No. 300
10.48

FILED JAN 26 1956

E DIVIRION OF REALIA OF MISSOUR]
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ;i IBPRINMY REG. DIST. NO.

3103
572

State File No...

i BLRTH NO. Registrar's No...—..—.. i e e s st
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdacoased lived. It lostitation: residence before
a. COUNTY a. STATE b. COUNTY adimicn),
Missouri L
b. CITY (1 cutetd Lmits, write RURAL and gl ¢. LENGTH OF c. CITY a4
o ¢ corporate lim = l.ow‘n‘ahlp) STAY (in this place) OR + 1:::;[:7"“ wl‘h:hdumtlnt;:?l
TOWN 5t. louis TOWN St, Louis - =
d. FH!‘SLP?'IBAT_EOORF {If not in hoapital or inatitution, lve streot nddress or location) Asl;r[?REEESFS (If rural, give location) /, 7
INSTITUTION ‘Homer G. Phillips Hospital | // 147 Cozens Al''o
3. NAME OF a. (First) b. (Mlddie) o (Losh) 4DATE  (Moath) (Day)  (Yem
(Tope or Print) Beverly Willjams DEATH 1 11 56
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| & UNDCR ) YEAR | ¢ (DER & HES,
WIDOWE_D. DIVORCED (Epe Iaat birthday) | Moaths D-:y- Hours | Min,
Male “| _ Col. Widowed Doo, 85, 1888 67. |1 |

10a. USUAL OCCUPATION (Give kiad of work
dons during most of working life, even if retired}

) ol

10b. KIND OF BUSINESS QR IN-
DUSTRY

1. BIRTHPLACE (City and State o1 I'-:nni'n Cnunuv)/ | 12' CIT;}%E#?FWHAT
Columbus, Miss,

13b. MOTHER'S MAIDEN

William Williams Nancy ?

13a. FATHER'S NAME

NAME 14. NAME OF HUSBAND OR WIFE

I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY

‘Ynao. or anknown) l {Hl yes, xive war or dates of service} 491-18-334%0

7. INFORMANT S S1GNATURE OR NAME
Lem T. Williams - 4012 Evans Ave,

ADDRESS

. Enter only anecauso per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION

MEDICAL CERTIFICATION R
Cerebrdl Arteriosclerosis Undt.,

INTERVAL SETWEEN
e ONSET AND DEATH

Iige for (a}, {b), and (c) DIRECTLY LEADING TO DEATH'(a)

*This does not mean | ANTECEDENT CAUSE

(S5

Morbid conditions, if any, giring DUE TO (b)
rise to the above cause (a) stating
the underlying cause ioat.

the mode of dying, such
a8 kear! faflure, asthenio,

e, It means the 'dis- :
DUE TO {c)

cane, injury, or complics-
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS

“Conditions contributing to the death but not
related to the dizenze or condition causing dealh.

Malnutrition

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OP_'E_:%Aﬁ 15b. MAJOR FINDINGS OF OPERATION 3 . 20. AUTOPSY?
YN vis B o [
21a. ACCIDENT . (Bpedify) 21b. PLACE OF INJURY (s.g..inarabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bomse, farm. factory, screat, office bldg..eva.) .
HOMICIDE _ _
21d. TIME tMooth} (Dey) (Year) (Houn 2le, INJURY QCCURRED | 21, HOW DID INJURY OCCUR?
oF WHILEAT—] NOT WHILE
INJURY WORK AT WORK
2. I hereby certify that I aucndcd ¢ deceased from 12-16 19 55 1-11 ISL_ that J last gaw the deceased
alive on . =11 , and tha! death occurred at .i.l‘;'_pn fram the causes and on the date staled above.
ATURE (Degree or title) (“23b, ADDRESS 23%. DATE SIGNED
% 8. ,Zg_ M.D.| 2601 N. Whittier 1-17-56
a. BURIAL. CREMA- | 24b. DATE 243, l\A.'JE OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, oF county) (State)
TION REMOVAL (Bpecify) J S't . . . )
REMOV 8n. 19.1g9%5 - Louis 8o, Mo.
DATE. REC'D BY LOCAL 25. FUNERAL DIRECTOR' S S| GNATURE . _ADDRESS
» H. & Son 3132 Bell Ave.

JAN 17 joee | ¥

REBIST R'S SIGNATURE J
&Z .y{uzsz ).

V

(licensed Embalmet's Statement an Reverse Side)



.STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embsa
by e, OF DY L e ettt e ceaaaeeaaaas

working under my personal supervision..

Student ... iiiiisiacciieeacanaanas Signed..,

Signature of Student Fmbelmer

I Licensed Embalmer No.%;7
: P, O. Addresﬁ?éf

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




