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STANDARD CERTIFICATE OF DEATH
REG. DisST. NO.& ! b PRIMARY REG. DIST. NO.’:&.ZD_. Kegistrar's No......ﬁ...ém....................

LLEL )

AV St W 101

1. PLACE OF DEATH

a. COUNTY Phelp s

2. USUAL RESIDENCE (Where decoased lived.
2 STATBfi ssouril

I lostitution: reaidence before

¢. LENGTH OF
STAY (in this place)

b. COI-EY (ﬂ outeida corpurato limits, weite RURAL and give
township)
Toan St . James

c. CITY

o St . James,

o. COUNTY‘ Phelp S(}d;’xg’zxa

d. Ia Residence wlthln_ll.n;.l‘h of
. .0 ity neorporated town? d
Yes Ko 7

-1 .

(De Syl tlt

L)

d. Fll'i”dls-Pr'laAhlq_EGoRF (If not in hoapital ot instisution. give strect address or locaiion) ASI;TDRI;EEEST'S (If rural, give loestion) y -
. . LEide e
mstiTution Soldiers Home Hospital L -
3. NAME. OF 8. (First) b. (Middle, c. (Last) = &8
DECEASED ) i11 |+ 2 I&afmtﬁ) (Dml Qggﬂ
{ Type or Print) LT EILE Neaves Hi DENTH
5. SEX 6. COCLOR OR RACE | 7. \h\ff'IAD%ﬁ'!'E% NEVER MARRIED, 8. DATE OF BIRTH 05 9.1‘A-Gf (Ir:hya;rl h:[r UNDER 1 YEAR .| IF UNDER u HRs.
. B peui - - t b ¥, ontha [ Days | Hours | Min,
Female /| Whité MeHHPTEdf | gopober-9-1907] s o] |
102. USUAL OCCUPATION (Giive kind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE ) e 12_ CITIZEN
dong during moat of wqr Lite, avan f ratired) DUSTRY . {City and Seate or Foreign Countrv) C TRY?FWHAT
Fousewife None Missouri
13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBAND OR ®iFE
' Unknown Unknown William J. Hill
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yen, no, or unknown) (1f { #ive war or dates of sorvice) . . . a . .
Wo i Unknown ~ William J. Hill, St. James, Missowri
I8, CAUSE OF DEATH DAl CERTIFIC N IN E_}ml&aErEvigrEHN
' Enter only onecanseper. |- 1. DISEASE OR CONDITION. - . o~ .
line for (a), (b, end (c) DIRECTLY LEADING TO DEATH‘(a] A i .
*This does not mean ANTECEDENT CAUSES A
the mode of dying, such | Mortid conditions, if eny, giving DUE TO (b) v ;]
as heart fallure, asthenia, | rise to the above cause (a) slating
ee. It means the dig. | e underlying cause last. L
case, injury, or complica- |: DUE TC (0 / :
tion which caused deazh, | 11. OTHER SIGNIFICANT COMDITIONS U
. Conditions contributing to the death but not }
related to the dizeate or condition causing death,
19a. DATE OF OP%%ABI 13b. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
B . —54CO YESD,NOM
21a, ACCIDENT (Specity) 21b. PLACEOF INJURY (e.g.. inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) {COUNTY) sTATEy ¢ ¥
SUICIDE bome, farm, factory, strest, affics blde., ev0.)
HOMICIDE
2td. TIME (Month) (Day) (Year) (Hour} 2ie. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF : WHILE AT NOT WHILE
INJURY _ = | WoRK T WORK —
— £,
2. I hereby cerjj yt bat I gjiended {heoadeceased from/ el d ,’ ALY Is_éthat I last saw the deceased
alive on .‘..‘_';-s__..-‘- » 19424 and that death ocourrdydt L m,, from the ofuses cmd on the date siated abo:m
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f3a. B RIAL CR MA- 24b. DAT] . 24c. ,-‘ £ DF CEMETER
YA
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7 OH c ATORY

- U omaé:s;p é

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

5-7-1955° | Rurd- 3. F’MV'“"Q

v (Licensed Embalmet's

UMERAL DIRECTOR
Stan n Reverse Side}’




“ECEMVED,
“Nelps County oy

ottty Fije Number LL}J
Botg Fliog N&U_:a:ggi{m

h @%fcay,

STATEMENT BY LICENSED EMBALMER

.
*

I hereby certifj} that' the body whose name is recorded on the reverse side of this certificate was em)

e e e e e e e e e e e e e e e et e ae e m e aeataeraseraseaeareaainas , Student Embalmer No.........

yorking under my personal supervision..
]
PN

Student. ...
Signature of Student Embalmer

Licensed Embalm

N

-P. O. Addres

. Note:s The above MUST BE SIGNED-BY THE LICENSED EMBALMER in his OWN HANDWRITING. (H
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sigh‘i‘nel'n,i,S'b‘WN-handwriting.
I this body is not embalmed, fact should be so stated above.
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