| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~60-044781

o0 !
STATE FILE NUMBER
:Dn_u v n&gtxﬁgh s’n:p%ﬁ'_j j?____?nm.ry Registration District No. ﬂd-_kmlﬂurs Ne. _3__/.?_(_______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. |f institution: Residence before
a. COUNTY County a. STATE }.ﬁ_ ssouri b, COUNTY admission)
b, CI{RY (¢f outside corporate limits, give TOWNSHLP only) Length of stay in tb < Cé‘;\" Inside Limits
Town  Koch, Missouri 199 days owN  St, Louis, Missouri Yes i Ne O
¢. FULL NAME OF (If NOT in hospital, give location) Inside Lipnits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ] n/“ ADDRESS .
INSTITUTION.  Robert Koch Hospital Yor B Nogl 3711 Hickory Yes O Nof)
3. NAME OF DECEASED First Middle Lost 4. DAJE Month Day Year
(Type or print) OF .
Ernest — Williams DEATH 1 2 60
5. SEX 6. COLOR QR RACE 7. Married (1 Never Marrled [J (8. DATE OF BIRTH | - AGE (last birthday) 1 IF UNhDER ‘DYEAR l: UNDER 24IH
H i - 3 Mgniths L3 ours Min.
Male Negro Widowsd [ DivorcedS} | 9.30-1F | 4T/ ™oy
10a. USUAL OCCUPATION {Give kind of work dore | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during mos! of working i n if retired) . .
el Vi Mississippl U. S, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Lrnest Wil 1ul, gt.m:L Edrean Williams
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 7. INFORMANT Address
(Yes, ng, or unknown) | (If yes, give war or dates of service} .
Ho | 19L,-28-0923 Records at Koch Hospital
= 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and [c]. INTERVAL BETWEEN
E PART . DEATH WAS CAUSED BY: OHS.‘T AND DEATH
g LMMEDIATE CAUSE (s) Cystic Bullous emphysema N
U “
Q 3 '
[a] Conditions, if any, DUE TO (b)
which gave riu(f;:
shove cauvse ({a),
tating the under- 5 p .
:anl:o CIU.IOu I:::. DUE TO (d) 2 0
z PART 11. QTHER SIGNIFICANT CONDI'NONS CONTRIBUTING TC DEATH but not related to the terminal PART I}l. Iif deconsed was female was
g h' t,d““ o o mon |van in PART)E a hr t b hi there a pregnancy in last 90 days,
by ronchie ri ga pn ¢ re urre ronc E - !
J Ee% Ventr.cular }umer rophy ﬁ B ac decomsensation, [Oves {208 | O Unkoown
= | 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMIC'IDE 20b DESCR!BE HOW INJURY OCCURRED. {Enter nature of injury in PART § or PART Il of item 18.)
= PERFORMED? a a O
(v} YésX) Ne(d
- -
X | T30c. TIME OF . Heul  Month, Day, Year
= * INJURY a.m.
- ; p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK g farm, factory, street, office bidg., sic.}
kY NOT WHILE AT WORK [J
27, | attended the decessed from i}-lé"m to. ]1"2-60 and las! saw :,‘,:, alive on__.u_—.&'f’o
S Death occurred pt. a Pa) 9:40 5 &, m on the date stated above, and to the best of my knowledge, from the causes stated.
yyi fia [/ 4 ~
B 27s. SIGNATURE 22h. ADDRESS 22c. DATE SIGNED
§ ert. Xach Hospital 11-2-60
< BURIAL, ,N, 23b. DATE ¥ OR CREMATORY 23d. LOCATION4City, town, or county) (State)
[a] i
= i— 11-5.50 Greenwood St. Inms_c.mm%_Miasnuﬂ_
< J "24. FU Dkscron - ADDRESS 25. DATE RECD, BY LOCAL REG. | 25. ISTRAR'S SIG|
5 Stoddard Street | //—= H# -0 > Wé””
Ellis Funeral Home 2820 Stoddar ree y 4 q

{Licensed Embalmes‘s Statement on Reverse Side)




. L

STATEMENT BY LICENSED EMBALMER

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

or by P : L ) L - ; Student Embalmer No.

working under my personal supervision. Z 5 i : 2
Student Signed Vi (=

Signature of Student Embalmer
Licensed Embalmer o.'"/ Y

-0 L '-P. O. Address

Note: .The above MUST.BE SIGNED BY ‘THE LICENSED EMBAI.MER in his OWN HANDWRITING (Failure to co
with the above constitutes grounds for revocahon of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
« If this body i5-no» embalmed, fact should be so stated above. - -
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