WRITE PLAI'NLY—:USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY

National Office of Vital St.atisticu

e AL My

s
MISSOURI BIVISION OF HEALTH i —L(L 7’?

STANDARD CERTIFICATE OF DEATH  ~  sue rse e
Primary Registration Distriet No.— _ﬂ_li l ak’ . Rugistrar's No. ....35:’-’1.3—

1. PLACE OF DEATH:
(s) County,

() City or town St. Louis

(If cutaida city or town limits, wrile "RURAL” and name of township)
(¢) Name of hospital or institution:

Homer G Phillips

Hospital

(If not in hoapitat or institotion, wrile street pimber of location)
{d) Length of stay: In hospital or institution..._. hl.SL_ ays .

(Spocily whatbar

In this community
yoars, months or days)

2

(s}
(e}

¢}

(e)

USUAL RESIDENCE OF DECEASED:

ML-&
sare. Missouri @) County. 2
City or town... 3t LoOwis. -
{ outside city or town limita, write “RURAL") ?
Street No.,..2615..a Franklin
/_ {1 rural, giva Eocation) 0
Citizen of forefgn country? {Yes or No)

1f yes, hame country.

Full NAME_... Emma Williams

3. If_ veteran,

l 3. (¢) Social Security No.

NAMme war,

ey

e e

5. Color or : 6. {a) Single, widowed,‘married,

6. (¥ Nameof husband orwife... ... 6, (¢) Age of husband or wifeif

7. Birth date of deceased

{Month} (Day) . (Yaar)

8. AGE: Years

Months Days If less than one day

0

9. Birthplace

2 1)¢ b o

)Cn. town.
10. Usmal cocupation

o wmxt:r) (Suu74miu_ cowntry)

fr/(_,..

11. Industry or b

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month ADril . . day . 22
mr__lgkﬁ___..__,__..hour' 2] minate A... M

21, I hereby certify that I attended the deceased from,

- April 3 1948, . APTil 22 1048

that 1last saw hg . alive on April 1948

and that death occu.rted on the date and hour stated above.

diate cause of deatn_CaTcinoma of left Duration
Mmllﬂr ¥_Antrum;. _Eﬂﬂ.en.tlal___ﬂy_'perf_____ |
.t.ﬂnsion \ .
Due to : : 2. 0 /’,;, /
Due to f/”) n T .

/\f

Other conditions. MtﬁTiQBCleroj:mJﬂ&ﬂra_nigat_lag.

(Include pregnsncy within 3 moaths of dea

Right Exdbrop;ia PHYSICIAN

Major findings: . PR A e |—

E 2. Nn.m:..__ M’VVA’. __U Of operations Ilfndeﬂine
: . ‘ the cauze to
= \ 13. Birthplace Y e - - AT "’ o No 'which death
. Ly, Lgwn, or ty '(State or 7Gnouu ¥ Of auto : should be
g 14, Maiden name w &W —_— il Chafged sta-
i LA / B f — l/ [ tistically.
S | 15. Birthplace - . 5 22. 1f death was dus to external causes, £l in the following:
=2 - o (State or comntry) .
%:/j E ii i 2 micids ify}
16, () Informant. A% b i {a) Accident, sulcide, or homicide (specily
® @‘z Z {#) Date of occurrence.
17. (g} - .-%¢b) Date thereof. L/ ZE qJ () Where did Injury ? {City or town) {County)
“Tarial, cre crecstlén, or removal) . {Month) (Day) (Year) (d) Did Injury occur in ot about home, on farms, in industrial place, in puhhc place?
(& Place: barial or mmmMﬂ.ﬁAJ,MGf e N s
18. {(a) &znature of funeml \gr.. A ! - Whils at Tt ___\Q_ﬁm.__
5 . 2
@ Ad%ﬁa n ; 23. Sigrat CPYortther) ...
19. ) . ' . .
(a) (Data reccived bocal ) ( (Registrar's signatorg Address ___J__SNM- A% e M A ey Date m:nedzl/ 22é1*8

{Licensod Embalmer's Statement on Reverse Sidc)




" I

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

, Registered Apprentice No

working under my personal supervision.

Licensed Embal:ner Noé‘li l
P.O. Address[[.._.ﬁg‘..ﬁ. b s M
G

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT

the above constitutes grounds for revocation of license.)

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

. {(Failureffo comply wiib



