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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

FiCED

Registration District No.

318

STATE BOARD OF HEALTH OF MISSOURI 69483

121945 STANDARD CERTIFICATE .OF DEATH Stots File No._

~
Registrar's Na...-___agzj___

1. PLACE OF DEATH:

{2) County__

Primary Registration District No.___.-.._*__.,'_ Fatz

aw

(5 City or town B8t.Louls

(IT putxide ity or town limita, write “RURAL™ and name of tow nahip)

(¢} Name of hospltal or institution:

8%t,.Louig Children!

s Hospital &

In this community.

(if not i hospital ox iostitution, write streot number or loeation)
(d) Length of stay: In hespital or Institution

(Specily whether

years, months or days)

2. USUAL RES&)-M-& DECEASED:
@ sae_ Misgouri @ County. g0
(¢) City or town St.lioulg /7 ,
(If cutsida clry or town limits, weite “RURAL"),
(d} Street No 925 Dale Ave. ‘+
(It cural, glve location) 7 ¥
(¢) Citizen of foreign country?. (Yes or No)

If yes, name country.

(a)
FUI.L

PRINT  Bonns Sue Willlams

3. @)

If veteran,

name war. No

3. (¢) Soclal Security

No Q

/ 5. Color or J
o s Female/| o Whit

6. (o) Single, widowed, married,

divoru¢nm;.;}j_ﬁg.§.(

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. () L.TRE® & day §=
year. 134 hnur_w..’,.as._m.m.mlnute...h,:fg...M.
21. I hereby certify that I attended the deceased from
- T £ WETI 1o-Y__ 0¥

that I last saw h.-R .~ slive on 1o.-.4 10425
and that death oocurred on the date and hour stated abave,

(Date recaived loca! rogiwtrar)

(Registrar’s danatare)

6. (b) Nameofhusbandorwife ..o 6. {c) Age of husband or wife if Duration
Infant alive ... years|| immediate cause of death
7. Birth date of.d 4 Aug, 23 1944 ........Z.z&n.?aca.cw_
(Month) {Day) (Year)
: AGE: " Years Months Days If less than one day Due to ~
1 1 1 1 hr. min
Due to
o Binhplaoe...........ggm ing Arkansas / {
{City. town, or county} {State or foreigo coontry)? || T i f R
10. Usual oecupat!on,.....,............_I_nia-n t c}!“'.’ ',:o':'d“mm within § manths of death) W
11. Industry or business TR ; PHYSICIAN
3 aJoTr Nndings: PR
é 12, Name Lester L.Williame Of operations Underline
21 13, Birthptace. ... (. Mobile — g Al.&rb ama /. : the cause to
City, town, DY tate or foreign eountsy, of hould b
& [ 14. Maiden name.....,.m“._._ﬁm a. Me e k autopsy I%h%:'!ﬂ ll.aE
2 stically.
E{ 15, L’“_Q(gf w-in.“mt amrssemes v-@%-fﬁiﬁn—ﬁmuam—l 22, If death wa® due to external causes, il in the following:
16, {a) Informant Legter ]_, Williame }f (@} Accident, suicide. or homicide (specify)
(b} Address 5985 Dale Ave. - (% Date of occurrence
. @ _Removal @ Date thereot20=D—45 () Where did Injury occur? S — —
{Barial, cremation, or removal) (Moath) (Day) (Yens) (d} Did infury oceur In or about home, on farm, In industrial place, in public place?
(cd Place: burial or cremation COTninQ' LAI'kanB aB
18. (o) Signature of funeral director ALDET S HoHODDE While at work? iy padtaie) ¢ sy
) 4700 Waehing‘ton Blvd, f M#Z'% @
19. (a) % 9 1948 ® N, P L EZeoles 23 Signaturs-- —— (M. D orother) ..
) ’ i dress{, M %

/AN S
v

{Licansed Embalmer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER
T
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e;nbalmed by me, or'by

+ . :.'
. L3 . ) i

, Registered Apprenticé No
working under my personal supervision. i ;

Signed...... T

. L - Lloensed Embalmer No.._......ﬁi.&s_h I/ .@’_::

' "P. O, Address . .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in Ins OWN HANDWRIT!NC (Failure to comply with
the above constitutes grounds for revocation of license.)

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

- °



