No. 300
10.48

e

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

FHLED JAN 25 1956

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

R_EG. DIST. NO. 3 IB ~. PRIMARY REG. DIST. lﬂ.mo.‘s_ Registrar's No, .11552—-.

3480

State Fak No

SIRTH RO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I inatiigtion: residence befors
. a. COUNTY a. STATE Missouri

b. COUNTY St. Lo“.-ml-ion

!Iaa. FATHER'S NAME
[ Benjamin P, Williams

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
Yoo mhetounknown) (U yos, give war or dates of wsrvios)

16. SOCIAL SECURITY
unknown

Marion Barker

b. CITY (I oui=de timits, writa RURAL and . LENGTH OF CITY :
okt e sk, e BUBAL wad g} £ ANETE 25 © AT L “ipranmies
TOWN _ St. Louis TOWN Clayton / -
d. FULL_NAME OF (If not ia hoepital or institution, give streat addrem or location) »- STREET (I rural, give location)
HOSPITAL OR ADDRESS, }
INSTITUTION.__ St. Luke's Hos pital 528 West Polo Drive
ER ':I;IEJ‘\:ME OE% a. (First) b. (Middle) c. (Last) 4. DaTE (Month) (Day) (Year)
{ Type or Print) NANCY WILLIAMS DEATH 12 29 55
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE Uoyears| # moem | YoAR | # DoDEm & s,
. WIDOWED, DIVORCED . ‘ lagt birthday) uuua’ Days | Hours | M,
female whi te never marrie April 29, 1915 o I
108, USUAL OCCUPATION (G kind ofwork | 10D. KIND OF Busmassn?&_ IN- | W BIRTHPLACE  (Gi4; ouq State or Toreipn Conatey) b 12, CITIZEN OF WHAT
at_home _ . St. Louis, Missouri .
13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND'OR WI!FE

T INFORMANT' 5 SIGNATURE OR NAME ADDRESS
Mrs. Eleanor Baker, 12 Washlngton Terrace

18. CAUSE OF DEATH
. Enter only oneoanse per
line for (a), (b), and (c}

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any,
rise to the above couse {a) sat
the underlying conae last.

*This does not mean
the mode of dying, such
os heort fallure, asthenia,
ete, It meams the dis-
ease, infury, or il

MERICAL CERTIFI

,,,,,,,DUETO (b)_&ﬁAJAM_W PLV'?‘-’

TION INTERVAL BETWEEN
ONSET AND DEATH

. g s
I Mo
3 Ao

I11.-OTHER SIGRIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition cauring death.

tion which caused death.

DUE TO (c) &AM 0-:-\-a 9 alﬂﬂﬂ.n

19a. DATE OF OP'FFO‘N 19h. MAJIOR FINDINGS OF OPERATION . 20, AUTOPSY?
& / -5’ 3 /\ YES B NO D
21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (ex..inorabout | 27¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE i boma, arm, fastory. strest, offios bldy., exe.)
HOMICIDE .
21d. TIME (Month} (Day) (Year) (Hour} 21e. INJURY OCCURRED 2if. HOW DID [NJURY OCCUR?
WHILEAT ) NOT WHILE
INJURY . = | work AT WORK

2, ] hereby certify that I attended the deceased from %______, 108A 10 hlle JF | 198 that I last saw the deceased

alive on 2 & | 198°Y ond that death occurred ot Z15E_B m., from the causes and on the dote siated above.
23, SIGNATURE o . (Degres or titls) -} 23b. ADDRESS E I 2. DATE SIGNED
0y Stincd Utitliiyim, w k114 Vo 12 for Gy § Mo 3000 63
2a. BUR] AL CREMA-"| 24b. DATE 4. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) . (5tate)
. ) )
remova 12-31-55 Clarksville Cemetery Clarksville, Tennessee
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE - 25, FUNERAL DIRECTOR' S SIGNATURE ADDRESS
DEC 30 1965 )7/ . C. R. Lupton & Sons-7233 Delmar Blv'd.,

(Dicensed Embulmer’s Statement cn Reverse Side)



I

* —~'STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY M, OF DY .ot ittt ittt cii e ictiearacaac i asseantoantomctramscasstassnsnsnnsosnsrarress

working under my personal supervision..

Student ... ool
Signature of Student Embalmer

Licensed Embalmer No..” .77,

P. O. Addregp?/-.-/ Qsaktl. £

Nete: 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. - -




