i, THE DIYISION OF HEALTH OF MISSOURI _SST,017553 __________ )

Welfare STAN DARD (ERTIFI(ATE OF DEATH STATE FILE NUMBER
bii I
5:n'i':o 6 ngisgrmipn_ District No. ___A____{___‘f'[_,,\_é______,________,,Primary Reginruﬁo_n Disfrif:r_f‘k’_-.A[ ‘? ‘5 ’:/_. Regisirar': No..._ / _fu._ e,
I . PLACE OF DEATH . P 2. USUAL RESIDENCE {(Where deceased lived. 1f institution: Resadence before
v . ST . b. COUNT admissic,
COUNTY Howell ~ A ssouri N Howell /
-57 CITY (If outside corporata limita, give TOWNSHIP only) | Inside Limits < cgrv . Inside Limiis
TS&!N Willow Spl"in gs Yes m No [ TOE’N WJ.llow Spring 2] Yes@ Ne [
FULL NAM%QF {If NOT in hospital, give location) | Length of stay in 1b ové n STREET {If outside, give location) Reside on Farm
RS Home Yrs, (€255 Gen.Defivery ™" | v
3. NAME OF DECEASED First Middle Last 4. DATE Month i
(Type or pint) William A, HILER oo WAy 18, 159
5. S}E'{xale 6. (i%)ggReRACE T'MARR:EDEI NEVER MARRIEDL] 8. DATE OF BIRTH 9. AEE (b|i,: ,.,,; ;:J:}'D‘Eie [;]‘E'EAR t:ol::DER 2;:.“.
o 4 wiooweo[]) ovorcep[ ]} Oct, 1, ]_875 Q‘j 7
I 10e. USUAL OCCLUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) [« 12. CITIZEN OF WHAT COUNTRY?
durin, st of wogking lifs, aven if retired INQUSTRY . ;
‘Farming "® | Retired Lincoln Couhty, Mo, US4
130. FATHER'S NAME N 13b. MCTHER'S MAIDEN ":IAME 14. NAME OF HUSBAND CR WIFE
G.W,Hiler JMairy Slater Janie Hiler
15. WAS DECEASED EYER IN U, 5, ARMED FORCES?' 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
{(Yeos, no, ow\&mvmi(ll yox, giva war or dates of service) None P.Trs N Jani e Hi& er WlllOW Spl"lngs . Mo .
18. CAUSE OF DEATH (Enter only one couss per line for {a), (b}, and ().} INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: M ONSET AND DEATH
IMMEDIATE CAUSE {a) !uJU W‘*’E— MW

. - -
Conditions, if any, DUE TO {b) W W&; (/Q;

which gave rise 10
above covss {a),
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

E % lylng cause last. DUE TO {c)
5 K PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass ¢condition given in PART | (o) 19 \gAS AéJ‘I’OPSY -2,
- hi 4 ERFORM|
H i 20/ YES[] M
; . 51 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1 of item 18.)
B = w
. g v a a O
i3 2
: v O 2c. TIME OF Hour Manth, Day, Year
2 B a INJURY  a.m.
: E X p.m.
tE 20d. INJURY OCCURRED - 209. PLACE OF INJURY (e.g., inerabouthome, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
;e WHILE ATD NOT WHILE D farm, faciery, stree, office bldg., etc.}
P B WORK AT WORK
? E 21. | ottendad the deceased from 5"‘/0 - S7 , to 5/18/59 and last wwh " alive on f /!; J
i E Death occurred at m on the date stoted cbove; and 10 the bast of my knowledge, from the cuuse{s'nwd
2 220. srcu/nﬁ W D? of titte) o | 22b- ADDRESS 22¢. DATE SIGNED
iz yalton, ﬁ Willow Springs, MNo. 5-19-59
23a. BURIAL , CREMATION, } 23b. DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (S1ate)
REMOV AL Spoaqif : %
Burial” 5~20-59 Epps Cemetery Willow Springs(Rural),Mo.

o~

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 26. BEGISTRAR'S SIG\NATURE
Burns Funeral Home,Willow Spgs.,Mo.... 25 - 57),,“,&&46

{Licensed Embalmer’s Statement on Fi};rnn- Side)




t
l .
. I
. [4 - -
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY ME, OF DY oottt rirr s ereere e es e eee e er et eee e eeere e re s eaeaba s eaans ., Student Embalmer No. ..........coc...n.s
working under my personal supervision. ﬂ Zﬁ”""—e/
/ v%
SHUAENE «rvreeiiee e et Signed e R BLurns e
Signature of Student Embalmer
Licensed Embalmer Nol"2lh‘ ..........

" P.O.Address Willow Springs,
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). o
. - If embalmed by a STUDENT, he also shall sign in his OWN handwriting.* ,
If this body is not embalmed, fact should be so stated above.

. -,
.




