MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ '_ﬁ 3=-00 1345
PEPARTMENT oF PU BLI:&THT:I::::’:: :o.w_fi-_’:nsg_lg}‘rimnw Registration District No. 1003 i No. qm_gg_h STATE FILE NUMBER
_:n;____...mu.a__;_m

DO NOT WRITE AME RS Regisirar'y
ON THIS STUB NOED H-ED—JANS-5

1. N.A_CE_OE DEATH . 2. USUAL RESIDENCE {Where deceased lived. If inatitution: Residence before
a. COUNTY a. STATE . COUNTY
Missour? sdmission)
b. CO“: (I outside corperate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

TOwN St. Louis - ) Town 5t. Louis Yes O No O

c. FULL NAME OF (If NOT in hospital, give location) Inside ‘Limity d. STREET {If cutside, give Jocetion) Reside on Farm
ADDRESS

Wi DOA Homer G, Philligawo o 4363 N. Market YO NoO

VS 300
Rev. 4/59

~JOATE AMENDED

3. NAME OF DECEASED Firat Middie ~ - . Last 4. DATE Maonth Day Yaar
OF o ’

{Type or print)

Tilford W peATH January 14, 1963
5. SEX 4. COLOR.OR RACE 7. Married Never Married [] [8. DATE OF BIRTH | 9. AGE:[last birthday) |IF UNDER™) YEAR ] IF UNDER

Widowed: . Divoreed Months | Days Maurs Min.
Male Negro o vereed U B/31/ 89 73
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND QF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during T:f-iﬁ 5?3&1!&, wvan if retirad) N0ne Mi s Sis Sippi U . S . .A. .

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Tilford Williams Caroline William= Safronia Adams

T5. WAS DECEASED EVER IN U.S, ARMED FORCES= 1L —_CALLAL SOOI 17. INFORMANT Address

(Yes, ro, or Wfijegown} | (if ves, givewar or ditniy *
= | Safronia WiAdamss 4363 N,

18. CAUSE OF DEATH (Enter only on# cause Per i ver puryoy ormar s . INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CALUSE (a)

" - .
Conditions, if sny, DUE 1O (b) ‘ b M -
which gave rise to .

] but 10 14 I3/ %

shove couse [a),

stating the under-

PART (1. OTHER SIGNIFICANT CONDI‘!’IONS CONTRIBUTING TO DEATH but not relsted to - the Termmnl JPART 1II. i decessad was female  wos
diseass conditian given in PART | (a) ] thete & pregnancy in lest 90 days.

lying cause last.
]_D Yer ‘ a Ne ‘ O Urknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PARY | or PART Il of item 18.)
m} O

YES

Z0c. TIME OF  Hour  Month, Day, Year

(NJURY 9.1 -~

P,

RRED 2o, FLACE OF INJURY {a.9., in o about home, | Z0f. CITY, TOWN, OR LOCATION
wﬂlﬁ?ﬂc&u farm, factory, siest, office bidp., etc) .

NOT WHILE AT w RK [ . .

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and lest saw :.milivn on
U" P m on the date stated lbcnn and to the best of my knowledql from the causes steted.
22c. DATE SIGNED
/€3
73_NAME OF CEMETENY Ok CRE T3d. LOCATION (City, Towd, or county) (Stare)

Father ' ' St. Louis County, Mo.
25, DAI'E RECO. 8Y LOCAL REG. |26. REGI 'S SIENATURS

1221 North Grahd JAN 16 1863~ Moad Sl /1D,

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- = (('

; STATEMENT. BY LICENSED EMBALMER

€

I .hereby cerfify that the body whose name is recorded_on the reverse side of this certificate was embalmed by me,

Student Embalmer No._

or by

working under my personal supervision. ’ Q‘J—é’
i > e e

Student -
Signature of Student Embalmer ) :
Licensed Embalmer No 4’7.5?5\-%\

. z, )
P. O. Address. /O‘ZQ{/M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure 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.




