDE bome, farm, fagtory, strest, offics bldg., sve.}
Z HOMICIDE } ) .
g 2id, TIME - (Month) (Day) {(Year) (Hours} Zie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT 0T WHILE -
fi INJURY work || AT WORK ISTIX

2. | hereby certify I attended the deceased from __lﬂ__._ 18 , lo __2L2_, 19_5_1{, that I last saw the deceased
é/” -

altve on and that death oceurred at __li_:}_Q ., from the causes and on the date stated above.

23a, SI (Degmeol‘ title)T ) 23b. ADDRESS ] 23c. DATE SIGNED
M. D. Barnes Hospital - .- | 2/2/5}

248, AL. CREMA- | 24b. DATE Zéc. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, I‘.own, or uon.nty) : {5tate)
TIO! OVAL (Bpedfy)
Remova 2ul-54 Memory Garden Cem. IRockvilde, ‘Indiana.

WRITE PLAINLY

2% FUNERAL DIRECTOR™S SIGMATURE ADDRESS
w Albert He. Hoppe 4700 Washingtons

(Licensed Embalmer’s Summm on Reverse Side)

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE = =

FEB4 199>




STATEMENT BY LICENSED EMBALMER

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

- s LT 2 -3 P , Student Embalmer No.....-.....

working under my personal supervision..

Student......ciiimiiriiiiaie ez ieanaanes
Signature of Stadent Embalmer

Licensed Embal j No.. j/79

P. O. Address

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

< this body is not embalmed, fact 3hould be so stated above.

-




