THE DIVISION OF HEALTH OF MISSOUR! 22204_

. Mo._300 R . ‘ . P
.| FILED JUN 21 1956  STANDARD CERTIFICATE OF DEATH State Fie No.... it T X
'BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. WO, J‘l 00 Registrar's No,.. 5_402_..
O 1. PLACE OF DEATH j 2. USUAL, RESIDENCE (Where decoassd lived. If lustitation: residence before
a. COUNTY a. STATE . b. COUNTY , adwision),
. Missouri St.louis
b. CITY ¢t outnid Umits, write RURAL and . LENGTH OF . CITY . ol
(If outside corpurats Umit, write Y m‘::.blp) gTAY N s s c /./o 7/ d.:.n&e;u%m within Lmits of
TOWN St, Louis, Mo, TOWN Berkeley '/ - 0
d. FULL NAME OF (If pot in hospital or institution, give strest addross or location) o STREET (If rursl, dn/loutinn}
HOSPITAL OR ADDRESS
ST OTION BARNES h‘ SEFTAL 8552 Leith Ave,
3 NAME OF & (First) b. (Middie) e, (Last) 4. DATE (Montt) (Day)  (Year)
( Type or Print) Edward F. Williams, Jr, ! DEATH  June kL, 1956
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| 17 unbEm | YEAR | o conen 0 wes.
WIDOWED, DIVORCED (8peeir; last birthday} Mcm.h-’ Days | Bours | Min.
Male White Married | Sept, 7,3900 I g5 I
10a. USUAL OCCUPATION (Glvedindof wock | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE
don.dummonnfvorkln.ll(l. -nnnli "';:: = DUSTRY {City asd State or Forsigs Ownl.ryl d lztg{;';}.ﬁt:,OFWHAT
Recelving Clerk-SHAPIEIGH Haw.Co, Newburg Missouri i Z U,S.A,
138. FATHER'S NAME 13bh. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥)FE
Edward F.Williams ] Eleza Thomas Alice B,.Thomas
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, o, or unknown} | _(If yes, xive war or dates of service) NO.
no none ‘ 0-12-5744 ice B W
18, CAUSE OF DEATH - ) - MEDICAL CERTIFICATION - ] o INTERVAL BETWEEN
| Enteronly cnecaussper | 1. DISEASE OR CONDETION ONSET AND DEATH
line for (e}, (b), and (5 | DIRECTLY LEADING TO DEATH®(g) _ Carcinoma of right lune 6 mos,

—— " (with metastases
“This dots mot mean | ANTECEDENT CAUSES ( )
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b}
az heart follure, asthenta, | Tise {0 the above eause (a) sating

ede. It means the dis- the underlying cause last, - - L

case, Injury, or complica: DUE TO (0
tion whleh cauged death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling {o the death bud not
related to the disease or condition cousing deafd.

52, DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION /63 2. AUTOPSYT
5/31/56 As above X ves [ wo [
21a. ACCIDENT (Brecits) 216, PLACEOF INJURY (e.s. Inorabom | 21c. (CITY. TOWN, OR TOWNSHIF) (COUNTY) STATE)
a%lﬁ}glEDE bome, farm, fnotory, sireet, office hldg., 630.)

[ 21e. INJURY OCCURRED | 211. HOW DID IRJURY OCCUR?

21d. TIME (Mouth) (Day) (Yesr) (Houn
. i . WHILE AT NOT WHILE
INJURY ;. WORK AT WORK

2. I hereby certify that I atiended the deceased from —May 21 , 1956, _...Ju.ne_h_, 19_£4, that I last sow the deceased
aliveon __Jung Li_, 1&.56_, and that death oceurred at _ 22 200 m., from the cauzes and on the dale staled above.

1| z3a. SIGNATUR, or title) Ll,zau ADDRESS 23:. DATE SIGNED
YA ITAIL 6/5 /84
24b. DATE 7| 24c. NAME OF CEMEI'ERY OoR CREMATORY 244. LOCATION (Oity, town, or county) * 7 (Btate)

REMA
TION MOVAL
encva

DATE REC'D BY LOCAL
REG.

Ceme

25, FUNERAL DIRECTOR'S SIGMATURE ADDRESS

Kriegshauser 4228 S.Kingshighway Blvd,

WRITE PLAINLY—USING UNFADING BLACK INE-—MAEKE A PERMANENT RECORD




A STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalrj
DY II€, OF DY o toiiiiriaciecreeroon o cbisaisaaanoe i tman st st e .., Student Embalmer No......c.....oud

working under my personal supervision..

2] RV Ts L3+ | A T T T LT T
. Signature of Student Embalmer

P. O, Address...........cccoiviveannnnas

. Note: The above MUST BE SIGNED BY THE LICENSED.EMBALMER in his OWN HANDWRITING. (Faily
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
T4 this.body, is not embalmed, fact should be so stated above.




