ealth,
w.l 'UI"

:::::- F".Eﬂ FEB 1 7 19599imu1ion Distriet No.

TH-E DIVISION OF HEALTH OF MISSOUR| 59_"00'?8 00
STANDARD CERTIFICATE OF DEATH STATE FiLE NumBER

Primary Registration District NO e+ e Registrz No. Mt 4 _______ e

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
00 o. COUNTY o STATE MO, b. COUNTY i psion)
-57 b CTY I ouside corporate fimits, give TOWNSHIP oniy) | Tnside Limits < CITY Inside Limits
R
' TOW  St, Louis Yes L1 No[] rom  St, Louls Yes(J Ne[]
>} c. Il':igIS_FL_I'FME%IgF (M NOT in hospiral, give location) | Length of stay in 1b d. STREET {It outside, give lacation) Reside on Farm
/ - A ADDRESS
. ¢ nstirution_Chronic Hosp. 6mo 15dys 3539 Page Yes ] Ne[]
3. P’!TAME OF DECEASED First Middle Lost 4. DATE Month Day Year
i . .
(Type or print) Kathleen Williams ooy dan, 30, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In ywars §F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[ ] KEVER MARRIED[] {ln y -
female I whlte WIDOWEDE . DIVORCEDD 5_15_73 85&10 birthdey} { Months [ Days Hourg I Min,
e, USUAL OCCUPATION (Give kind of wark done | 10b. KIND QF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
dunng me Ha! working life, even il retired) INDUSTRY U
Trenton, Tenn, | ,SeAe
13e. FATHER S NAME 13k, MOTHER®'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Rolla Raines QOphelia Unknown
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? }6. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, or un!mqwn)l(lf yos, glve war or dotes of service)
RO none S

18. CAUSE OF DEATH {Enter only one cause per line for {a}, {b), and ().}
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) A

INTERVAL BETWEEN
ONSET AND DEATH

=2y .

SYDS

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disecses in Port | must be causally related.

Condlti , i A
w;reh.:::o rl:-nrn } DUE 7O {1
above causs (a),
tating th dere
ryrnqnweeu.uwl'u::. DUE TO (c) o 1_4 “aem - q-‘&*ﬂ .
PART ll. OTHER SIGNIFICANT CONDITIONSZONTRIBUTING TO DEATH but net related to the termina! disesse condition given in PART I {a) 19. WAS AUTOPSY
' PERFORMED?
YES(¥ no[]
20a. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. ({Enter noture of injury in PART | or PART {l of item 18.)
O O X
20c. TIME OF Hour Month, Day, Year
INJURY  ao.m.
- p.m.
204. INJURY OCCURRED He. PLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, uctory, streset, office bldg., etc.)
WORK
21. | attended the deceased from - - , to 1-30- 5_9 and last wwk alive on 1= 30— 5 9
Death occurred ot M s, m on the date stated above; and to the best of my knowledge, from the causes stated.
220. SIGNATURE (Degree or title) o 22b. ADDRESS Tic. QATE SIENED
o 22e 2 1D, JM 1/31/59

T BURTAL, CREMATION,
REMOVAL (5S¢ ¥)
cremal

23b. DATE

2-5=59 City Crematory

23c. NAME 'OF CEMETERY OR CREMATORY 23d. LOCATION (City, rown, or coumy) {State}

St.louis Migsouri

4.

Frank O'Donnell 5600 Arsenal St,.

n
FUNERAL PIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 24- REGIST, 'S SGEATUR
e .
FEB5 63 L M70.

(L 4 Embel s §

on Reverse Sida) "'7’/“ :) /’_«




STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY ittt rrr e et rr st rn e rare e et s e e r s s e e nran ey aeias , Student Embalmer No. ..........c...eeues

working under my personal supervision.

Signature of Student Embalmer

) . Licensed Embaimer No.......c.oeveeninnnns

? P. O, Address............... ererer e

‘. 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).

If embalmed by & STUDENT, he also shall sign in his OWN handwriting.

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




