THE DIVISION OF HEALTH OF MISSOURIL
it STANDARD CERTIFICATE OF DEATH 59@%@%&236 """""

';:::::. !]LEU JUN 3 0 1959Regis!rmion_ District No. / 2 Primary Registration Districjﬁ_-_._ww _____ Regi:trar's_io_-.,g.%q .........

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence/before
%00 . COUNTY a. STATE b. COUNTY adm?ZI‘bl)
“‘Eﬁ»""”" Lawrgnce
1-57 . CITY (If outside corporgte limits, give TOWNSHIP only) inside Limits c. AR €Ay Inside Limits
OR i
TOWN__ Springfield Yes X1 No L] Town_Sarcoxie Yes[J Mo (X
c. FgLL NAME OF (If NOT in hespital, give location) | Length of stay in 1b 053_& S-Ir)RD%EE-ES (6f outside, give location) Reside on Farm
HOSPITAL CR . oA
o msTirution  St. John's Hospitdl h Rural Yos [X Na[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
[Type or print) OF
JASPER BAY WILLIAMS DEATH June 22 1959
5. SEX 6. COLOR OR RACE| 7., ccienl2NEVER marRIEDC] 8. DATE OF BIRTH 9. A'(‘:E (lf:';;:;; JS:JN;J’ER I;YEAR IE::DER z:d:-Rs.
Male .| White , woowen ovorceol)| June € 1893 86 " | "16 |
100. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mosi of warking life, even if retired) INDUSTRY A N e
Farmer Farming Lawrence Co, Missouri USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
E. ¥. Williams Mary Charles Verla Williams
15 WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yus, ga, or unknawn)| (IF yes, give war or d f sarvi .
(You. fig onkroen)| 0F yav, aive wor or dotos of varvica) Unknown Mrs Verla Williams,Sarcoxie, Mo
18. CAUSE OF DEATH (Enter only ons cause per line for (a), (b}, and (c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) MYocardial infarction 24, days

obove cause (a},
stating the undars

Conditions, (f any, -Hypertensive cardiovascular disees 10
which geve rive 15 } puETO ®) e Fears

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying couse loat DUE TO {c)
= = PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminol dissoss condition given in PART | (o} 19. WAS AUTOPSY /
£ P 4 2/ PERFORMED?
_% T YES[y] NO{]
- % | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HO# INJURY OCCURRED. {Enter nature of injury in PART | or PART I of item 18.}
= w
] U 0 O O
]
© U | 2c. TIME OF Hour Month, Day, Year
2 a8 INJURY  a.m.
g B p.m.
E 0d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE D farm, factory, street, office bidg., ete.)
§ WORK AT WORK
E 2i- | attended the deceased from June 9 " 19 59 . to June 22 9 1959 ond last sow :rr:‘ olive on Jun p l
H Death occurred ot I : 2 2 E a M. m on the dote stated obove; and to the best of my knowledge, from the couses stated.
g
; 22q. SIGNy g ao or fitle) o | 22b. ADDRESS 22¢. DATE S$IGNED
. f
 Geefhan & 1 Ja@®  w.p. |609 cherry st., Springfield, Mol 6/23/59
23a. BURIAL, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION {City, town, or county) {State)

REMOVAL (Specify)

a 6-~22-59 Red Qak Cemetery La Russell, Missouri.6-23-59
24. f{gw&gﬂlﬁ%an Funel‘al A?f&ﬁié 25. DATE RECD. BY LOCAL REG. 2. R T AR'S}IGNAT? mﬂ
iller, Missouri i - 02 4" "5-7 A p}g‘;._

{Licensed Embalmer’s Stotement on Reverse Side)
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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 DY ..eoriiiiiiiiiii i ., Student Embalmer No. ..................
working under my personal supervision.

Student ..o
Signature of Student Embalmer

Lfcensed Embalmer No, =2

P. O, Addresss- 7~ A

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI . (Failur
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. . D



