X THE DIVISION OF HEALTH OF MISSOURI P4
o ﬂ D JUL 13 ; STANDARD CERTIFICATE OF DEATH Stte Fite N v
| BIRTH MO, ' REG. DIST. WO. Z Q é PRIMARY REG. DI13T. mm Regutmr:Na.l ?.Q... .
1. PLACE OF DEATH j 7 2z USUAL RESIDENCE (Whers decessed lived. If institution: residence befors
. COUNTY . STATE ;. . .
0 .= Jackson : Missouri b. COUNTYP
. b. CITY (2 cutside corpurate limits, write RURAL and give g'Tkli’E:‘hThpE: €. Cg;{ . . . aw
towneh], ) »
TowN .  Independence " TOWN  Lexington yes‘fg N
d. FULL NAME OF (f act ia houpital or inatitution. xive sirest address or loeation) «- STREET " (f ranl, give looation) L7 y_l-—
f HOSPITAL OR . : ADDRESS
INSTITUTION Sanitarium 369 S, 8th St. /
" S.gAME OF Y (First! ] b. (Middle) . c. (l..-ast) 4. 9611-: (Month)  (Day) (Year)
ot { Type or Print) William . He - Williams oeath July 6, 195L
5. SEX D 6. COLOR CR RACE | 7. #&%. gll-:\\,.rga MARRIED, 8, DATE OF BIRTH 9, 1:’fE [ n;-n ; nu::? 'nﬂ I GNER W xS,
. X RCED tw o Hours | Min,
male white married QOct. 20, 1929 21:_____,____, l |
m:;.. usuALSEEngou | (Qbvokiod o work 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (00 j State or Forsign Country) C 12, cgr“ﬁh{'?rmn
orer Construction Liberty, Mo. .
13a. FATHER'S NAME . . 13b. MOTHER" S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE
| Jack:Williams . . | Bessie Munkers i Evelyn Williams _
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY 1. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yes. 0o, or unknown) ulmuumntdnh-d—-vh) . N " N .
yes Korea W“JV“‘WWYL Chage. W. Williams, Excelsior Springs, Mo.

18. CAUSE OF DEATH - j AL CERTIFICATION 'mﬁgm

| Enter only cnscamseper | . DISEASE OR CONDITION

lins tar o), (b), 8ad 9y | PTRECTLY LEADINGTO DEATH® ¢

the mode of dytug, such | Morbid conditions, if any, gising DUE TO ( = (ol 4 d &,

as beart fallure, asthenia, | rise to the abooe couse (o) stating - ] )

de. Jt meany the diz- ihe underlying cause lost. W )‘éa

eqie, injury, o '3 DUE TO (¢

tion twhich coused decth. | 11, OTHER SIGNIFICANT CONDITIONS /Z _
Conditions contributing to the death but % Z / ¢
related to the disease or condition cuuting ;Mﬁ%@ f) Ad-éﬂ 57

19a, DATE OF OPEFBA- 19b MAJCR FINDINGS OF OPERATION 0. MOPSYT

- sl o OO
21b. PLACEOF INJURY (o xtnor sbext | 2lc. (CITY. TOWN. OR TOWNSH ' (shm

SUICIDE fastory, bl eve)

Homcmé)da%

2ia. TIME (Monsh) (Day) (Year) "] 210. INJURY aﬁnnm 2. w DID INJURY ;7@0
mm.EAT ROT
NJURY 7—6-64 722 AT WORK Méé:régg__

_*This does nol meas ANTECEDENT CAUSES <

WRITE PLAINLY-—USING UNFADING BLACK INK——'MlAKE A PERMANENT RECORD

22. I hereby certify that I ammded the d d from , 19 , that I last sato the deceased
alive on , 18. , and thal death occurred at 11 365 from the causes and on the date stated above.
1, SIGNATU ‘ Zc. DATE SIGNED
22 25040 43 KCad | 725 5
2a. BE&IAL CREMA- | 24b, C# ; 24¢. LOCATIEN (Oity, town, or county) (Stdte)
Kemovat I 7//5L I known Lexington, Mo,
DATE REC'D BY LOCAL ! 25. FUNERAL DI HE ‘S SIGNATURE ADDRESS
REG.
7/~ 7 ~ 5 gé . Q . Lo N Independence, Mo,
i s Staternert on Reverse Side) - ]




STATEMENT BY LICENSED EMBALMER

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

by me, or by ... T , Student Embalmer No............

working under my personal supervision..

R 40 T 7= ¢ X A
Signature of Student Embalmer

P. O. Address U7 ot

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I¢¥ this body is not embalmed, fact should be so stated above.




