> a5 | 77 T OTANDARD CERTIFICATE OF DEATH state File No.s A A 4Z030......

'7" BIRTH m._ﬂ___ REG. DIST. NO. &anmv REG. DIST. no.{ZérlL Regisivar's Ne éd

......

I. PLACE OF DEATH € 2. USUAL RESIDENCE (Where decossed lived. M Ingtitution: residence before
a. COUNTY . STA b, diniomfont.
09\ Jefferson >S4 ssourd > Pe¥rerson.
b. CITY (If outside corpurate limits, write RURAL and give ¢, LENGTH OF || ¢ CiTY C e d. I Residenes within Mmits of
OR woghip) Y lace) OR .
ToOWN  De Soto e SBY Gpyt Town  De Soto CEETRRT
d. FULL NAME OF (If not in hoapital or Institation, give sireot addrem or loeation) . STREET (U maral, give loeation} ‘50"
HOSPITAL OR RESS £
INSTITUTION. 608 No. Third St. Ao Rural Route # 3 & 0
3 gs'?:hgﬁs%% a. (First) ' b. (Mi:‘id]e) c. (Last) ‘ 4 DSTE (Montt) (Day)  (Year)
(Typeor Prie) Eljigsie Paralea Williams oeatd 12 /1/55
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED £}| 8. DATE OF BIRTH 9. AGE (Io years| IF UNDGR 1 TeAR | ¥ ONDER u W,
/ Wg} a ED (Bmdlr)# Laat birthday) Monun’ Days | Hours | Min.
F W owe Aug. 21, 1873 82 |
10a. USUAL OCCUPATION nﬁmd.m; 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (ci\) sud Seuca o Forsige ot o) 0 12, CITIZEN OF WHAT
Hougewife -__None St. Francois Co., Mo, U,5.4.
138, FATHER'S NAME ~ . 13b. MOTHER S MAIDEN NAME 14, NAME OF Husamn'on wiFE
P John J. League Elizabeth Appleberr | J. E11 Williams 5
IS. WAS DECEASED EVER !N U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 S| GNATURE OR NAME ADDRESS
(Yes, 10, or unknown) | (11 yws, glve war or dates of service) NO. i
No Kone Poberta Henderson DeSoto, Mo,
18 CAUSE OF DEATH - E MEDICAL CERTIFICATION .. . 'g;ggﬁgmm
1. DISEASE OR CONDITION DEATH
Lo o o e e D‘REC"-"‘-EAD'"GTO DE-""""‘(a) _@@dﬁfﬂd@/ MM 2 M

line tor (a), (b), and (€}

*This does not meen ANTECEDENIT CAUSB
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b} “ I
enia, rie to the above cause (o) ddiug
ok heart fallure, asthenia, - Ehe underiying couse fast. C e 4 . . .. L .

ete. It means the dis-

WRITE PLAINLY—USING UNFADING BLACK INKE—MAEE A PERMANENT RECORD

case, infury, or I, DUE TO (¢}
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not ’ :
. rebsted b ihe diseee of comdition eatueing death. 4] 2200
19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION o S 20, AUTOPSY?
TION :
ves [} NO m
2ta. ACCIDENT (Bpeeily) 21b. PLACEOFINJURY te.g.,Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
' SUICIDE bome, farm, fastory, street, offies bidg., #18)
| HOMICIDE R .
21d. TIME (Month) (Day) (Year) (Hou) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| whay . ) . mm.zn‘r NOT WHILE
| o AT WORK
21 hereby certify that 1 attended the deceased fromma__ 19_..5.570 &ELA_. 19570, that I last saw the deceased
alive on 19& and that death occurred al LQ_Q_ m., from the causes and on lhe date slated above.
Zia. SI TURE or uue)a’ 23b. ADDRESS o . l 23c. DATE SIGNED
- - " - - -
\%«m . Qo2 Lo Qoo 7210~ /27 -5
BURIAL CREMA- | 24b. DATE 24c. NAME OF CEME!'ERY OR CREMATORY | 244, LOCAT!ON (City, town, or county) (B:ate)
TION REMOVAL (Spedty) . Lo
Burial 12/4/55 . Mt, Olive Jefferson County, Yo,
DATE REC'D BY L%CAEGL REGISTRAR'S SIGNATURE . }q 6 25. FUNERAL DIRECTOR' S S| EMATURE ADDRESS
| /P-F-J5 m&’m& J, Lee Mothershead DeSoto, Mo,

" {Licensed Embalmer’s Statement on Reverse Side)




~

JEFFERSON COUNTY HEALTH DEPT
- HILLSBORQ, MISSQURS. ‘

DATE RECEIVED

NN DEC 4 1055 | &

r

STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

DY I8, OF By Lo i ittt it aseamcme s et aaace e aaaara s , Student Embalmer No...........

working under my personal supervision..

Student ... ...oiiiiaiaiii it a et cinacaaaas
Signature of Student Embalmer

P. 0.' Address V%, S ______

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 also shail sign in his OWN handwriting.

.J¢ this body is not embalmed, fact should be so stated above. ’

’
3




