tealth, THE DIVISION OF HEALTH OF MISSOURI _-_muwss_mgzzlil ______

 Weliore STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public )
Service 1FQ J“L 1 1 {QRRsistation District No . ___..... A f ,,,,,, Primary Registration District No. ____ 7 ég—&f-{ﬁesmm s No., 2(822-""—
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res‘;dence b)eforu
. COUNTY a. STATE . b. COUNTY gdmission
00 ° Jackson Missouri Jackgon
1-57 b. C|0TRY {If autside corporate limits, give TOWNSHIP only) | Inside Limirs < chY Inside Limits
town Kansas City Yos (=5[] TOWN Karlsas City Yes[?NnD
I 6 ¢ r‘ggé_l_;_lAM%OF {/f NOT in hospital, give lecation) | Length of stay in 1b ,y’\ . SBR%EE'];S (If outside, give locotion) Reside on Farm
AL — ADD|
INSTITUTION. General #2 92\1 Y4 ﬂ 0 1708 Troost Yes (] No [&=
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typw or print} . OF
Luther Williams DEATH June , 1958

5. SEX 6. COLOR OR RACE| 7. 8, DATE OF BIRTH 9. AGE (In years IF UNDER i YEAR| I1F UNDER 24 HRS.

2 MARRIED[ ] NEVER MARRIED] -
lasg birthdoy) | Months | Days Hours Min.
; Male Negro wiooweo[ ] @ mivorceo[] Jﬂ I‘la?r{/ff7 &! ]
1 10a. USUAL OCCUPATION {Give kind of work done | 16b: “KIND OF BUSINESS OR 1. BIRTHPLACE (City and state ar couniry} ° 12. CITIZEN OF WHAT COUNTRY?
ring af worki ifey aven if retired) INDUSTRY
; 21" NI R S E0ALIA, NMD. U S A -
g 132 FATHER s NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
PET‘[A’ W.Wifl1ams | MrnRY T ANE —
- 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
3 Y , knawn)| (11 yes, giv d f survi . .
- VEL G W SO0 9A-¥32 o Agnes Williams 1715 Lydia
18. CAUSE OF DEATH (Enter dﬁy ona cauge per line for (a), (b}, and {c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY ONSET AND DEATH

IMMEDIATE CAUSE (a} _Bronchial Prwumonia

Conditions, if any,

DUE TO (b)
which gave rise 1o }

above cause [a),
atating the under-

+
lying couss lasr DUE TO (<) ‘4 q ’

PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termingl dizsenss condition given in PART | (g} 19. WAS AUTOPSY
PERFORMEDZ 9.

Malnutrition and Dehydration YEs[] NO
0. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
a | O
20¢. TIMEQOF Hour Month, Day, Year
INJURY a.em,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor abouthome,] 20F. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
WORK AT WORK

21. | ottended the deceased from June 2’ 1958 ioaiune ll-, 1958 and last saw :I"; alive DnJune li-’ 1958

8: L r’m on the date stoted chove; ond to the best of my knowledge, from the causes stated.

ae or title} o 22b. ADDRESS T2c. DATE SIGNED

BURIAL, CREMATION, | 23k, DATE 23c. NAME OF CEMETERY OR CREMATO! ?CATION (Ciry, town, or county) {State)

LRIAL é—/o —/rm BLu€ Aiot e Lmww | faning Ly, g

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26- REGISTRAR'S SIGNATUR'E’ .
4 HC, Iy | fok-s7 | Zprm ZherenldV)

s 5t an Reverse Side)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF'PQSSIBLE

23a.

© Alldiseases in Pert | must be cousally raloted.

E. Frank Fllis




.

STATEMENT BY LICENSED EMBALMER

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

DY B, OF DY ittt et eer et e i st t et aasea e na s ra s ann s trne . , Stu;lent Emba'li'ner |\ £ T

working under my personal supervision.

Y 1 La (= 1 1 PP AT R U
Signature of Student Embalmer

Lice;ised Embalmer No..........occvvunnnns

P. O. Address.....cccceivniiiminieiiiiiisnns

- = 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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




