THE DIVISION OF HEALTRH OF MIBSOURI ¥

Mo. 300 3 :
2 | FILED FEB 24 1955 STANDARD CERTIFICATE OF DEATH tate it o DDAD.
- i
| BIRTH MO. REG. DIST. NO. / V/? PRIMARY REG. DIST. MO. _,Le.l-” ea:'mar‘f‘No _....5..8_51,.*_.
1. PL£CE OF DEATH . 2. USUAL RESIDENCE (Whers decossed lived. I instlwtion: residencs befors
a. UNTY a. STATE b. COUNTY adinisslon).
O dJackson . - Missouri Jackson
b. CITY {1f cutaide corpurats limits, write RURAL and aive . LENGTH OF . CITY : Residence whbtn lmits of
OR I? E 3 tu " " townahip) gTTdhahphn) ¢ OR “-'my M"’“,,‘:S
g Town . hansas Y ays TOWN Tndependence yeg™ 0.
d. FULL NAME OF qr bospital or fnstitation, . STREET )
o HOSPITAL OR 1o b i s sddrssoromebn) |- aboRess (it sl @ lomation) oS
3] insTiTuTion  Lakeside Hospital 102l Parker Ave. /
a 3.I;‘EACME O'E o {First) b, (Middle) ¢. (Last) 4. DATE (Month) (Day) {Year)
H (Type or Print) Nell Ty Williams DEATH Feb, 3, 1955
z 5. SEX + | 6. COLOR OR RACE | 7. MARRIED, NEUER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yaars| IF UXDER 1 YEAR | & UWDER 4 AR,
g | WIDOWED; DIVGRCED (ipactiy) 3 grisiar)” | Monsa| D | Houns | i
3 female white marrie ! une 23, 1885 _ '
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE . ) =
[ doneduring most of working e, even if retired) | + DUSTRY {City esd State or Foraign Country) G UNTEN ST WHAT
B Housewife self -emp]oyed Snencf_t,__lcﬂa / USA
< I.!ﬂa FA‘I‘HER 5 MAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥IFE
. Wms N Holbroolk 1 _Ellen Ostranger Dan S, Williams
k¢ | 15 WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § 51GNATURE OR NAME ADDRESS
(Yoo, 00, or unknowa) | {1f yes, ive war or dates of service) NO.
g no none none Mr. Dapn S, Wllllams, Igdepengengg, Mo .
-I =+.{1-18. CAUSE OF;DEATH- . va erweren we . o MEDICAL-CERTIFICATION ... .. , IgTERVAL BETWEEN
4 \|| Enteronly onecauseper | 1. DISEASE OR CONDITION ¢ AND DEATH
7 ine for (), (b), and () | DVRECTLY LEADINGTO DEATH'(a)
%] if does ot mean ANTECEDENT CAUSES, | \
9 f dring, such | Morbid conditions, if any, gising PUE TO (5)

, 3 rlutatheabnea:me(c)mhm ’
ure, asthenia, i lying cause Last, . e

i one the dis-’ .
o v, or compli ' DUE TO (c) 3 >
= caused decth, | TI. OTHER SIGNIFICANT CONDITIONS . & } roCendC A )
& \ Conditions contributing to the death but not- ﬁ 7 77“’ % “'"7 ')/DL“
a L related to the disease or condition cauting death,
[ DML OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . . CL .| 20. AUTOPSY? .-
- 'g\ - - TION ’ g
= - - ves [ wo
o 21s. AOCIDENT (Bpecify) 215, PLACE OF INJURY (s.x.. norabont | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
v SUICIDE - - . homs, larm; factory, strect, o os bldg., et0.) i
=Y - 'HOMICIDE e T L
'.g . Jr219. TIME (Moath} (Day) (Year) (Hown) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
T - | wHRLEAT NOT WHILE
J_' INJURY - .= | “womk AT WORK : . —
8 |22 I hereby certify that I attended the deceased from 1088 10 2l D 1985 | that 1 last sow the decessed
é ' alive on , 1921 and that death occurred at 3.5_2_P m., from the causes and on the date siated above,
E 2. SIGNATU (Degros o utig‘)_ 23b AD) ? J 23c. DATE
M UTF o au L - 2/ f J
E TION EMQV A- uyATE / -24c¥NAME. OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) VAN [C0)
(Bpesity)
g I? 5'11 /1/55 Mt. Washington Cu. _ Kansas City, Mo,
DATE REC'D BY L%CEA(\;L REGISTRAR'S SIGNATURE FUNERAL DIRECTOR 8 SI1GMATURE ADDRESS
L. P B Pt Irpalell DR Zire iy Iniependence, Yo

(Licensed Embalmer’s Statement on Reverse Side)




..

STATEMENT BY LICENSED EMBALMER

v

o

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

DYy ME, OF By i

atd & 2 ad)

Licensed Embalmer No.. 7[é€

P. O. Address >3 .)/

working under my personal supervision..

32T 17 L A N
Signature of Student Embalmer

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 handwriting.

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




