All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLEI

FILED NOV 15 1957

Raglslruuun District No. oo 31

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

&nmury Reglsirohon Dls'ru:'l No. _ 100

37999

STATE FILE Ni‘m 1
3_ .......... Regislrar s ‘.........A......? ............

13e. FATHER'S NAME

W

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldancg bcinr.
. COUNTY a. STATE b, (t)umv o mi s sion)
JSt, Louis /
b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
R Yos [ Na[] OR 0 Yes[] Ne[]
TOWN S5t, Lowis Mo, o3 TowNn  Univorsity B tv o8 °
I c. FgLrL. NAM%F?F (If NOT in hespital, give location) | Length of stay in 1b d. STREE';S (If outside, give location) Reside on Form
HOSPITAL ADDRE
i ML iNsTITUTION Jawish Hogtn 27 2300 Chamberlain Yes [J No [
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y ear
(Typa or print) oF
WILLiAM C. POWRLL DEATH 10 25 57
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0l F UNDER i YEAR| IF UNDER 24 HRS.
(' AR%DE NEVER “ARRIEDD last Li’:';;:;; Months | Days Hours ] Min,
Male W, wioowen[ ] ovorceol ]y Jan 11,1887 20
I0a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, avan if retired) INDUSTRY B Z‘ )
Hanager aird Texas »5, A,

Sarah

13k, MOTHER'S MAIDEN NAME

Iane

14 NAME OF H_UéBAND OR WIFE

Roanlind

%. Powall

no

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?

{Yes, no, or unknown)| {Lf yes, give wor or dates of service)

15. SOCIAL SECURITY

b,Q'?...'! 89774

NO.{ 17. INFORMANT

PART 1.
IMMEDIATE CAUSE (a)

j

Conditions, If any,
which gave rise 1o
above cause (a),
stating the under-

18. CAUSE OF DEATH (Enter only one cause per line for (a) (b}, unJ(c) )
DEATH WAS CAUSED BY:

',W

Mra Wm Pn'ue],l,_?g.ﬁo_ﬂha.hhen'lg{n

Addrass

INTERVAL BETWEEN

Oglz w.ﬁﬂ-ﬁ

DUE TO (b) M

Ve

/-‘Mr

’V/

?

i’\SI\

- Death occurred ot

Gt 617

z lying couse last. DUE TO (c} s
= PART il. OTHE CANT CONGITIONS CONTRIBUTING TO TH but not related to the :.rmlnal..dlaouuu con) given igl¥ART | (\D\ 19. WAS AUTOPSY
: T e
i \ YES[ ] NO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED (Enter noture of injury in PMRT { or PART Il of item 18.)
{1t}
v O O O
S0 %0c. TIME OF .Hour Menth, Day, Yoo
a NIURY  a.m.
k. p.m.
20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
W'HILE ATD NOT WHILE | farm, foctory, streat, office bldg., etc.} -
AT WORK Py N\
| 21. 41 anended the deceased from L1 and last saw T i®Tive on

#_.m on the date stated above; and to the best of my kno

ge, ipfm the causres stated.

22a. SIGNA (Do re, DRESS 22: QAT SIGN
23a. BURIAL, CREMATION 23b. DATE 23c. NAME OF CEMETERY OR CREMATCORY 4 23d. LOCATION {City, town, or county)} [gln!-]
‘B- - REMOVAL (Specify) - _
emova 10/28/135? Valhalla St Tonia Bn Mo S

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

Mayver 4356 Lindell Blvd

OCT 2857

(Licenssd Embalmes's Statement on Reverss Side)
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. : , 7 tY ASTATEMENT BY LICENSED EMBALMER [ .
' I hereby certlfy 1that the body whose name is recorded on the reverse side of th1§ cemfxcate was embalmed
- o . —-""-a."\“-\i \‘..-.__ .. “ -.‘-\"m“- ~ ‘-*-'k"l:-\.‘;
by me, or by ..... vevanes TN D , Student E‘,mbalmer No..........! U
working under my personal supervision. - -
Student ..... bttt raraaeie et rrtaen N e Signedh
: . Signature of Student Embalmer\ -~
R N ezl R S e T
. Sl PERALON . o LTy g -‘L ensed Embalmes;
RN . - b -
. ' | .. o R P Q- Address,ﬁ 7 -
ERSCARN N SRR P = e N SR O NI '
N Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING. (Failure
to comply with the above constitutes grounds for revecation 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.




