ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -6~
| Regmranon District No. __..__-Z.____]___,anary Registration District No. __:?___3___4__4__%9.:"" sNo. . STATE FILE NUMBER
, AMENDED g iqﬁ"
1. PLACE OF DEATH T 2. USUAL RESIDENCE {Where deceased lived. I(f institution: Residence before
| . e
| 8 a. COUNTY 1\‘ aw t()n a. STATﬁyIi s a0 pd b. COUNTY Ba rry admision)
| % b. CILY (If outside corporste limits, give TOWNSHIP only) Length of stay in 1b c. COIT\' Inside Limits
R
w
g TOWN  Gnonpy 4 Davys TOWN Mone tt Ye3 No O
< c. FULL NAME OF {If NOT in hospitsl, give location} Insicde Limits d, STREET (I cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS
3 INSTIUTION Granby Comm, Hosp. Yo E Mo O 442 Vj. Dunn Y0 N8B
‘ 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaoar
{Type or print} _ OF
| Lawrence Earl Williams CEATR  Feb., 2 1961
5 SEX 4. COLOR OR RACE 7. Married (. MNever Married [J 18. DATE OF BIRTH | % AGE (last birthday) ﬁDUNhDER IDYEAR :: UNDER 1;: HR
sy . Widowed Di od nths ] ours in.
| Male ¥ihite dowed 0 OverdD | 3_0)1_3808 @3 G| 18 |
]

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stale or country) | 12. CITIZEN OF WHAT COUNTRY
during mosf of working life, even if refired)

Doctor Qsteopthy Rusgsellville, Mo. U.S.

132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NMAME QF HUSBAND OR WIFE

5 ] 7 3
Robert Thomas Williams |Effie Jane Stevenson  |Lou Ella VWillians
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 RACEAL CECIIBITY MA 17.  INFORMANT Address

(Yes, ne, or unknown) I(lf yas, give war or dates of service)

Ko ' lonefl, Mo
18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and (c). INTERVAL BETWEEN

THIS RECORD ARE AS FOLLOWS

[
uz.l PART 1, DEATH WAS CAUSED BY: {ONSET AND DEATH
s g immeDIATE cause (o) Medullary fallure 5 Min,
g2 o (_Metatatic) over
| B Conditions, i any,]  DUE 70 & _Adenocarcinoma rt. frontal lobe of brain 2 months
b—,, which gave rise to
= above cause {a), .
| = stating the under- .
| lying cause last. DUE 70 (o) _Piimary fumor unknown |
% z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10O DEATH but not related to the terminal PART III. If deceased was female was
_ g disease condition given in PART | {a) there & pregnanty in last 90 days.
(12
= § }DY“ | O No ! O Unknown
E é 19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMLllCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfar nature of injury in PART | or PART |1 of jtem 18.)
PERFORMED?
=] ) YES(] NOG@ a =
z - i
= ﬁ 20c. TIME OF Hour Month, Day, Year . i
a INJURY*  * s . |
. tg ) ) D p.m.‘r . " I
' > *l .| "20d. INJURY OCCURRED. . 20. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK % . farm, factory, street, office bldg., erc.)
NOT WHILE AT WORK D
fa N
' l.z.l 21. | attended the deceassed from_lZLl.O.Lé_o___ m_ZLZLl—.—and lest saw h:m slive on. 212—/61
o Death occurred at H m on the date stated above, and to the best of my knowledge, from the causes stated.
= !
2 u Yitle} 22b. ADDRESS Tic. PATF SIGNED |
o 0 ee o . fﬁf ;
& = 4 D.0., | Box 9 7 , Granby , Mo. 5PaT6t
i Z3a. BURIAL, CREMATICN, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Srare)
o a REMOVAL {Spacify) i
Z e __Buli_ﬂ.l 2-4L_19£) 1.0.0.F, ‘Bmaf%ﬁ____m 3
= < 24. FUNERAL DIRECTOR <~ KDDRESS 25. DATER BY LOCAL REG. |24, REGISTRAR’ NAT
i >
e m

Mercer Funeral Home Monett,Mo. {7l 3 +9 &y WZ. %

{Licensed Embalm‘ll Statement on keveru Sice}



s R

STATEMENT BY LICENSED EMBALMER

‘ .

! hereby cerfify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

BBy BAIFXEROEBEXMXEIXXXX

BRI Signed . %Ldl/?/ '
» 7 (

Signature of Student Embalmer

: o . Licensed Embalmer No. 4432 |

P. Q. Address Monett s Mo,

Nofe: 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.
: - . * .

. . L3
3 "

-~






