' _ THE DIVISION OF HEALTH OF MISSOURI ‘ Gﬂ_dl

| No. 300 ; . P
oo} FILEDOCT 26 1954 ~ STANDARD CERTIFICATE OF DEATH State Fite No..
BIRTH NO. _____ !E- DISY. MO, _BJ_S_PRIWY REG. DIST. NO. ]_0_0_3.. Registrar's No %&4 .
I. PLACE OF DEATH . Z USUAL RESIDENCE (Where decsased lved. 1f fastitation: residence befors
A0, a. COUNTY & STATE 4 b. COUNTY »d imrlon).
b. CITY Of outaide corpurate Hmit, write RURAL and give | &. LENGTH OF || e CITY © 18 Residence within tmits of
OR township)| STAY (in thie place)|f OR & efty qr incorporsted
a ToaN . St, Louils > TOWN St, Louj’ 9 . Ym No Dmr
d. FULL NAME OF (If oot in heapital or institation, give strest address or looation} || o. STREET (I russl, give loeation) ,‘Z]//
HOSPITAL OR D
e stturion.  Jewlsh Hoapital 15208 No . Vandeventer Ave.
8 = NAME OF ™ s (First b. (Miadle) . c (Last) - 4DAE  (Math) (D) (Yew)
F (Typeor Print)  WILLI AM T. WILLIAMS Jr'. DEATH Oct. 16 1954
E 5. SEX '6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIRTH 5. AGE n veasa ¥ o Dn.: ¥ Gomr u Ex.
, Houre | Min,
Male “| White orarad > = | oet, 6, 1912 " [*] |
% 10a. USUAL OCCUPATION (Givekind of work' | 10b. KIND OF BUSINESS %FS!TH“; 11. BIRTHPLACE (City and ?’"'" or Feraiga c“""']"(? 12_ch1;}"1%|’"0me
G ‘Chan eur-“i!’aﬂ‘ Ir Cleaning Co. St. Louls, Mo. '
4‘ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND'OR WIFE
g P Williem T. Williams | Anna Goolaby .4 Mayme Willlams .
be. il 15 WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{(Yeu, 5o, gt unkaown) | (Ef yes, chve war or dates of sarvice) NO.
§ (5] - Mayme Willlams 1520& N.Vandeyenter
-1 18, CAUSE OF DEATH S i MEDICAL CERTIFICATION ‘ INTERVAL BETWEEN
¥ || Eoteronty onecemsmper | 1. DISEASE OR CONDITION ONSEY AND DEATH
: 2 Il to for (o), (b), and (o | PIRECTLY LEADING TO DEATH* (s) d“"
%8 || <Tois dors o wacan | ANTECEDENT CAUSES
E the modz of dytng, such gmmmbim’ if ?“j giving DUE TO (&)
’ || ox Aeart fature, asthenia, . e to the above cause (g) ating . e . ] ] .
i B || cte. 1t means the dis. | Ehe underiying couse last.
| case, infury, or complico- DUE TO (c)
| g tion iohich coused death, | 11. OTHER SIGNIFICANT CONDITIONS )
| = Conditlons contribtting to the denth but not .
| 3 related to the diseare or condilion cousing death. )
| = || 195. DATE OF OPERA-. | 19b. MAJOR FINDINGS OF OPERATION : . ’ 20, AUTOPSY?
- = TION
) YES D NO D
o | 2t AcciDENT (Bpecity) 21b. PLACEOF INJURY (e.g..lncrabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE * home, farm, fagtory, strest, offies bldg. ., ste} - i . . . .
z HOMICIDE L ;
g 21d. TIME Moot} (Das) (Yesn) (Hown) | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| INJURY m. m“ AT WORK S8 ‘l o
b
| E 2 I hereby certify that I aucnded the deceased from <IN ___ 19.3°% 1o _ca':Lé_ 166, that I last saw the deceased
' alive on /& 9.9"¥and that death occurred a:1245£lﬁm ., Jrom the causes and on the dale siated above.
. E NATURE . Degmeor title)s | 23b. ADDRESS ] _ . | 2. DATESIGNED
,af, /%.a( P a A/zs;/n;,/-J | | geprE sy
E u agézu:A‘}.ALcnma- 24b. DATE. . Zic, NAME OF CEMETERY OR CREMATORY . LOCATION (Olty, town, or county): . (Stale)
§ BSOSV [oct .20,1954| Valhalla Cemetery | -8t/ Louis Co. Mo.
DATE REC'D BY LOCAL 25. FURERAL DIRECTOR™ 8 SIGHNATURE ADDRESS
0CT 18 195% Krisgshauser 4228 S.Kingshighway Bl.

(Licensed Em!ﬂlmu"l Staternent 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 emba
by me, or by e e PO, . Studeﬁt Embalmer NOo..cvevvune.-

working under my personal supervision..

Student.......ooi i Signed,% . é’ M% .......................

Signature of Student Embalper
-Licensed Embalmer No.éf:g;.{

; P. O. Addresfé’!&@é =

N7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license). : \
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ) '
¥ this body is not embalmed, fact should be so stated above.

-




