e ] ALED DEC 18 195§ ST ANDARE) CéRTli:léATé OF'[')EA'}H State File No... 4303’?

. 10.48
\ [ BIRTH No. REG. DIST. NO, A_‘Lg_ PRIMARY REG. '%&amm;m 1.(13‘),..1,_,
N 1. PFLACE OF DEATH i - 2 USUAL  RESIDENCE (Wbere g d lved, If Insth rexidence before
. a. COUNTY / - a. STATE b. COUNTY ldmhlon}
N . : Mo, .,2-
AN b. CITY (1f cutside corpurate limits, write RCRAL and give ¢. LENGTH OF || . CITY {If outside sarporate limits, wrh-kﬂ’mm‘:n terwnmhip) ’
. townahip) | STAY (in this place)

S 8 Tows St, Louils V St. Louis d
s . . FULL NAME OF in hospital or instivutt ad tocatd .

e d HOSPIT AN Con (l‘I not in o n, glve streat or DREEr (1! rral, give locaticn)
AQ INSTITUTION. 44238 _Arco Ave, 44238 Arco Ave,

. \"{‘i ﬁ SDNEAC%ES%% a. (First) b, (Middle) ¢, {Last) . 4. DATE (Month) (Day) (Year)
JE (Typeor Print)  JOSEPH WILLI AMS _DEATH  Dec, 2 1950
ey E 5. SEX 6. COLOR OR RACE | 7. MIAD%%\II!E'ZB BW&ECE?REIED' 8, DATE. OF BIRTH B'LffE (ll:!:;)nn o | YOR | I woex e

. (Bpacify} ) on! Daye | Hours | Min,
! _Male i White Married April 18,1890 80 l |

: 10a. USUAL OCCUPATION - 10b. KIN SINESS OR_IN- | 1. P

¢ é :n e g QCCUPATION u([t:l:::::;;lof ork b. KIND OF BU ESDUST 1. BIRTHPLACE (Btate or forelgn souttry) ) O 12, oto:ﬂrd.lz_ﬁr\i'??wun
SR Shop Carpenter-Lu low Savlor Wire Co. St. Louls, Mo.
- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘ \{ ' Enoch Williams | _Unknown. 1 Elgsle Williams
, 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 S1GNATURE OR NAME ADDRESS
(Yes. 0o, or cukmown) ' (If yas, xivo war or dates of sarvice) NO,
' No - 490 =- 03 1494]| Elsie Williamg 4423a Arco Ave .

18, CAUSE OF DEATH L CAL CERTIF[CAT DNSET AN DEA
. Enter only onecaussper | 1. DISEASE OR CONDITION M—Z;’ flrnf Mm
Line for (a), (b), sxd (¢) DIRECTLY LEADING TO DEATH.'(H) 2

_“This doer not mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gidng DUE TO (b)
s heast foDure, asthenda, | rite o the above cause (a) stating

Rnst”

-

NG UNFADING BLACK INE-—MAEE A

}-. e de. It meana the dis- | ‘he wnderlying cause last.
Y caae, infury, or complica- | _ DUE TO (o)
tion 1whieh euuaed death. | 11, OTHER SIGNIFICANT CONDITIONS "’
\ Conditions contributing to the deaih but not M‘MW { ’é l:e./) W"
related to the disease or condition causing death., * .
19a. DATE OF OFERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
i TION
. ves (1 wo O
a 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (ea-, Inorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
. SUICIDE home, farm, fastory, strest, ofioe bldg,, e10.) ' v
> 7z HOMICIDE _
g 21d. TIME {Mooth) (Day} (Year) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? /
. . WHILEAT ] NOT WHILE ?
pl‘ INJURY -- = | “woRk AT WORK
k]
E 2. I hereby cert that I atl the deceased from _%ﬁﬁL 19052 1o _/3"'2‘:&_3 1057, that 1 last sato the deuased
o alive on & and that death oceurred at Q.Q_QA ., from the cauzes and on the dale stated above. .
‘ﬁ Zia. SIGNATU {Degros or title) | 23b. ADDRESS IGNED
— M._: B8 0 V76328 Koy Sh ey - /
E 2a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY . | 244. LOCATION (Oity/town; or county! * /7  (State)
TION, REMOVAL (Bpaciiy)
§ Burial Dec,.4,1950 [Lakewood Park Cem. . St. Louis Co., Mo.
DATE RECD BY LD%'&L REGISTRAB;S SIS RE . 25 FUMERAL DIRECTOR'S SIGNATURE - ADDRESS
- REG. -9 ;b; - Kriegshauser 4228 S, Kingshighway Bl.
M T ictused Erbalmer's Statemec on Rrverse 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 .
g . s ' Student Embalmer NOuuieeeansuossanosssnannnne
working under my personal supervision,
Signed..... W%m
5lgned..... hesaaeuasrsasannan Ceerermrrares . oo 7
Student Embaimer . Licensed Embalmer No T
P, O. Address

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

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




