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diseases in Port | must be casually reloted. Coroner cannot certify to o death due to natural couses.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Docter, coroner, etc. must use only standard nomencloture in item 18. No symptoms will be listed. All

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

1.8 rrimory Registmotion Dissses 100§

1956.

Regi stration Distriet No. _.........

FILED SEP 6

iy 5759
STATE FII._E NUMBER

. Regifitar's 3115 J—

1. PLACE OF DEATH

2 USUAL RESIDENCE (Where deceased iived.

If institution: Residence before
admi ssion)

a, COUNTY a. STATE. MiSSO‘IlI'i b. COUNTY
b. Cé};‘f {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. Cé'I';Y 7 Inside Limits
town Ste Louis, YesU NeD tom Ste Louis ‘.1\1 f) YesO NoD
€. ll-:lglgl!:‘-l'?:l’_‘% OF (Ji NOT in hospital, givelocation)|Length of stay in 1b X S'l"l.?EET (i1 curside, g"' |o:al|on) Reside on Farm
institution Homer G, Phillips // aooress 11219 E. Cook Avee, Yest Nol
3 ::cﬂtl“o:o First Middie Last T D;;E Month Day Yeor .
" {Type or print) Joseph Williams DEATH July 28, 1956
€ Sex COLOR OF RACE  |7. mamRIED L] NEVER MARRIED [J] B DATE Off BIRT ie AGE (hl years | IF UNDER | YEAR [if UNDER 73 HAS.
Months | Daws | Heurs | Min.
Male Negro WiDQUE oworceo [N Feb%é % ‘ff l

102. USUAL OCCUPATION (Give kind of twork done
durl’np most o]wnr.!mg life, even if retired)

Laborer None

10b. KIND OF BUSINESS OR IRDUSTRY

i |12. CITIZEN OF WHAT COUNTRYT

UsA

11. BIRTHPLACE (City and atate or coumtry)

Columbus, Mississippi

13, FATHER'S NAME

Sonny Williams

14, MOTHER'S MAIDEN NAME

Unknown

15 WAS DECEASED EVER IN U.S. ARMED FORCES?
.m0, or unknown) l (IS wea. gise wor or dates of sarvica}

16. SOCIAL SECURITY

Unknown

NO.

Address

1219 E. Cook Aves

17. INFORMANTY
Amnda. Williams

18. CAUSE OF DEATH [Enier only one cause per i
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

for (8}, (b). and (¢).]

SSIVE ~/WTRE~T Hofnc, 0

INTERVAL BETWEEN
ONSET AND DEATH

2 ’J;'ézg

AEersomH £ £

S E—

Conditiens, if any, N
which gave rli: fo BUE TO (b .

™~ mfl:’we cg‘un ;e). -
#laling the under- .\
lying  cause fost, DUE TO {¢)

(RnT7Ge- ROEH )

Q PART 15. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(n) ﬂ.—xﬁ_{s}_ ;g;‘gg\’
- ?
g es 5 wo [
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of injury in Part Ior Part 1] of ltem 18.}

g 0 | O '

< 1 20c. IME OF Hour  Month, Day, Year

S5 INURY @ m, ' . ﬁ 2 2_

=} p.-m. '

[

x

20d. \WIURY OCCURRED

WHILE AT NOT WHILE
WORK AT WORK

20¢. PLACE OF INJURY (e.
Jfarm, foctory, xireet, office didg., et¢.)

¢., in or aboul home,

20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. 1 attended the decoased from . to

Death occurrad at

her

and Iaat saw alive on

him

23b. DATE /

3

; ..
/ 12' , m on the date stated above; and to the beat of my knowledge, from the causes stated.

22¢c, DATE SIGKED

S/

. Annness./ jﬂﬁ Z z r//

23c. NAME QF CEMETERY OR CREMATORY

Oakdale Cemetery

{State)
I'IO.

23d. LOCATION (Cify, towrn. or county)

St. Louis County,

8/2/56
24. FUKERAL DIRECTOR ADDRESS
G. Wade Granberry 1202 Finney Ave,

25. DATE RELD, BY LOCAL REG.

GISTRAR'S SIGNATURE

AUG 1 1956

{Licensed Embalmer*s Statement on Reverse Side) 4

—a QiR
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————————————————————————————————————————————————— e —

STATEMENT BY LICENSED EMBALMER

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

L3 R + < L 3 o 1 P , Student Embalmer No.........

working under my personal supervision..

Student....o.oirtiiii i e eicrciraiaeia e Signed ﬁ?&é%@"/f% .....

Signature of Student Embalmer
Licensed Embaimer No%

P. O. Address%..%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

H thts body is not embalmed, fact should be so stated above.




