t, Haalth,

. & Welfore

5. Public
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5. 300
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Doctor, coroner, stc. must use only standord nomenclature in item 18, No symptoms will be listed.

All diseases in Part | must be causally refated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1D SEP 29 165Gsration diswict vo. L 7T

Primary Regnstm!lon Dulrlr.f No. .j:_é_é__z______ Regnstmr s No. Zé_j_________

_____ 58-033420

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decaased lived. If institution: Residence before
a. COUNTY Lincoln o STATE Misgouri b CONTYSt ChLiTs" ,_f
b. CgrRY {1f outside corporate limits, give TOWNSHIP only) Inside Limits ClTY Inside Limit
om Bedford Twp vee D ne [ {01903 10w Foristell Yes[f Mo ]
c. }lflglgl!"-l':’q:l}fEOOF {If NOT in hospital, give location) | Length of stay in 1b d. iB%%EE-gs (if outside, give location) Reside on Form
hetiotionLincoln Co Mem Hbsp 2 Dys Yes (3 No [
3. FT:A:E gir?nEthASED First Middle Last 4. Dé;E Month Day Year
Louvenia Willlams oeath Sept 16 1958
. SEX . COLOR OR RACE f 8. DATE OF BIRTH n year \ .
5 Female ; CWhite CEy 7 ::;T:ESNEERD:AV:R:;:EE Peb IO 1867 9. ASE‘IQ'"'{‘"; L:cu:ﬂaiz ;:,EAR I:ol:lJ:DE[R 2:\5?..“

10e. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

ring mos working life, even if ratired) INDUST
Housekeeper ' own  Home St Charles CO Mo O |U.S.A
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF H_USEBAND OR WIFE

N.E Williams

Katherine Bowman

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16.

(Ycl,_n‘a i \m)l {If yos, ninow or dates of service) N

SOCIAL SECURITY NO.| 17. INFORMANT
Oone "~

Address

Bertha Willllams Foriatell MO

18, CAUSE OF DEATH (Enter only ona cause per line fo

PART I. DEATH WAS CAUSED BY: ,7/.
IMMEDIATE CAUSE (a) ¥

r {a}, {b), and (c)7)

Yo e lsiey

Al

INTERVAL BETWEEN
ONSET AND DEATH

Cenditions, if any, DUE TO (b}
which gove rise to

cbove covse (o),
stating the under-

Cdivt oo
%&%J (Gncll et

1792

é lying couse last. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONQITIONS CONTRIBUTING TO DEATH Lpt ne r-lelul 1o the termingl disecss condltion given in PART | (o) 19. WAS AUTOPSY
3 M PERFORMED? .:L
T YES[] NO [&—r
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
u 1 (| O
G| 20c. TIMEOF .Hour Month, Day, Year
o INJURY am.
E3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATL__] NOT WHILE 0 farm, foctory, street, office bldg., etc.)
WORK > AT WORK

.

‘7/ /G/IX and last

Iunejé/’/e deconed .(//fC//f%
Death peturred at

Af

Z /77 TF

!cw_un alive on

m on the date slured ubove, and 1o the best of my knowledge, from the causas stoted,

22b. ADD

/2,

Iy

5y 1R

230. BURIAL, CREMATIDN

Burial” | Sept I8 /sé

Z3b. DATE

3¢ NAME OF CEMETERY OR CREMATORY

Wright City Cemetery

=

23d. UéATIOH {City, tawn, or county)
}aéri ght Clty Mo

(State)

24. FUNERAL DIRECTOR ADDRESS

ieb urg Furn & Und CO wri

25 OATE RECD. 8Y LOCAL REG.

26. REGISTRAR'S SIGNATURE

o«

ght City 9. /7- I F

KOs

d Embel on Reverss S5ids)

e . A




-
1

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, ?f)!{ .......................................................................................... ., Student Embaimer No. .........ccceuenens

working under my personal supervision.

STUBENE wervevevieereeeeerereesseseserereessvenes e AT g ...
Signature of Student Embalmer é é

. Licensed EmbalmeqNo...‘.é....... cofte

. P. O. .Address..Zad/...' CL/‘!

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’ ING. (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, fat_:t should be so stated above.




