calth, THE DIVISION OF HEALTH OF MISS0UR1 58_04104'?

Welfare STANDARD CERTlFlCﬁ" OF DEATH STATE FILE NUMBER
ublic
ervice "‘,Ltu [“ Uv 2 1 1058ls1ru!mn District No.. i 9’. e Primary Reglsh‘uhon District Ne. ---A 9——G 3— R‘B“"“" s No., }a——————-
- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: ‘Residqncg befofe
300 | a. COUNTY PLATTE a STATE g0y, b. COUNTY (17 gyadm-mry/
-57 b CIC')FRY {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY PR Inside Limits
1ow FERRELVIEW, MAY TWNS.['=& %O O FERRELVIEW, MO. Yo} Ne ]
E c. FULL NAME OF (Hf NOT in hospital, give location) | Length of stay in 1b édﬂf’ib STREET {If outside, give location) Reside on Farm
. HOSPITAL OR . ADDRESS
INSTITUTION HOME 48 YEAKRS o — Yes [ No[]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yeaar
{Type or print) OF
MARY ANN CLEMENT INE WILLIAMS DEATH MOV, II, I958
5. SEX 6. COLOR OR RACE| 7. . DATE OF BIRTH ¢ AGE 0 b F UNDER 1 YEAR] IF UNDER 24 HRS.
I MaRRIED[JNEVER MARRIEDL] o s Souidont Pionte T Bape | Fowre ¥l
FEMALE THITE woowen(® .3 oworceo[]| OCT. IO, 187 A6 ]
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during 6{ mmlfmﬁn if retired) INDUSTRY ALPHA , KENT UC I{Y { U . S . A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H.U‘SBANIE OR WIFE
WESLEY - HICKS ELLEN RAINES FRANKLIN WILLIAMS
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 7. INFORMANT Address
(Yes, e, oF unllnqvm)I(lf yes, give wor y datas of service)

18. CAUSE OF DEATH (Enter only one couse pp
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (q)

INTERVAL BETWEEN
- ORFET, EATH

which gave rise to
above couse {a),
stating the unde

Conditions, if any, } DUE TO (b)

USE ONL. Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g lylng couse Iu:: DUE TO (c)
=4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted 1o the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
K B PERFORMED?
2 v 43100 YEs[] NOTX
- % | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART ) or PART I} of item 18.) ’
('}
Fl : | O O
5 U| Mc. TIME OF .Hour :Month, Day, Year
2 o) INJURY  a.m.
‘::'. &3 p-m.
£ 20d. INJURY OCCURRED 2e. ‘PLACfE OF lNJURY(a;?._, ian;ubom h%me, 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
- WHILE AT NOT WHILE arm, factory, strest, office bldg., etc.
5 WoRK L aTwork J £ s /’_ e i L
5 21. | attended the deceased from LY %z 222 y” 62 and laat Su:v_‘}:;:'_nl.iu on éé éf/__ £ éz -
H Deu}h occurred at : on the date stated above; and to the best of my knowledge, from the causes stoted.
- | P i Foeecd | GOptte 12/
23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION wn, or coynty) 1
REMOV AL (Specily)
d BURIAL I11-I1%-'58 SECOND CREEK CEMETERY PLAT COUNTY , MO.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

MeCOMAS FUNERAL HouE SMITHVIWLE| //_ /4 /- ¢~ : S s -

[{ %} d Embolmer's § t on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, 0T bBY ..ccvviveieririininiens e sreeresessesiasssiesrsierrerasasereteieeaseasanerianerires ., Student Embalmer No. ......c.cocevnvnns

working under my personal supervision.

—

Student .o e s
Signature of Student Embalmer

Licensed Embalper No#y‘?’ﬁ
- P. O. Addres ‘. g {;M‘g-

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

[f embalmed by a STUDENT, he also shall sign in his OWN handwriting,.  _

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



