ympioms wi

o Sy

weclior, coroner, eic. musi use oniy slandard nominciarure o them (B, N

All diseases in Part | must be cousally related,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ILED MAR 20

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

TQ%gishcﬁan District No.

Primary Registrntion District Na.

59-011

o419

STATE FILE NUMBER

Registra

s A

1. PLACE OF DEATH

o. COUNTY

aami sgran

2. USUAL RESIDENCE (Where deceosed lived. If institution: Resédcnc #eime
Missouri b COUNTY f

b. CITY (If outside corporate limits, give TOWNSHIP only)

TOWN St. Louis, Mo.

a. STATE
Inside Limits c. CiI:]TY
Yos il Ne [] omSt. Louis

Inside Limits

YesEX No []

Egls_‘l:.l!::r%g’:gLEQPT LBﬁngl\m location) | Length of stay in 1b d. iBRD%EETSS {If outside, give locotion) Reside on Farm
INSTITUTION i ' 2% days 2400a North 9th St Y= Nafxt
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Typa or print) OF
Christina Nicolette Williams pEATH March 3, 1959
5. SEX & COLOR OR RACE|] 7. MARRIED[ ] HEVER MARNEB& 8. DATE OF BIRTH 9. AGE {tn years FUNDER )} YEAR| IF UNDER 24 }1Rs.
» last birthday) | Months | Doy Hours Min.
Female White wooweo[ ] owvorceo[J] 2/10/59 | %8 ]
10a. USUAL OCCUPATION (Giva kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ¢i | 12. cimizen oF wHAT counTRrY?
during ma st of working life, sven if retired) INDUSTRY .
none UM none St. Louis, Missourl | AMerica

13a. FATHER'S NAME

Charles Edward Williams

13b. MOTHER'S MAIDEN NAME

Bertha Holmes

14. NAME OF HUSBAND OR WIFE
Never married

{Ynl,ﬁooor I.rnlt.nqwn)[ i

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

yeos, give war or dotes of service)

16. SOCIAL SECURITY NO.

none

17. INFORMANT

Address

EMOrsech - 500 South Kingshighway

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if ony,
which gave rize 1o
above cause ({a),
stating the unders

DUE 70 (b __o_na.q

18. CAUSE OF DEATH {Enter only one cousa per line for {a), (b), ond {c).)

INTERYAL BETWEEN

Lanouﬁm

ONSET AND DEATH
7K., -

vtj 1)
Wunt  disnes < By PO

N QVCf"‘lJlnl’ Xorfa

hat
0

Death occurred of

o rom_Mar_Qh_l_,.lﬂs_g_:"’
3;55 am

S lying cause last DUE TO (c)
E PART Il. OTHER SIGHLFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the torminol disecss condition given in PART | (o) 19. \gAS Aé}TOPSY
ERFORMED?
£ /5 Lol [vesk] No[])
21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natwre of injury in PART | or PART 1l of item 18.) 7
11)
o | d O
G| 20c. TIMEOF Hour Month, Day, Yeor
I INJURY  am.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., imor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [j farm, factory, street, office bldg., eic.)
WORK AT WORK
21. { attended the dece MBICh 3 s 195:9 last sow ll::; alive on MarCh 3 3 1959

m on the date stated above; ond to the best of my knowledge, from the causes stated.

2 URE

— xn’A
234, BURFAL/%MATION, 23b. DATE .
RGOV AL '3
Reio#Y” | 3-6=59 &

{Dagree or title)

22b. ADDRESS

. 500 South Kingshighway

27¢c. BATE SIGNED

3/3/59

c. NAME OF CEMETERY OR CREMATORY

Friedens Cemetery

St.Louls CO.

23d. LOCATION (City, town, or county)

Mo

{5tare)

3.

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Washington Blwd.

25. DATE RECD. BY LOCAL REG.

09

(Liconsad Embalmar’'s Stotemant 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

DY B, OT DY it it eeeem e et rasem e e tea s b rnthee b saren s e rrans , Student Embalmer No., ...................

working under my personal supervision.

.

Licensed Embalmer No/:;/(.?...ﬁ_oe
P. O. Address A/, /4. 4] L omtbbees

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA'NDWRITIN)G? (Failure

to comply with the above constitutes grounds for revocation of license).
If«¢mbalmed by a SPUDENT, he also shatl sign in his OWN handwriting,
If this body is not embalmed, fact should be so stated above.

Student oo
Signature of Student Embalmer




