{ .o Sy b HW/IN Uir MCALIR U MUK
. No.300 {IhkW JUi . GJ 192] el
ro.a8 STANDARD CERTIFICATE OF DEATH _ State File No.... 2234&?_
BIRTH NO, REG. DIST. NO. ___?___3__ PRIMARY REG. ODIST. uo.3__a_La_ Registrar's No —.D— b
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wher d d lived. I lnatitctio dd bafors
. COUNTY . STATE Co + adinkuaion).
o/Cs) ® Cape @irardeau " Missouri b COUNTY e Madrid o™
b. CITY (If outzide corpurate Umits, write RURAL and .1:‘“ §T LE:JETH OF . CiTY (I outelds corparate limits, write RURAL and glve townahip)
w ¥ 1
oM Ca pe Girardeau ! d”'a? TOWN Lilbourn 4 Vo2l
FULL NAME OF (1f not in hospital or ion, give streot address or | d. STREET (If rural, pive kcation)
TISSEI'ITTU%ION [o) th iss8 ADDRESS /
3. gs%ﬁs OF a. (First) b. (Middie} ¢. (Last} ] 4 Dg;g (Month) (Dey)  (Year)
{Twpe or Print) Nora Williams DEATH Tuly 14 1951
5. SEX 2' 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| o tooem | YEAR | w OHCER m.
WIDOWED, DIVORCED (Spaciiy) : Last birthday) |Moaths| Daye | Houm
female”i Colored / |March 15 1906 451 3 9 ™
Ca., USU worl N - . or fo ooun!
|‘md n.rﬁL; gg‘cgw;ﬂ G eind of work | 10D. KIND OF Busmi-'_ssn%gT IN: | 11 BIRTHPLACE (Stste or forelen soustey) 12‘.:6:!?’}72%1;?::%“
Housewife Marston, Missouri U.5.4.

13a. FATHER'S NAME

Gid Coffee

13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

-

Canelia.J s

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(11 you, glve war or dates of service)

(Yo, no, gr unknown)
Ho

16. SOCIAL SECURITY | I7. INFORMANT™S SIGNATURE OR NAME ADDRESS

488—34—7205]3 Alexander Williams Lilpgurn,Mo,
INTERVALBEI'WEEN

18. CAUSE OF DEATH MEDICAL CERTIFICATION BETW:
| Enter only onecauseper § 1. DISEASE OR CONDITION /@( MMM T
line for (a), (b}, and (¢) | D!RECTLY LEADING TO DEATH (g) Q/LG(A.{M&._) ?

*This doer not tnean ANTECEDENT CAUSES m &{ ! % 7
the mode of 2ying, such | Mortid conditions, if ang, giring DUE TO (b) 4
as heart fallure, axthenia, | rise to the above cause (a) sating .
ee. It means the diy the underlying cause last.
care, injury, or compliza- BUE TO (¢}
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but not / 5’){
rdaitd to the disease or condition equsing death. ?
19a. DATE OF OPERA- AJOR FINDINGS OF OPERATION 20. AUTOPSY?
TiON z ;
il;? -‘b’ M W ves [ xo [~
21a, ACCIDE] (Bpwcity 21b. PLACEOF INJURY (eg..Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
DE boma. farm, faotory, streat, ofoe bldg., eto.) -
HOMICIDE
2td. TIME (Month) (Day) (Year) (Hour) Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | " woRk AT WORK

2. 1 hereby certify that I attended the deceased Jrom __Z";ZD_
, and that death occurred at/

alive on

S

1951

Z= /(/ 195/ that I last saw the deceased
T Jrom the cmuas tmd on the daie stated above,

19

-

k4

Za. SIGW‘7M_

{Degres or titlo)

A

23b. AD #i. DATE SIGNED
%W& 2, |

7y 7~5/

W&'HTE%PLAINLY——USING UNFADING BLACK INE—MAKE A PERMANENT RECORD %

24d. LOCATION (City, town, or county) (Btate)

12:}&. B}.!IRIAVL. CREMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREM@'ORY
BFIAL ™| 7_20-51 Fan.nie Powell Near New Ma

DATE REC'D BY LOCAL

7-17-) 5%

REGSTRAR B SIG

25, FUNERAL DIRECTOR' 3 SIGNATURE ADDRESS

onder

“f

-

(Dicensed Embalmet's Statement on Reverse Side)




_ | o kkCTRIVED
. JUL 24 151

.&‘?’ : = DISTRICT HEALTH OFFICE No.6
\,b" Tlie Wg

....................................

LRy s

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_._.

) iy | StUdEnt EMbalmer Nowennnennsaernanseninn.s
working under my personal supervision. udent tmbalmer No
Signed... Mm_ ... I ....... M, ..........................
31gNedeccsnrrrnsvstnntonnancoanrssennsnsns Licensed Embalmer No d\?é?
Student Embalrner

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

If this body_ is not embalmed, fact should be so stated above. C e eas -




