THE DIVISION OF HEALTH OF MISSOURI 4
17120

No.300 :
FILED JUN 10 1955 STANDARD CERTIFICATE OF DEATH 4010 File Moo ioomee
10.48 ’ A - ]
BIRTH NO. REG. DIST. .NO. Es l !s PRIIMR?’ REG. DIST. WO. J-0.0—SR:#I’:frar'.r Na....“l.ﬁ.@gm.
1, PLACE OF DEATH . 22 USUAL RESIDENCE (Where deconsed lived. I Institution: residence before
-a, COUNTY . a. STATE Missouri b. COUNTY adminaion).
b. %};Y (1 cutside corpurate timite, write RURAL and give " g_r A%NLSLH QF c. cgrg 4.1 Residence witho 1ty of
tow ) { s placs) » ¢l cotporuted town?
TOWN St, Louis, Mo, omn St. Louis A = =
d. FULL NAME OF i ol or Institution, gir or toeation) - STREET {If rurs!, give lpeation) -
HOSPITAL © y TN ADDRESS
oseimal ok B XRNES“HUSPTT AL A 3949 Delnar Blvd AI7F
36‘1&3\&%5%% a. (First) b, (Middle} 7 e (Last) | 4. DS;E (Month}  (Dag) {Year)
{ Tupe or Print) Jasgse NMN Williams DEATH May 2k, 1955
5. SEX 6. COLOR OR RACE | 7. ‘R"I‘?:)%R]EB' lglEVgFRi ?ggRlec%.) 8. DATE OF BIRTH 9.IiGE Un .vo;rn h'; ugc.n |D"r£;1‘| ; UNDER M HEd.
i {8pecity’ ¥, OB ours | Min.
Male A e Married Nov.16,1903 > Sl I

dons dtring moet of workling

10a. USUAL OCCUPATION (Qivekind of work | 10b, KIND OF BUSINESSD%ng{\; 1. BIRTHPLACE (City aad State or Foraiga ca“"”'/

12. CITIZEN OF WHAT
\ite, aven It retired} COUNTRY?

*Thiz doey nol mean
the mode of dying, such
as heart failure, asthenio,
dc. It means the dis-

r : Columbus,Miss.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND'OR W¥|FE
: Hosea Williams ) Beulah Barmes Birter Williams
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sscumTc;r 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea,no, or ypknown) | (I yes, giva war or dates of service) .
no " " none Birter Williams, 3949 Delmar Blvd
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only epeconsoper | I, DISEASE OR CONDITION - . t«L ONSET AND DEATH
“Jine for (a), (b), and (¢ | D!RECTLY LEADING TO DEATH® () Carcinoma of left lung (primary si mos.
Tris docs ot ANTECEDENT CAUSES ' with metastases

Aforbie conditions, if any, giving DUE TO (b
rise {0 the above cause (a} slating
the underlying cause last.

DUE TO (c}

cgde, infury, or complica-

tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the disease or condition causing degih.

19a. DATE OF OPERA-
TION

19b, MAJOR FINDINGS OF QOPERATION 20. AUTOPSY?

YESD NO@

21a. ACCIDENT {Bpacity) 21b. PLACE OF INJURY (eg., Inorabout | 2Jc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm, fastory, street, ofce bidg. . st0.)
HOMICIDE
21d. Té)l;‘!E {Meoath) (Day) (Year) <{(Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? . .
WHILE AT NOT WHILE
INJURY m | "omk L] "ATwORK _ IA 9.)(

alive on &,

2. I kereby certify that I atiended the deceased frem .._133-2-.—20—I 18 Jlo _May 2l 1965, that [ last saw the deceased

, 18 , and that death occurred at m., from the causes and on the dale slated above,

WRITE. PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD Q

i (Degree or title) f P 23b. ADDRESS " o 23c. DATE SIGNED
2 ) b q BARNES HOSPITAL |™ 5755

Fari A

%‘I%J'NBESMI g\ol'KLCREMA' 24b. DATE | 24s. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, oI county) (Stale)
{Bpeelty)
urigl 5/31/55 Washington Park St. Louis County, Mo
DATE REC'D BY LOCAL - 75. FUNERAL DIRECTOR’S SIGMATURE ADDRESS
[__MAY 27 1955 R, M., C.. Green Funeral Home, 4060 Wsshing

mM (Licensed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

DY INE, OF DY et e a———- Ceseeees . Studeﬁt Embalmer No.........
working under my personal supervision..

Student.........__... e easesasnssatescacozareearacnnnn
Signeture of Student Enbalmer

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

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

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




