Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS OEC 14 19

ENDED

DOCUMENT

BY AFFIDAVIT OF

Registration District No. %&‘

Primary Reg

59-043081

stion District No, #.J:[_J_---Regimar'; No. _-./_.{__7.-_4:___--

STATE FILE NUMBER

1. PLACE OF DEATH
» CONTY gullivan

2. USUAL RESIDENCE (Where decesied Jived.

a. STATE Miasouri COUNTY

If imstitution: Residence before

Sullivan wmision

b. C‘IJ'II'ZY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b < CO'TRY Inside Limits
iown  Green Castle Life own Green Casgtle. va X Ne O
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location} Reside on Farm
TaTTUTIoN. H in G o/ 1 Y Xi N ADDRESS Y M
IN onme n reen B.Bt e €3 o O NO atgee; addreg& es [J Og
3. GlAME OF PE)CEASED First - . Last 4. .Dé\FTE . Month Day Yeor
ype ar print
Arvel Helvin Williams oam Dec. 4, 1959
5. SEX 6. COLOR OR RACE 7. Marrief[1 MNever Married [ |8. DATE OF BIRTH | ¥ AGE (last birthday) moUNhDER lbYEAR IF UNDER 24 HR
i P 1 H Min.
Male White Widowed [] Cvereed O [4/15/1901 68 S IR R "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|] 11. BIRTHPLACE (City and slale or country) | 12. CITIZEN OF WHAT COUNTRY
drioPgripEgine e ven ¥ retedl | General Farming| Green Castle, Mo. | USA

13a. FATHER'S NAME

Wallace H, Williams

13b. MOTHER’S MAIDEN NAME

Arminta Broyles

14. NAME OF HUSBAND OR WIFE

Gugsie Williamsg

15, WAS DECEASED EVER IN U.5, ARMED FORCES?
{Yes, n,dr unknown) | (If yes, give war or dates of service)

16, SOCIAL SECURITY NO.

—-14-1089

117, INFORMANT

Gusaie Willismae,Green Castle
ok

Irs.

Address

MEDICAL CERTIFICATION

p

INTERVAL B BN
AND DEAT

18. CAUSE OF DEATH (Enter only one cause per line forfa (h), and (c).
PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if any, DUE TOQ (b) *
which gave rise to

above cause (a),

stating the under-

lying cause last. DUE TO (¢)

e

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART III. If decessed was fernale was
disease tondition given in PART | (a) there a pregnancy in last 90 days.
| O Yes | J No l O Unknown
19. WAS AUTOPSY |.20s. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART |l of item 18.}
PERFORMED?, D ] ju
YES[] NO
20c. TIME OF  Hour  Manth, Dey, Yesr
A INJURY a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

21. | artended the decezied fro:

Death ocgarred at.

20e, PLACE OF INJURY {e.g., in or about home,
fvn, factoly, street, office bldg., etc.}

20f. CITY, TOWN, OR LOCATION

COUNTY

on the date stated sbove, end to the best of my knowledge, from the causes stated.
P 4

2. BURIAL, CRE N,
REMOVAL {Specify)

22c. DATE SIGMNED

24T

EnATORY,

getery

25. DATE RECD. 8Y LOCAL REG.

ja-8 - &9

(Statre) 4




-
K
B e

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 Signed

Signature of Student Embalmer

Licensed Embalmer No.ﬂZL_

P. O. Address. A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING._ (Failure to comp

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 nol embalmed, fact should be so stated above.

’




