" THE DIVISION OF HEALTH OF MISSOURI
w0 | FILED SEP 20 1350 =784
o STANDARD CERTIFICATE OF DEATH Sate Fite No..
'SIRTH MO, REG. DIST. NO. _Z]_ PRIMARY REG. DIST. No. 3 & / 3%, R.,,,,m,,p.v; 7/ \‘.‘5
- 1. PLACE OF DEATH Z USUAL RESIDENCE (Whbers deceased livad. If laatitutlon: reskleses before
2. COUNTY a. STATE b. COUNTY adminslon).
_;le / Clay Mo Clsy 45 u)
b. CéTY (If outslde corpurate limits, write RURAL and glve &C‘,T LENGTH OF c. Cg’Y {If outedde corpssmte limits, writs RURAL and rive township)
woahi; in this
/ town Excelsior Springe* ™| 40"{4iYs roun Excelsior Springs /
a d. FHé_SLP‘iTAAhII_EO%F ({If not in hospital or institation, give streat saddrom of location) d. ADDRES I marwl, sive location)
8 instrution . 303 Kensas City Ave 303 K.C. Ave
ﬁ 3. NAME OF 8. (First) b. (Mlddle) c. (Last) 4. DATE (Mmﬁ,, (Dm
DECEASED Al T OF
e | teoma  ADEL WILLIAMS . 1558
g 5. SEX 6. COLOR OR RACE | 7. MARRIED. rlgls‘ygﬁcnésamzo. 8. DATE OF BIRTH 9. AGE (fa years ; s | roun TR | & moen i
i ' , . {Bpacify} L H Mia.
2 | Pemsle/| White LY 5| June 23 1878 | ¥E™ el lead
; 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelfn country} 12. CITIZEN OF WHAT
[+ done during most of working [lfe, even if retired) DUSTRY . COj 7
o reryarorreriay|  Home - . > | Rursl Clsy Co 0 > _4
< ]I:-Ia. FATHER'S NAME . 13b. HOTHEﬁ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' 4111
Willism Meens . . | Leurs;Combs FHEFE i
E 15, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL - SECURITY | 17. INFORMANT: § 51GNATURE OR NAME ADDRESS
< (Yes, 0o, or unknown) . | (If yes, Kive war or dates of servies) _ = NO. * R .
3 no: no notti . Maude Douglas * Excelsior SpringsMo
||| 18. cAUSE OF DEATH SMEDICAL CERTIFICATION INTERVAL BETWEEN
b I, DISEASE OR CONDITION ONSET AND DEATH
Enter onl . )
2 e (), (b, and ( | PPRECTLY LEADING TO DEATH* () /\ a ' oFfF Lemsq ( mefasTa f'_e..)
i “This does mat mean | ANTECEDENT CAUSES v
bt the mode of dying, such | Morbd conditions, if any, gieing DUE TO (b) FYI Yo A ‘] / es 2 ! ' o
j ~ || a» heartfatture, asthenda, | rite lo the above couse (o) sating . . - - _ —- -
= de. It meens the dis- the underlying cause last. .
o || caseinury, or omplica- s-r« -DUETO () - =
% || tion which cased death, | 11. OTHER SIGNIFICANT CONDITIONS .
= | Conditions eontrivuting to the death but not - /ésx
3 related to the disease or condition causing defh. .
f [I 132. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION : i o i ] 20. AUTORSYT
= ) TION _ )
@ || 21 ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.x..lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ... (STATE)
SUICID home, larm, fagtary, streat, offics bldg., eve.) . - ) ' i
Z ROMICIDE .
g 21d. TIME  (Moath} (Day} (Year) (Hour) -| 2lo..INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
; - . . ‘ | WHILEAT NOT\\'HILE' . - e
i‘ INJURY WORK AT WORK . e
E 2. hereby uﬁy !%I allended‘the deceased from 7-12 0942 , lo F- /¢ 19‘5 b , that I last satw the decessed
; ) alive on 1954 and thai death occurred a! QI_A , from the causes and on the date slated above.
g - £ P , Degree ot umg | 23, _a/;:onss , Z3c. DATE SIGNED
) g 245, DATE 24c. NAME OF CEMEI’ERY OR CREMATORY - ou (Olty, bbwn, or county) -- - (Btate) -
& Meens Cemetary Near :Mosby Missouri -
25.. FUKERAL DI ucvoa‘a SIGHATURE - ‘ADDRE 88




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 bycnecernn —

......... , Student Embalmer No.

working under my personal supervis on.

Student ......................... Signed QM\!/@J J %&U

- Student Emb i
v e Licensed Embalmer-No: 529 C”

TING. (Failure c% with

P. 0. Address

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

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



