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PILED JUN 4 1956

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

17102

Stote File No. o osmemsimssisesrrasmasens
! GIRTH ND. REG. DIST. MO. _A_ff_L PRIMARY REG. DIST. mé_&&_ﬂ_ Registrar's No. ./
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decensed lived. 1f inatitotlon; rexkdencs befors
a. COUNTY . 5 a. STATE b. COUNTY . _admimlon),
New Madrid Missouri New Madri,
b, CITY (I outcide corpurate limit, writa RURAL and '}'&nm gTALYEr;EEI. ££ c. C(l)Tgf d ﬁ'.',‘&""““ mmn ‘&:7 2
TS Lesieur Twsp. TOWN  point Pleasant
d. FULL NAME OF (If not in hospital or § ion, give strect add ar location) o. STREET (If raral. gdvo location) a
HOSPITAL OR N . ADDRESS
INSTITUTION 2miles S, of Point Pleasint
s,rl;uE%héE s?a’i: s, (First) b. (Middie) ¢. (Last) | 4. DATE (Mouth) (Day) (Year)
{Typeor Prine) ~ Fd Williams DEATH May 18 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| I UDER 3 YEAR | IF CWDER 21 ks,
u WIDOWED, DIVORCED (5711 _ Last birthday) Monm, Days | Hours | Min.
Male &/ Colored | Married Dec.25 1887 88, | 4 l
10a. USUAL OCCUPATION ‘eklnd of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . -
:oudnﬂnc most of working ll(f‘.:.l':em.u roalh:'d) - DUSTRY . (&.ty and .s"" or Forsiga Country) utgll;er'lz'EhY"?OF WHAT
Farmer Detrit, Michigan U.5.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Unknown . Unknown ) Vi iams
i5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL- SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.n0, 07 u.nknon) (If yos, give war or dates of service) NO.
: Clay Williams- P01nt Pleasant ,iio

*||. Bnter only onecanso per

18. CAUSE OF DEATH . . . - -
I. DISEASE OR CONDITION

Itne for {a), (b), and (¢) | CIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES
Morbid conditions, if any, gising DUE TO (b} _,

*This does not mean
the mode of dying, such

MEDICAL. CERTIFICATION

INTERVAL BETWEEN |

. ‘ ONSET Aﬁ DEATH |

¥

rite lo the above couse (o) stating

s keart fallure, {a,
ar heart follure, asthenia the underlying cause last.

de. It meana the diy-

case, injury, o complicar DUE TO (¢)

%Ro-«?‘u-h & / fmn
v

11, OTHER SIGNIFICANT CONDITIONS

Oondilions contributing to the dealh but not
related to the diseave or condition couring deaih.

tion which coused death,

19a. DATE OF OCPERA- | 190. MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
i 44 3 x
ves (1 wo J
21a. ACCIDENT (Bpecify) 210, FLACE CF INJURY (sg..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . hotme, farta, faglory, street, offine bldg., 410.)
HOMICIDE . .
2id. TIME {Month) (Day} (Year) (Houn) 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT ] NOT WHILE
INJURY WORK AT WORK
22, I hereby. certy y that I attended the deceased from __-M': 1954, 10 M19L that I laet saw the deceased
alive on 18 , and that death occurred at m., from the causes and on the dale slated above.

{Degree or title)

(0 0 2

B N/ S

23c. DATE SIGNED

Ar/-SC.

D Wyl — Dbl

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

’g&n‘ia‘lr.&cnzm 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county} (State}
{Breolly}
Bur1 al 5-.24-56 Portageville Cem Portageyilie, Mo
DATE REC'D BY Loc.;\;l. REGJSTRAR'S SIGNATURE, 25. FUNERAL DIRECTOR'S 816MATURE ~ ADDRESS
/1/4 1 ¢ Ponder Funeral Home-Lilbourn, Mo.

R Side)

(E“mdrlr I-l'

on




pATE Receivep_ MAY 28 1956
NEW MADRID CO. HEALTH CENTER

STATEMENT BY LICENSED EMBALMER

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

[3T2E 2 T < N -3 PP P » Student Embalmer No.........

Student . ... it Signed £ f. 2. L {40, z’- M ............

Signature of Student Embalmer 3
' Licensed Embalmer No....s.j...

working under my personal supervision..

P. O. Address ™~ % ¥ ...

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.

1€ this body is not embalmed, fact should be so stated above,




