THE DIVISION OF HEALTH OF MISSOURI ¢!!;302

No . 300
e ’ FIEDSEP 1 1958 STANDARD CERTIFICATE OF DEATH g Fie o “
BIRTHNO.__ . REG. DIST. wNo, _3_1_8_Pmmmr REG. DIST. m.lQ()_a_ Reg.,fm”m — 6885
O 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. I lnatitution: residsnce before
a. COUNTY . STATE b. COUNTY dinimslont.
B Missouri o=
b. CITY 0 outeid limits, write RURAL sad . LENGTH OF . CITY . e cnce = o
OR It euicide wrw"u, it * = ::-':n..him gTAY tin this place}, ¢ OR . ¢ l-'gﬂrﬂ:r lnmr;l:gla"udunilaw
TowNn  3t, Louis TOWNSt, Louis o0 % D
d. FULL NAME OF (1t not in hoapital or institution, give strest addres or loeation} STREET (If rural, give loeation)
HOSPITAL OR ADDRESS ?_
INsTITUTION Homer G. Phillips Hospital 2/ 2122 Carr St. ,‘9
3. NAME OF a. (First) b. (Middle) e (Last} 4. DATE (Month}  (Day) (Year)
(Topeor Pring)  JE831e€ m, Williams DEATH 7 30 55
5. SEX ' 6. COLOR COR JACE 7. M%%%EB. NEVER ngsnguzr‘:!.#] 8. DATE OF BIRTH 9. AGE tn yeau| I vwen | veaR | unogn o e
. (Bpev A ay ont ays | Hours | Min.
Femnle “|Colore &1 5-28- [900 | 35 | |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
domdurmlmull.o!w ldulife.-:ennu :ntir:'d) DUSTRY (City and S:ﬁo- Ferejan Gouncrt /l K CITIZEN?FWHAT
Domes o & Mar:anwa 'S, A,

13a. THER S N F

Is. WAS DECEASED EVER ¥WU.S. ARMED FORCES?

{Yes. no, or usknowo), | (Il yes, xive war or dates of sarvice}

13b. MOTHER'S MAIDEN NAME h;m: oF Husaéfv /FE
.
: ﬂégc, Sus Dumeps sme.; /] 1S
16. SOCIAL SECUR”;! 17. INFORMANT' 5, SIGNATURE OR NAME ADDRESS

? |\ Hewry willisms 2122 Cnril.

—_

18. CAUSE OF DEATH ) MEDICAL CERTIFICATION lg:ggn. BETWEEN
Enter onlyonecouse per | . DISEASE OR CONDITION . . T Al AND DEATH
e for (ai (b)_md‘(’g DIRECTLY LEADING TO DEATH*(,, Hypertensive Cardiovascular Disease Undt.

*Thiz does mot mean ANTECEDENT CAUSES

the mode of dying, such | Aortid conditions, if any, giring DUE TO (b}
as heart fallure, asthenia, | rize to the above cause (o) slating

ele. I mecns the dis- the underlying cauae last.

cate, injury, or complica- DUE -TO (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONEHTIONS

Chnditi tributing to the death but 1ot . .
rdulch'mﬂ?:i:an ;:'andiﬁa;amuxin: deats. Cardiac Insuffici ency

WRITE PLAI.-.\’”LY;—,—USI.NG UNFADING BLACK INE--MAKE A PERMANENT RECORD

19a. DATE OF OPTEl%.ﬂN 5%, MAJOR FINDINGS OF OPERATION ] 2. AUTOPSY?
. He3X ' ves L] wo m
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o.x., Inarsbeur | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, fastory, sureet. office bldg.. ere.}
HOMICIDE ) _
21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT[—] NOT WHILE
. INJURY . = | “work AT WORK
22, I hereby cer?f;éﬁat I atlended deceased from 1=27- 19 55 lo 7-30- , 19 55 , that I last saw the deceased
aliveon ___ 2=- _ 19_-- and thal death occurred at __-_S_Qum from the causes and on the date stated above,
23a. SIGNATURE {Degres or til.le 23b.-ADDRESS Z3c. DATE SIGNED
EL r péé,gymo/ M.D. . 2601 N. Whittier Street 8-1-55
Zia BUR M} oA\HKLCREMK 23b. DATE 24z, NAWE OF CEMETERY COZCREMATORY 24d. LOCATION (City, town, or cougty) (5tats)
{ ¥ - J . -
Bl | P 3. 58 | Greentios f doisis County
DATE REC'D BY L%(:EAGL ISTRAR'S SIGNA 25 FUNERAL DIRECTOR™ S SI GMAT KDDRESS c/a/ 4
AUG 2. 1855 j é NEHis Fu weR AL a-re 2820 Stodclpe

- Tor s

{l.icensed Embalmer's Statement 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 emb;

DY IMIE, OF DY it iie i e ittt e , Student Embalmer No,..........

working under my personal supervision..

Student........ et et e atasena e aaaaan Signed.X™
Signature of Student Embslwmer

A C

Licensed Embalmer No._%._ A

+

P. O. Address v 4

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

If embalmed by a STUDENT, he aiso shall sign in his OWN handwriting.

J¥ 1this body is not embalmed, fact should be so stated above. '



