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woglor, curenor, ig. must use Only sfondaord nomenciature in item 18, No symptams will be isted.

All diseases in Part | must be causally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

1ED APR 15 1999

Registration District No.

THE DIViSION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne.

-.29=-0086'70

STATE FILE NUMBER

Regiﬂrur'{ ﬁi"""z“s __________

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whete deceased lived. |f institution: Rujdqnceﬁefora
a. COUNTY Carr 011 o. STATE i issou.r 1 b, %\.{P 011 ° mlylon)
b. CEJTRY {If outside carporate [imits, give TOWNSHIP onty) Inside Limits c. C:JTRY ol 7 /] Inside Limits
Tow  dakendd iBn. Yos [ No [} rown CB&rrollton Twp. 2 | Yes[] noER
<. FgLL NACI'-%UF (f NOT in hospital, give location) | Length of stay in 1b d. STREET {Hf autside, give lacation) Reside on Farm
HOSPITAL OR ADDRESS
| ariorion ReF.De 7# 5 weeks R.F.D. 7# Yes (5} No[]
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Yeor
{Type ar print) . . OF
William Alvin Wlllls DEATH Aprll 3, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ({In ysars JF UNDER 1 YEAR| IF UKDER 24 HRS.
b7 MARRIED[ ] NEVER MARRIED[ ] - ] e oo h e
I m W wooveo® 2. owosceo[)| DEC+ 14, 1906 | G Hoon [Fonhs [Bors ™ [T | i
10a. USUAL OCCUPATION {(Give kind of work done | 19b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state er country} 6 12. CITIZEN OF WHAT COUNTRY?
duging most of werking |ife, sven If retired) NDUSTRY
T2Borsr Farm Carroll ton U.S.A.

13a. FATHER'S NAME

mwoas Willis

13b. MOTHER*S MAIDEN NAME

Pheobe iicNull

14. NAME OF HUSBAND OR WIFE

Warie Adkins Willls

15- WAS DECEASED EVER IN U. S, ARMED FORCES?
(Ves, no,-or unknown)
NG

(If yes, give wor or dates of service)

16. SOCEAL SECURITY NO.| 17. INFORMANT

500-07-503

narlie Willis 406 E 3rd St.

Address
carrollt

18. CAUSE OF DEATH (Enter only one couse, per
PART |. DEATH WAS CAUSED BY:

IMMEDHATE CAUSE (o)

line for (0}, {b), and (e).}
4

INTERY Al BETW,
ONSEAAKT Eﬁ

Conditiens, if any, DUE TO (b)
which gove rlse to U_w dl Lot bl
above cause (al,
stating the under- :
g lying couse lost DUE TO {c)
" PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dizsass condition given in PART | {a) 19. \;EsépgTOPSY
RMED?
£ Hoe| | el
= | 0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART [ or PART il of item 18.} -
w
o O O a
§ 20c. TIME OF  Hewr  Month, Day, Year
2 INJURY a.m.
F p.Mm.
20d. INJURY OCCURRED He. PLACE OF INJURY {e.g., inor obout hame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, loctary, sireet, office bldg., stc.}
WORK AT WORK ) /

21. | attended the doceased from

occurredyat

——r— o
. to nﬁusr meizm:ulive on
m on fhe dote slclJtid ve; and to the best of my knowledgefffrom the cousay/stated, E]

<

A / (Degyeforfitle 225 AJERESS W A2 /ATE s
¥ LA,
. 'A"/Lf M TN : 2. AMM . y, ; z
23, slriaL, CremaTioN, | 23 DATE . 23c. NAME OF CEMETERY OR CREMXTORY 23d. LOCATION (City, fovd, or county} (Stats
EMOVAL (Specify) . .
Bur{a®™ | 4/5/59 Oak Lill Cemetery Carrollton iio.

24. FUNERAL DIRECTOR ADDRESS

1arshall Funeral Home

25. DATE RECD. BY LOCAL REG.

Carrollton 4—6-57

26. REGISTRAR'S SIGNATURE

Kindoit Caised

AN

{Licensed Embalmer”s Stotement on Reverse Side)




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 DY i ie et ee et ree e cncneasasar st s b s nssasarnrnbiransnastasarnts .» Student Embalmer No. .........

working under my personal supervision.

SEUAENL -ecvvvveierirenseetensessannensesenensenansas - Signed t@p)}z jz&éf&z—; ..............

Signature of Student Embalmer o
Licensed E No.f’"g(é?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING. (Fa:lure
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.




