. No.300
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WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FILED APR 28 1951

STANDARD CERTIFICATE OF DEATH

REG. DIST, no._aﬁ’_meumv REG. DIST. NO.

0 J yl"deau.ﬂrar.l Nowwr .?..90

Williem S. Hawkins |

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes, o, or unknown) | (1f yes, xive war or dates of servios)

16. SOCIAL SECURITY
NO.

Apnes Wilgson =

' BIRTH NO.
i. PLACE OF DEATH 7 2. USUAL RESIDENCE (Where ¢ d lived. If insti id befors
a. COUNTY a. STATE UNTY atinimloal.
Mapleweed S+ Lou 1S Mo. S au.sMapleweeeF—‘
b. CITY (I cutcide corpurate Umits, write RURAL and give ¢. LENGTH OF ¢, CITY (If ouggide corporate limits, write RURAL axd give tawnghip)
OR wwestip)| STAY (in this place 3T0R
1w Mo oL Ewoon own APLE Woed Y3 LL
d. FHA-SLP?'I&A’\:.EOORF (If Bot in bospital or instisution, give streot address or location) d AsvrgREEE;S (It roral, give location) Q
. INSTITUTION 7209 Lyndover 7209 Lyndover S
3.522:%5 5%';-3 a. (First) b. (Mlddle) . (Last) 4 DSIE (Month) ' (Dey) (Year)
(Typeor Print) T, gura V. Beeler DEATH Aprdl 16, 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| I* oOER 1 Yian | @ DoER M ums,
WIDOWED, DIVORCED (Bpecity) Iast birthday} |[Months , Days | Hours | Min
Female White Dec. 26, 1869 | 81 |
10a. USUAL OCCUPATION (Qwwwkind of work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (8. forslgn ) 12. CI
dona during most of working life, even if m;:) ) DUSTRY oot souns 0 COJP:%"‘(?F WHAT
Retired Housewife St. Louis, Mo, USA
133, FATHER'™S NAME 13b., MOTHER"S MALIDEN NAME 14. NAME OF HUSBAND OR WIFE

17. INFORMANT' &

r
S SIGNATURE

__Conrad W. Beeler
?}'g"&reele ADDRESS

a._—_lr-Ll

No - Charles F. Beeler-Wabater Groves.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onscamseper | I DISEASE OR CONDITION _ ONSET AND DEATH
Jine for (8), (b), and () | DIRECTLY LEADING TO DEATH®(y) ‘ aadra 8 ootsia m—:,Qn e A Utans v onire,
This does ot metm | ANVECEDENT CAUSES . o 0 .
the mode of dying, such | Adorbid conditions, if ang, gbing DUE TO (b} S Lo u"““ﬂ Vs, Ulaar
as beart fallure, asthenia, | Tite o the abope caure (o) stating 0 ]
de. It meons the dip- | the underlying coude losi.
case, infury, or complica- : DUE TO (c)
tion which eoused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
. related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ‘ 2. AUTOPSY?
TION '19 1, ({,*
ves [ Nom
21a. ACCIDENT {Bpacity) 21b. PLACE OF INJURY o, inorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) © (STATE)
SUICIDE home, farm. factory, strest. offioy bldg., ete.)
. HOMICIDE R
214, TIME (Month) (Day) (Yeard (Houn) | Z1s. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ,
: ILE AT} NOT WHILE - 4 .
INJURY . o | e ey . Ny 7
22. I hereby cerlj yt I aé{mdegjhe deceased from Moyt 19_ #6 , o («iﬁ*“e 1l , 195 |, that I last saio the deceased
alive an and thit death occurred at LZ_._A. m. ,from the causes and on the date stated above.
Za, SIGNATURE . () (Dewortiue’ | 2o ADDRESS 337 W, Lovkaeoril Z. DATE SIGNED
: ) - EER £l
L 1 W T M. Qpnd 1o 125
24b.\DATE Z4z. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City; town, or county) (5tate)
Sees AppriT 18, Sullivan, Mo, Sullivan Mo,
- FUNERAL DIRECTOR'S SIGMA
DATE D BY L}CEAL Rl S SIGNATUR] 25. FUi IRE SIGMATURE 7’_'-56\9%5%6}1381;6?
’é/ 71 a PYyIay B. Smith Funeral Home-HMaplewood
B

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——.......

Student Embelmer No.

working under my personal supervision.

Student cicinssarecncacreannrnan dresenrenas

Student Ezuballner
) Licensed Fmbalmer No 3f / 7

P. O. Address__mq&

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F:ulure to comply with
the above constitutes grounds for revocation of license,)

If this body is not embah:ned. fact should be so stated above.

< -
3

. -44«.-'_.‘.




