)URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-

DOCUMENT

BY AFFIDAVIT OF

59-042716

:D R\@rrmgmri: lesg-___-_________ﬁrimuy Registration District No. oo __Registrac’s 2,1.0'.29-7.--

STATE FILE RUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY s STATE MY ggeurd b COUNTY admission)
b. CITY (If autside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITY Inside Limits
R
TowN  St, Louis wown §t, Louls Ya [ Ne O
c. FULL NAME OF {If NOT in hospital, give location} Inside Limits d, STREEY {if outside, give location} Reside on Farmn
HOSPITAL OR ADDRESS
INsTITUTION Homer G, Phillisp YesO Na[] 2619 Burd Y O No
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yesr
(Type ar print) OF N :
John Williams DEATH phi 19 59
5. SEX 6. COLOR OR RACE 7. Merried X1  Never Married [] |6. DATE OF BIRTH | 9. AGE (last birthday) {1F UNDER 1 YEAR | IF UNDER 24 HR
Male Negrm Widowed [] Divorced [J ?_15_92 67 Months [ Days | Hours | Min.

10a. USUAL OCCUPATION

Give kind of work done

during most of working life, even if retired}

10b. KIND OF BUSINESS OR INDUSTRY

V1. BIRTHPLACE {City and state or country)

12, CITIZEN OF WHAT COUNTRY

bor Amanda Ga, USA
12a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hnanfel Williams Katherine ? Amanda
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT Address

(Yes, no, or unknown} l{lf ye3, give war or dates of service)

Amanda Williame

24,31 Division

MEDICAL CERTIFICATION

PART |,

18, CAUSE OF DEATH (Enter only cne cause per line for (s}, (b), and ().
DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

mmeplate cause o) _ Probable Bronchogenic Carcinema Indet.,
Conditions, if any, DUE TO (b)
wbhoi:h gave rln( I)D
sbove cause (a),
ln,s;:g Il:e un|der- DUE TO i) / é 2 4 /
ying cause last <.
PART . PART HE. Hf  deceased wias female was

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relasted to the terminal
diseasa condition given in PART | (s} .

there a pregnancy in last 90 days.
IU Yes I O Ne I O unknown

9.

8250

__l_

Death occyrred at.

WAS AUTOPSY [ a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nsture of injury in PART | or PART Il of itern 18.}
PERFORMED? O 0 m}
YES [} Noﬂ'
20c. TIME OF Hour Month, Day, Yeor
INJURY s.m.
p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] . farm, factory, street, office bidg., et}
NOT WHILE AT WORK []
21. | attended the d d from. 11-16-59 0—11219259——4“ last sow i alive °"—-—ll-19-5-9-——-———

m on the date stated above, and to the beit of my knowledge, from the causas stated.

RIAL,
REMOVA!. {
Removal
24. FUNERAL DIRECTOR

Fo A. Green }2)}); Delmar

TION, a DATE
Specify}

1)-26k50 Wahington F

Q :Dtnﬁ! or title) ’M.D

22b. ADDRESS

2601 N. Whittier 8t,

22c. DATE SIGNED

11-19-59

[ Z3c. NAME OF CEMETERY OR CR

ADDRESS

MATORY

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

{State)

YK e o cociaa
NOV 23 18

59

{Licensed Embalmesr’s Statement on Reversa Side)




K

Y

=)

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signedm

_Signafure of Student Embalmer . . -

. SR 2963

Licensed Embalmer No.

P. 0. Address 112111 Delmar

S Y . C e e
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fatlure to comp
with the above constltutes grounds for revocation of license), - = -y -
* ) If embalmed by 2 STUDENT, he also shall sign in his OWN handwrmng

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




