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¢, U7 WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FLED JUN

" THE DIVISON OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

141957

TDedo7.907 0

' BIRTH MO. REG. DIST. MNO. ;gjio__ PRIMARY REG. DIST. NO! 33 Registrar's No. .....?_f.....,.........,..
1. PLACE OF TH 2. USUAL RESIDENCE (Whee decensed lived. If institution: residence before
a. COUNTY a. STATE Y b. COUNTY adinimion).
ACLN Missouri Macon
b, CITY (11 outcide corpurate Limita, writs RURAL and xive c. LENGTH OF . CITY (If outelds corporate limits, write RURAL and give township)
wwuhip) *STAY (in this place) 0
TOWN 6 TOWNR"ra] s a]n!!t TW'D. A bl
d- FH(ID_SLPP"FME QF (If not in honphl] or institution, give streot addrom or location} ASDTDRESS (at rural, give location = [
insTiTUTion 3 miles S.E. of Ethel 3 miles S.E. of Ethel
352%!\&5 Q%FI‘D a. (Ffrst) b. (Midtﬂe) JU .(Laat) 4. DATE (Month)  (Day) (me_)
(Type or Print) /T NN/ 7 £ L ATHE FINE Y7L AMS DEATH o nE 5 /F8T
5, 5EX / 6. COLOR OR RACE | 7. MARF&IEB. BF\\%&CIEIBRRIED, | 8. DATE OF BIRTH B.hA.GE (I n)an n: m:.n IDM I WNDER U WS,
. Bpecif; t birthdsy: nf h:
F. WVhite oW G TTan .9, 1868 89 4 |2‘g °“"|M‘°
10a. USUAL OCCUPATION (Givekindotwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foreign country) | 12, CITIZEN OF WHAT
done during mmot'nr Life, avat If rotired) USTRY 5 - COUNTRY?
Housewi Owvn home g d )///AL[j «Se
I_3n. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William D. Williams Margaret Jones John J., Williams
15. WAS DE:;EASEI)D EYIER IN‘IU S- ARMdED FIORE'EI 16, SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Worr oo™ | (Tgdnmrlorel™ oy 47 P/ Mres. Winifred Evans,New Cambria,¥o.

8. CAUSE OF DEATH
. Enter only onecause per
line for (), (b}, and (c)

*This does not mean
the mode of dying, such
as beast fatlure, axthenis,
elc. It means the dis-
cate, injury, or complica-

MEDICAL CERTIFICATION
Medullary Failure

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH‘(a)

INTERVAL BETWEEN
ONSET AND DEATH

ANTECEDENT CAUSES

Sepsis

Morbid conditions, if any, giving DUE TO (b}
rise to the above cause (a) dating
the underlying caouar lost.

DUE TO (c)

Complication of hip fracture

tion which caueed decth,

tl. OTHER SIGNIFICANT CONDITIONS

Conditions contributing Lo the death but not
related to the discose or condition cauting death.

~

—_—
2. AUTOPSY? (7

cerg'f that I atte
alive on _.ZSL,

19 , and that death occurred at

nded the deceased from é,[lhz__, §9.i6,

ISB 7{[5 ;}F PERA- | 13b. MAJOR FINDINGS OF OPERATION
TION Fracture of Hi
O/L/5 _ P ves (1 o [
21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY {e.g..n oraboas | 21c. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
SUICIDE home, larm, Ingtory, strest, office bldg., eto.)
HOMICIDE
21d. TIME (Month) (Day} (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILE AT NOT WHILE
INJURY m. | “work AT WORK
22. I hereby lo 6/ L;T/ , 18 57 , that I last saw the deceased

, Jrom the causes and on the dale stated above.

23a. SIG

l?o% %_zau ADDRESS M 77/0 l

23c. DATE Sl%N'ED

6-7-37

24a. BURIAL, TR
TION, REMOVAL CBudfr)

Burial

24b. DATE 24c. NAME OF CEMETERY QR CRE
PTune -'? 1957 New CambriaCeme:

ATORY 24d. LOCATION (City, town, or county) (Etate)

New Cambria,H¥o. -

8Y LOCAL

Lle/

S— REG,

5. EFAL DIRECTOR S 31 GNATURE ‘ADDRESS

{Licensed Eml:hlmefl Statement on Reverse Side)




/y“\//,y P‘l':’ 3“q

JFLGHG oN 13 oD

veanaaden

STATEMENT BY LICENSED EMBALMER

PPN |
.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me.'or-h-:.—_-.-..—-—..—.-.m.....

Student Embalaer Mo, e

e e A a e g R T TR RSN TE LR T dnd mmbdme s dmn e sa e nans . .

Signed. ... . iseesarcncrsanananraans YT Y TITINT) - : \ Liclensed Embalmer No 7///?

'

Student Embalimer .
P. Q. Addre:.s%M&. 2o et

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,) ‘ :
If this body is not embalmed, fact should be so stated above. K




