THE DIVISION OF HEALTH OF MISSOURI
st FILED MAY 25
» 1956 STANDARD CERTIFICATE OF DEATH soue i N18890 ,,,,,,,,,,
' BIRTH NO. REG. DIST. NO. _3;1_8__ PRIMARY REG, DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If inatitution; reshience before
£ a. COUNTY a. STATE Migsouri b. COUNTY aduimlont.
b. CITY (1! outelde torpurats limits, writs RURAL and give c. LENGTH OF c. CITY T . . ts Residence within liml u-l‘._
0 woabi n co. - a clty of In¢orpors own?
TO\?IN St. Louis tawnabip}i STAY (ln this place! T(?‘isN St Louis Y—g F_'i | rpg_oth!H
d. FULL NAME OF (If not in hoapital or institution, give strest addreas or location) (II raral, give [ocation) F
HOSPIT. ADDRESS W14
sTiTuTioNDOA Homer Phillips Hosp. '& 5359 Minerva A? 73
3. NAME OF a. (First) b. (Middle) ¢ (Last} 4. DATE (Month)  (Da:
DECEASED ) -, (Yean)
(Typeor Primty  LO1A Williams oeam  April 27 1956
5. SEX 7| 6. COLOR OR RACE | 7. M;&RR!‘EB g:—'vsgcrgsnms?b 8. DATE OF BIRTH g'ieEui;ﬁ';" JF 0w 1 vEke | o u s
. (Bpec 13 ¥, on Deys | Hours | Min.
female” | Negro widowed . | 27May 1897 et |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12. CITIZEN OF WHAT
done duri 2wt of working llfe. even if retired) DUSTRY . {City und State &2 Foreign Country)
cOoK. Scruggs Ripley Tenneesee ! Qg
13a. FATHER'S NAME i 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
George Halfacre | Betty Richardson ! e=ecce—cwc—ecc=e
E, WAS DECkEASE? E‘:’ER INiU.S. ARMED FORCI;ZS‘; 16. SOCIAL “SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME  ADDRESS
&8, Do, orunknown, ¥oR, KIVe WaAT Of dates of gervice, -
no | “ho %4.03-3572 | Betty Revels 913 Marcus
18. CAUSE OF DEATH @ICAL CERTIFICATION lg:ggﬂ. g%rggrzu
: I ) H
 Enter only snecausoper | |- DISEASE OR CONDITION ICO/ /AJPM :%&/5’7&6—16 "

lize for (a), (b}, and (<) DIRECTLY LEADING TO DEATH'(ao

hromabogis:
Ya¥); »?-/&/ kﬁu/:ewts’/g{

«This does not mean ANTECEDENT CAUSES

the mode of dying, ruch | Morbic conditions, if any, gising DUE TO (b)
08 heart fafture, asthenda, | rise o the above cause (a) stating

de. It means the dis. | the underlying cause last.

case, injury, or complica- DUE TO {c)
tion which cauaed death. | 11; OTHER SIGNIFICANT CONDITIONS A-/

Conditions contributing to the death but aot
reluted to the direaze or condition causing death.

i9a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPEW / 20. AUTOPSY?
0/‘/ ) YRol ves (] Noﬂ

WRITE PLAINLY-—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

Z1a. ACCIDENT (Bpocity) 21b. PLACEOF INJURY (e.c..inorabou | 2lc. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)  °
5 SUICIDE W hoxms, tarD, factory. surest, ofice blg..e10.)
| HOMICIDE o i :
21d. TIME (Month) {Day) (Year) (Houn | 2le. INJURY OCCURRED | 215. HOW DID INJURY OCCUR? . >
WHILEAT NOT WHILE
INJURY m. WORK AT WORK
- FJ
2. T hereby cert yt at/ atten deceased Jrom ",1/" 2 19‘56 lo/% A7 196‘;{ that I last saw the deceased
Yve on . and thai-death occurred atM m., from the caus/s and eldate stated above
Za. SIGNATURE—H——FA—F—F— (Degree o title) 4&2%“ .7;3%& M' SIGNE
A P, _t(
fJ Thoma M.D. ﬁ rZaby _.2 ¥4 YA
%’1?3 Naggt": g"lﬁtn -an"b DAfE ~  |.24=, RAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or coumy)_f (State}
_ remova 1 Mayl956 |Washington Park. _ St. Louis Co, Mo,
DATE REC'D BY LOCAL ISTRA 'S SIGNATURE . FUNERAL DIRECTOR'S 51GNATURE - ADDRESS =+
. .. REG.
ape’bp i A Co el o T eliable Funeral Sys. 1389 N,Unlon




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml
by me, or by ... iiciiiiiieaeaa e e eieeiasasaraeieraeaans . Student Embalmer No..........

working under my personal supervision..
2

Student . oo e it iar i
Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address.%../?f/g

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 shall sign in his QWN handwriting.

}¥ this body is not embalmed, fact should be so stated above.




