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o

WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

500?

! BIRTH NO.

FILED MAY 6 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _lg,Lpnmmv REG. DIST. no._LMQ_.R,gi,umj_-m

1&.53()

State File No....

1. PLACE OF DEATH
> O KSON

2. USUAL RESIDENCE (Whare decesssd lived,

= ¥SSOURT

If iostization: residence

b. O KSON

before
adunimion).

b. CITY (It outeids corpurate limita, write RURAL aod xive

KANSAS CITY

OR
TOWN

c. LENGTH OF
STAY (in this place)

40 vears

townahip}

TOWN KANSAS CITY

<. ClOTY (I outalde corporats limits, write RURAL acd give township)

A\?}g

. Enter only onecauss per .

.a# heart fellure, asthenia,

d. F#é.lgpl;l{\Ah‘I_Eo%F (I not in hoapital or lnstitution, give strect address or looation) d.AFEJTgéEEEgS (If rural, give location) ,
- NEITERSR  GENERAL HOSPITAL #2 1033 Independence Avenue J
A NAME OF 8. (First) b. (Middte) c. (Last) l 4. DATE (Meath)  (Day)  (Yoar)
{ Type or Print) HENRY EDWARD WILLIAMS DEATH AFRIL 18 1950
5. SEX 6. COLCR CR RACE | 7. #IAI;ROF’!‘J'EB EWSECESRSRIEE” 8. DATE OF BIRTH 9. l1"«.GE (Ll:l:re;n Bg m::n ll)m ; UNDER M HMS,
. (8pect - . ¥, on (37 ours | Min.
MAIE ~~| NEGRO oo ey TMAY 20; “1893 56" l |
10a. USUAL QCCUPATION (Gwekindof werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Btate or farelgn coyntry} 12. CITIZEN OF WHAT
dose during most of working life, sven if retired) DUSTRY : COUNTRY?
Street Reilway JACKSON, MISSISSIPPI U. S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ] 14. NAME OF HUSBAND OR WiFE E
JOHN WILLIAMS MARTAH Unknown none
|§1. WAS DEC;EASE:) EVER INiU.S. ARMED F?RCES? 16. SOCIAL sECURHaf i1, INFORMANT' 5 SIGNATURE OR NAME ADDRESS
({Yea, no, or ucknown (If yoa, zive war or dates of service) .
no i Unknown FRIEND: FLOYD BUCHANAN 534 Cherry, rear .
MEDICAL CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH _.—._|.. ONSET. AND DEATH - -.

line for (a), (b}, and (c}

*This does mot mean
the mode of dyfing, such

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (53

Morbid conditions, if any, giring DVE TQ (b)
rise to the above cause (a)da.tmg . . . . Lk
the underlying cause last.” B " - - : -t AP L

"CARCINOMA OF THE PROSTATE WITH METAST-

ASIS

ANTECEDENT CAUSES

etc. It means the dis-
ease, injury, or complica- _ DUE TO (¢} _ .
tion which eansed death. { 11, OTHER SIGNIFICANT CONDITIONS - - LI R

Conditions contributing to the death but 7ot
related to the dizease or condition cousing death.

(1IN,

-!93,.-DATE-OF-0P_F|%?‘- 15b. MAJOR FINDINGS OF OPERATION . FE o st ‘A 20. AUTOPSY?
g
A . . ves [X wo [
21a. ACCIDENT {Bpacitr) 21b. PLACEOF INJURY (e.5., Incrabout | 21¢. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE bome, farm, factory.atreet, office bldy., wro.) - L e .
HOMICIDE
21d, TIME (Month) (Day) {(Year) (Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? .
OF . WHILE AT[ ] NOT WHILE .
INJURY WORK AT WORK

22, I hereby certify that.I atiended the deceased from 3-7-50

L 19 to _ Lw=18-

19_5_0_ !hat I last saw the deceased

C~alive on 19__50and that death occurred al __14_._0_5.? , Jrom the causes and on the date stated above.
23 « {Degroe or titie), | 23b. ADDRESS 3. DATE SIGNED
o A R0.> yn Y0 - ()| 600 East 22nd Street . 4-19-50
24n REMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) , . . (State)
TIONWEM : : » : .
Buria =2 Kan 88 -

25, FUMERAL DIRECTOR' S SIGMATURE ADDRESS

(Licensed Embaltmer’s Stlumznl on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

......................... N Student Embalmer No.

working under my persona! supervision.

Student .uivanrniecsnancnas Signed..é

Student Embalmar

Licenzed Embalmer No... #/ ..... & ,_,ﬁ

P. O. Address_Gcf 2 ,m-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fﬁ’f_to cnmﬁ Wi
the above constitutes grounds for revocation of license.)

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




