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

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

13057

State File No

BuaeAU OF THE CENSUS
= n

L JUN

Regtstration District Now—.......

A

Primary Registration District No................_..........].UU w D

1. PLACE OF DEATH: e A aee a4 . <. {2, USUAL RESIDENCE OF DECEASBD:
{2) County. _ © State Missouri ® County . é 7 -
@ Cityortown._Sbs_louis St. louids iy
(It outside city or town limits, writsa “RURAL" and name of towaship) (¢} City or town . / /
{c) Name of hospital or institution: {If utside city or tewn limita, writa “RURAL")
_Homer G Phillips Hospital / ) @) Street No.. 39022 Bell Ave /¢
(ll’ not in hospita) or institution, writs sirest xgml:u' o lna‘hnn) (If roral, give location)
{d} Length of stay: In hospital or ImutuﬁnL,..Mmontns /}
{Specify whether {¢) Citizen of foreign country? {Yes or No)
In this community. 2.Yrs.
years, hs or days) If yes, name country....o.oovvevveteeeeeeeeeeeee
. . MEDICAL CERTIFICATION
Suie pINT  Joanna Williamg
By K (c) Social Sec 20 DATE OFf&?’ onen HAY. day.__ 28
3. veteran, 3. (e i urity
® € N . hour. 8 minute. 30 P M.
fusl ar. [+
name w 21. I hereby certify that I attended the deceased {from
8 5. Color or 6. (¢} Single, m;;jvde(é wmagxed . _Nov, 15 19___4& to May 26 1946
s s Femalo=|  rce.Negro divorced 4 Mt ttast sawh €T ativeon May 26 19..46
6. (b) Name of hushand or wife....oo—oeceeo. 6. (¢) Ageof hr?sband ot wife if || and that death occurred on the date and hour stated above. Duration
Henr .. Millians, decessed. alive.. ¥ years || Immediate cause of death
7. Birth date of deceased June 21 1880 || Hypertension Unk
{Mantk) (Day) {Yean) Senile Phychosis f
8. AGE: Years Months Days If less than one day Due to.. .
y 7 A
65 11 5 hr. min. / 6
i A k Due to
9. Birthplace_._LBKe Village Ark. [ (2 =~
{Civy, town, or county) {State or foreign country) Non 7
P i » s . . Other conditions e
10. Us!'lal occupation Hous e Wﬁ e ! . s d * (Include preganancy within 3 montha of death)
11, Industry or business P PHYSICIAN
g 12, Name. UTKOOWD . ey Y s, LI o
. 2 nderline
& { 13, Birthplace Unknown I rhh?c]:::ése ;g
h‘. ) {City, town, or connty) DRl {3tale or foreign country) Of autopsy. None Yhoculdmbte
a 14, Maiden name..... i QNI q T ::hz:.rgeﬁ sta-
nknown : istically.
g 18. Birthplace e Siats o Tretem soamayy] || 22 1f death was due to external causes, 6l in the following:
16. (@) Tnforman_G€0@ral Williams x ' (e) Acident, suicide, or bomicide (specify)
® A’gdrcss....._...._l.l'.B 18 -Garfi eld e Gy {6} Date of occurrence
Wd 5—- “'9--"‘* {c) Where did injury occur?. -
i7. (a) ) Dat.e thereof (City or town) (County)
(Burial, crematios, of "‘”""“9* l dI‘k s d a l e {Maath} (ﬂ’i S“S"“) (¢} Did injury occur in or about home, on farm, in industrial pla.ce in pu.bhc pla.oe?
(¢} Place: burial or er tion a il :
- S = f plaes
18." {a)' Signature ot’ funeral dzr""fm' Ellis un, ome. While a[ (__ Y A "&3" h&m’of injury e
Address_2 820 todda}.d 3t 7 77 / :
7 /J/LM S;gnz\t (M. D.orother)...._.__
19. I -
a {Data %E m Igﬂﬁ / " {Registrar's signature) H\ddrm___?ﬁé C9 / 73’ 7 / ~ .

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER ot

working under my personal supervision.

Signed. .27

P. O. Address. 472 .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) '

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




