350URI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

FIER Y 1003 —=545
ATE FIL
Regmrmofgtsic NS 1951. 3_]_-_8____,anary Registration District Mot 2 ¥ = ______ Registrar’'s No. ... 7 8_ _____
AMENDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. |i institution: Residence before
. 8 a. COUNTY a. STATE ﬁo. b. CC.)UNTY admission)
% b. CITY {If outside corporate Ilmm . give TOWNSHIP only) Length of stay in 1b €. CCI)LY . Inside Limits
k&J . W’.
s TOWN S7 [dU/J . TOWN f‘s'rzauls Yes [ Ne O
< ¢ FULL NAME OF (If NOT in hospnnt gwo location) N Inside Limits d. STREET - - {If curside, give location) Reside on Farm
= INSTHUTION. Yes O No [J ADDRESS 5 Y N
F’g D.0A e/7Ty //o.wm “Q N Y350 w. LPAPIN ST1vw0 weo
| - 3. F;AME OF DE)CEASED First - P Middle - Lu:r =14, DATE Month Day Year
(Type or print * . . .
MICHAEL  CARL  WILL/IAMS i TAN. A3 194/
5. SEX 6. COLOR OR RACE |- 7. Married [1 Never Married fif" {8. DATE OF BIRTH | ¥ AGE {last birthday) |:‘ UNhDER 1DY€AR :uunsu i: HR
y 17 widowed [ - * Divorced (J - ontha ays ours in.
MALE WH ITE : A8 3 /953 :
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. 8IRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
] during most of working life, even if retired) ’ . - ;
: Ciesl Bey MISSOURI., v 5A
2 13a. FATHER'S NAME . 136" MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" »
2 CAYMOND WILLIA /?EW/ 77
A 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. . INFORMANT =~ - Address
L (Yes, no, ounknown) | (If yes, give war or dates’ of service) .l ﬁf
) Ao NONE JRENE u//u JAMS 4358 W. PAPIN
e = 18. CAUSE OF DEATH (Enter only one causa per lme for (a), {b), and {c). INTERVAL BETWEEN
L 5 ART |. DEATH WAS CAUSED B QNSET AND DEATH
2 w g IMMEDATE CAUSE (a} } ) LA
b .
;2 3 W @ :65 ad
3 5 o Conditions, if any, DUE TO {B)\) i
2 "3 wbhoich gave rise( :)o g 3 . \
- above cause (a),
C =z stating the under- \0 1 M L\/ PM \ }\G'N\')'O\ \QL)
N 1 D 1 lying cause last. DUE TO (<) Py b ‘\—— . _
§ z PART LI. OTHER SIGNIFICANT CONDITIONS CON‘iR'muIlhTG ‘ro‘bmH b mor reared fo the terminal PART Il if decessed was fomale was
g disease condition given in PART 1 (a) ~ R there a pregnancy in last 90 days.
;', § L s I 0 Yes l 0 Neo | O Unknown
; E 19. WAS AUTOPSY 20a. ACCIRQENT SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter hature of injury in PART 1 or PART Il of jtem 18.)
2 & PERFORMED? (ﬁi ] a - — =
) w
3 .=t Ui vesE-NOO.[wa N Qes. aere
i' 6 20c. TIME_OF Hou Month, Day, Year |’
t = INJURY a.m.
C ~ A .E q‘b- p-m. \" 13-L\l N
20d. INJURY QCCURRED 20¢. PLACE OF INJURY le.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE AT WORK [] !arm, factory, street, affice bldg., eic.) \
et ke NOT WHILE AT WORK (5] ,R i R o .
| é 21. 1 attended the deceated from > to. and last saw ::; alive on
o E3th occurred ” ai— 4 J L p m on the date stated above, and to the best of my knowledge, from the causes stated.
—
é ol Ta, SIGNATURE {Degres or 1 J | 2. ADDRES ~ / Zic. DATE SIGNED
5 = M jv\u_ AZ Lo R YNY
i ’ 1v TION, [ 23b. DATE 23c. NAME OF fen‘trm OR CREMATORY 23d. LOCAIION (City. town, or county) (Sme)
o o pecify)
g =t/ JAN .27 /961 RRECT/o% CEM | ST Louls .
= < ERAL DIRECTOR ADDRESS 25. DATE RECD BY l?é%fEG 26, REG R'S SYINATU
w
& 5 290l JAN 2 /7 2.




STATEMENT BY LICENSED EMBALMER ce

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

. Student Embalmer No.___

or by
2=
Student . S:gned N

Signature of Student Embalmer J j
Licensed Embalmer No

P.O. Addre}? o K %/‘D-:

Note: The above MUST "BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT!NG {Failure to compl
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. C,




