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ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. -____.1_2_1___Primm Registration District No. iggﬁ----kegi:tnf's Nea. ___/___2 _______

-61-014538

STATE FILE NUMBER

HeBL APRY 7 7957

a. COUNTY

MoNKOE

2. USUAL RESIDENCE {Whare dacessed lived.

s STATE M o

b. COUNTY mo”ﬁof

{f institution: Residence before

admission)

b CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CCI,TRY tnside Limits
TOWN ;TAQ-ITSON Twp. L YRs. o Tachk SoN TwWP Yes O No R
. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREEY (f cuside, give location) Reside on Farm
HOSPITAL OR . ADDRESS . '
INSTITUTION 1 4 ¢ . 2 o4 Poares, Mo Yes [ No[R IMmi w. 0 Far: S.Mo Yes T, No O
F/d _ [
3 (hTIAME OF DE)CEASED First Middle Last 4. DATE Month Day Yoar
ype or print
HENRY CLAUDE WiLLiAMSoN | =™ Appi J& 196/
. SEX 6. COLOR OR RACE 7. Married [ Never Married [} [8. DATE OF BIRTH | ¥- AGE (lest birthday) | IF UNhDER 'D*EAR 'HF UNDER 25:_"3
i ths ays ours in,
M Widowed [ Diverced [J 5'_ l‘— If ;72 3 ¥ M‘"/‘o P §

. USUAL OCCUPATION (Give kind of work done
during most of )v?rkinggq,l%van if retired)

10b. KIND OF BUSINESS OR INDUSTRY

Qen Faemivte

n.

BIRTHPLACE (City and state or couniry)

Mowvrog Co., Mo,

12. CIMZEN OF WHAT COUNTRY

v3S4

12

FATHER'S NAME

Jotiv 7. WILLIAMSON
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or l'\v\ksﬂawn) I {1f yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAME

FANNIE SmITH

14. NAME OF HUSBAND OR WIFE

Rose M. WiLrLiamsoN

17. INFORMANT

Rose M. WiLitramsew

Address

Faris,Mo. R# 3

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter anly cne cause per line forfe}, (b), and (¢},
ART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,
which gave rise 1o
sbove causa (a),
stating the under-
lying cause last.

oue 10 mm

DUE TO (c)

INTERVAL BETWEEN
GZET AND DEATH

27 [ <
= )

PART 1I.

disease condition given in PART | (a

OTHER SIGNIFICANT CONDITIOI‘:SJ CONTRIBUTING TO DEATH but not related to the terminal

PART

I, (f deceased was female was
thare a pregnancy in last 90 days.

JDY::I O Ne | 3 Unknewn

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O a o
YES O NO (Y,
20¢c. TIME OF Hour Maonth, Day, Year
INJURY a.m,
) p.m. . .
20d. INJURY OCCURRED e 20e PLACE OF INJURY (e.g., In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J " farin, factory, street, office bldg., #te.)
NOT WHILE AT WORK [J
o) ng last saw :.,'n-:llw o s -

21.

| attended the deceased fr

Death occurred ot

lrltod above, and to the best of my khowledge, from the couses stated.

‘222, SIGN, RE

2

WM 5o

8, Agss
- (e

23a. BURIAL, CREMATION,

REMOVAL {5

pecify)

23b. DATE

417l ]

A 23c. NAME-OF CEMETERY OR CR

EMATORY

WasLwur GRoVE

>,

22c. DATE S5IGNED

Y-15- 41,

“FARSS,

7"
23d. LOCATION (City, town, or county)

{State)

M 1SSoUR/

24. FUNERAL DIRECTOR

_E_B_Qﬁ'uur- _;Da)uko,ﬂho' ”“"‘f“

ADDRESS

25. DATE RECD. BY LOCAL REG.

s3— 6/

26. REGISTRAR'S SIGNATURE

Ehn_pﬁmnﬁ

- _ A

on Reverse Side)
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STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed '
Signature of Student Embalmer

- % LN N

* T Licensed Embalmer No. :yﬂ&’ (=

.0 address_Lrania PP,

Noie: 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 stgn in his OWN handwrmng. ! ' <

It this body is not embalmed, fact ihou.LIg be so stated above.






