WRITE PLA

FEDERAL SECURITY AGENCY

FILED £C 12

Registration District No.... sivsnsan

MISSOURI1 DIVISION OF HEALTH

Naiomomesviusamis ' STANDARD CERTIFICATE OF DEATH sue rae 22840

ek
Primary Reg-i.sr.ration District N01.QQ,3 Registrar's No. ()799

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: &_ﬂ/‘)
(s) County PV P @ State MO ) County r 27
¥ City or t B *
® ¥ ot town (If outside city or town limits; write "RURAL” and name of township) © City or town St LOU.iS ?
(c) Name of hospital or Institution: {If outaide city of town limits, write “RURAL") ’
JE— _.G.P.h.illips Hospital (d) Street No 3940 W Belle ()
(If not in hospitnl or institution, write strest number or location) Uf rural, give location)
dy Length of sta In hospital or institution ... %J,, J /
@ TE of stayz In Rospital of _l 05 pocily w (¢) Citized of foreign country? - {Yea or No)
1n this community. 30 yrs
years, months or dnys) If yes, name country
MEDICAL CERTTFICATION
dols) FRINT Charlpg Williams
¥U NAME. i m i
; i 20. DATE OF DEATH: Month .. JU1Y. .. day... .31
3. (b) If veteran, 3. (£) Social Security No.
# I' year. ...J.gj..a._.._.__..hour....._..____.___8____.._._.11:1.1zmte___Am
name war.... ¥+ WY:
21, I hereby certify that I attended the d d from
5. Color or 6. (g} Single, widowed, martied, June. ] '7; 19..1..8 L7 S— July...?ll’..m, 19...448
4 s‘e‘M—Q ----- TOCe.. STt L‘“"" AL that Hast saw b 1M aliveon. ... Ay 31, 10 4B
6. (b) Name of husbandor wife._______.. 6. (¢) Age of husband or wife If |} 2nd that death occurred on the date and hour stated above. Duration
- S Immediate cause of death
7. Birth date of deceased_ AL /4 /974 || Bronchogenic Cercinoma with Brain | .. ._. .
G/ G o e | B Metastases Unk
8. AGE: Years Months Daya If less than one day Due to ﬁ /
I 5 4’ / /é hr. min, "':-"'
Due to x Ad -
9. Birthplace YWH. LT e VILNE o LE NN v 1L¥§ . -
(City, town, or county) (Stste o fareign coditry) ,i ff
34 L ! Other conditions.
10. Usual occupation. /bt e rrsmesssssemssesseemeerevs U (Inclnde pregoancy within 3 months of death) ,
11. Industry or business _ PHYSICIAN
a B ~ z [ v : N Malajfrﬁnmn_gs: . o N —_
12. Nme__ - * e SN ~ o .;_____'___:____'__m ﬂymtln“ﬂ = = - - -
T Underline
: . : the cause to
= L 13. Birthplace. [which death
Ly Of autopsy S ...should be
é 14. Maiden . [charged sta-
b tistically.
§ 15. Birthplace 22. I death was due to external causes, fill in the following:
T - ) o = -‘.
16. (@ Tnformant ol bt lt) (@) Accldent, suicide, or homicide (specify,
(5) Date of occuurence
O g 7 o it Dot s
17. (a) - : (5) Date thereof. -5~/ 74 3 © e miury (City or towa) {County}
{Bgrial, cremation, or remaval) (Month) {Day) (Yeer} (&) Did lojury occur in or about home, on farm, in industrial place, in pubhc p!ace?
(c) Place: burlal or crematiog Foo 2S 0
) X i . .. . (Specify t: { place} . .
18. (o) Sigmatore of funcral dirk :ﬂé&m— While at work?.... £ = S " Means of injory. 0
b Ad _.%L - ! 4 - ' -2. ; :
® m % 23. Sg:natme_.._....(__."’ — . . D. orothesy...—
19. : e - R
@ (Data raceived local registrar} Address 2§..Q_J:._ 3 ittier * Date signed 8-_25_4-8

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by e, or by.

. Registered Apprentice No

working under my personal supervision.

Ficensed Embaimer No. ﬁé ?
P. O. Address. 2 7 _ﬁ

Note: The a&wve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above ennstltutes grounds for revocation of license.)}

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




