- THE DIVISION OF HEALTH OF MISSOUR 58—016 40»7

:lli‘em LT APR 2 8 1958 STANDARD CERTIFICATE OF DEATH STATE FILE Numala )
<
rvice Ragistration District No, —w.ocurnmreiomisi q. 1 ~-Primary Registration Dmrlc!_Nil_a&S. _________ chislrar'_s No. 06_;__5___-_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Ruldcncc be!ou
. COUNTY . STATE b, COUNTY sion)
0 o : Missouri St, Louis
570 b CITY {IF outaide carporcte limits, give TOWNSHIP only) | Inside Limits . Ciiy lnside Limits
TowN 8P, LOUIS, MISSOURI Yes [J %o [ towv_ Clayton é & Yes[j Ne [
FULL NAME OF (If NOT in hespital, give location} | Length of stay in Tb d. STD%EET (1 outside, give |oc:|1iun) Reside on Farm
1 A
04 T ABARNES HOSPITAL o —*PPRESS 6340 Ellenwood Avenue| Yes[d N
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
v {Type or print) OF
JOSEPEINE WILLIAMS SANT OEATH APRIL 11, 1958
| 5. SEX \ 6. COLOR OR RACE| 7., ARR,EDE]NEVER warRIED(] 8. DATE OF BIRTH 9. AGE. ﬂ.’:.f.i:;; :n ur'{:.sn ; vfm ':.:. u.::nea 2:“::25.
Female White wooweol) | oworceol)|Oct, 11th, 1899 | 38 k] |
| 100. USUAL OCCUPATION {Give kind of wark dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12 ©ITIZEN OF WHAT COUNTRY?
i Ing most Uf ing litw, aven if retired) |1¥U$TRY P ‘
i ocusewl At Home UNK, Virginia . USA
| 130. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| ?
)} Otis L, Williams Clara Leslie J. Francig Sant
‘ ; 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.J 17. INFORMANT Address
=i (Yas, m‘ﬂ unl:mwn)l(ll ye1, glve gror or dotes of service)
2 ) None one |
' o 18. CAUSE OF DEATH (Enter only one :ausn per line for {a}, (b}, and {c}.} INTERVAL BETWEEN
! & PART ). PEATH WAS CAUSED B 0{ TﬁWTH
w IMMEDIATE CAUSE (a) ADENOCAMIMHA OF THE LEFT BREAST METASTATIC TO
‘ 5 LIVER
| o Conditions, if any, DUE TO (b)
> which gave rise 1o
L obove couse f{a), }
=z stating the under-
8 Z Iying cawse last. DUE TO {c)
I‘i o §= PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminat dissase eondition glven in PART | {a) 9. WAS AUTOPSY /7
4 i b / 7 J K ORMED?
1 YES No (]
- % 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.)
= w
T xB° (] C} B
3 243
v TEY| 0¢. TIME OF .Hour -Month, Day, Year- - - - e
z ajfs INJURY  a.m.
= : E] p.m. .
£ 5 204. lNJURY OCCURRED 20e. PLACE OF INJURY {a.g., inor about home,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- W WHILE ATD NOT WHILE O farm, factory, streat, office bldg., etc.)
5 9 WORK AT WORK ]
E 21. | attended the deceased from FEB. 28 1 ,to APRIL 1_1, lgsamd last sow i:l':‘ alive on APRH‘ ll, lgw
é Death occuya at . o . fmon the dote stated above; ond to the best of my knowledge, from the causes stated.
.. v 226 ADD/ 22c. QATE SIGNED
3 RN HOSPITAL
: M. D} "BARNES 4/12 /58
21b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county} {Store)
r
Bn| 4/12/ 58 Qak Grove Crematory St. Louis County, Mjissouri

{Licensed Embalmer’s Stotemant on Reverse Side}

24. FUNERAL DIRECTOR ADDRESS 25 PATE RECD. 8Y L EG. | 2 EGIS R*S SIGHATURE -
C. R, Lupton & Sons 7233 Delmar Blvd, iR 15758 ﬁ‘&w s
/e /:k%
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STATEMENT BY LICENSED EMBALMER _

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
bY Me, OF BY e s e saa s e s s s e nna .» Student Embalmer No. ........ccceaunee.
working under my personal supervision. N O E M B AL MTING

C. R, LUPTON & SOI*B ELMAR
SHUAENt oot st sn e naens Signed . . 7233 D BOL
Signature of Student Embalmer
UL gaa TTRT e Lt OTREA
{Jf.,f_' Ty ”" )

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
if this body is not embalmed, fact should be so stated above.

- . - . . P



