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Doctar, coroner, etc. must use only stondard nomenclature in item 18, No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port.| must be causally ralated.
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L JUN 171958

Registration District No. oo

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

............ 59-022120

STATE FILE NUMBER

l__& Z____Prlmary chulruilon Dumci Neo., J&h}!& UUUUU Reglsrrur s MNo. ____/\5,] _____

1. PLASE OF DEATH 2, USUS‘}L .lr!ESIDENCE (Where deceosed lcaaelj T” institution: Residence b}afor f
a. COUNTY d a. ATE} g2 . b. NTY . admission
Livingston ¢ Missoari Livingsto
b. C(IJTRY {If vutside corporate limits, give TOWNSHIP only) Inside Limits <. C{IJTRY Taside Liﬁt:
Tom_Chillico the Yer Lt 1om _Chillicothe Yerly Mol
c. il:lélls.é.l{_i:t\%SF (1f NOT in hospitel, give location) | Length of stoy in 1b 055 d. STDT)%EEES {If outside, give location) Reside on Form 7
2z A '
©  insttution City Hospital 9 yrs. o 202 Ja glgsga_____%
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Y ear
{Type or print) OF
ILA I. WILLIAMS DEATH June 9, 1959
5. SEX 6. COLOR OR RACE T'MARRIED@ NEVER MARRIED[ ] 8. DATE OF BIRTH s AGEt L'a".il?ﬁ ;:.TﬁER;LE*R iﬁﬁom 2:!:“'
Tam. ; | White ; wioowen[] ovorcenJ| July 5, 1892 &b [ I
100, USUAL DCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during moxt of working life, even if vetired} o INDUSTRY
Stenogra pher ailroad LeRoy, Tils / US4
13a. FATHER'S NAME “. 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert Ingle Mary Pence Edd 16 Willijams

15, WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yas, no, or unknawn} (If yes, give war or dates of service)

INFORMANT

16, 50CIAL 5ECURITY NO.[ 17.

Y03-03-9330

wddlis Williams,

Address )
Chillicothe Mo

PART & DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for {a),

L}, end {c).)

INTERVAL BETWEEN
ONSET AND DEATH

Condltions, if any, DUE TOQ (b).
which gave rise to } -
abave cause (o),
stating the under-
% lying cause last, DUE TO (¢)
= PART {l. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not related to the tarmino! dlsegss condition given in PART | (a) 19. WAS AUTOPSY
s \ PERFORMED?
2 UKbeehn, . A 20/ YES[] NOQY)
=1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART [l of item 18.}
w
v (W] ] 0
G| 20c. TIMEOF .Hour Month, Day, Yeer
o INJURY  am.
k3 p.m.
20d. INJURY OCCURRED. 20e. PLACE OF INJURY (e.g., lnorabouthomu, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, o"lcn bidg., etc.)
WORK AT WORK

A
21. | attended the deceased from ngﬁggl 2 '§| ? &ﬂd 2 ;f E
Dmfh eccurred ot 225 m on the dah stated above;

and fast 'saw
ond to the but of my

ullv- on

edge. from Ih- cavses staiecl

V

22e. ATURE % ié (D;grn or title) b

#di%@%%

22¢. DATE SIGNED

& 7L 5

234 BUPAL, CREMATION,
MOV AL (Specify)

23b. DATE

24. FUNERAL DIRECTOR

ADDRESS

omald Gordon, “hillicothe, Ho.

Edgewood

23c. NAME OF CEMETERY OR CREMATORY

emetery

23d. LOCATION (Ciry, town, or

Chillicothe,

county) {State)

Mo,

25. DATE RECD. BY LOCAL REG.

&b/12/59

{Licensed Embalmer's Stitement on Fuverse Slide)

8. REGISTRAR’S SIGNATURE ; E




JUL 2 4 1359

C%6L 83 MRy

.

‘ L 31 120 UL 13 1962

©
‘ MA .
: R 21959 |
L
. STATEMENT BY LICENSED EMBALMER
I hereby certify that ;he body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ..... «» Student Embalmer No. ........ccoeevennnn

working under my personal supervision,

Student ..o e
Signature of Student Embalmer

Licensed Embalmes

P. O. Address..(.-€

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 a STUDENT, he also shall sign in his OWN handwriting,.

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