THE DIVISION OF HEALIH OF MISOURI Patbyy Faty:

No. 300
e )| ALED JAN 261956 STANDARD CERTIFICATE OF DEATH Stte Fie Nov.
{BIRTH NO. ____ REG. DIST. NO, _____3_1_8_ PRIMARY REG. DIST. uol_(m. Rem.:rmr.rr 152
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived, I institution: residence befors
a. COUNTY MR P . 2. 5TATE Migsouri b. COUNTY sdinbmiont.
W
b. CITY (1 outoide corpurate limits, write RURAL snd xive ¢. LENGTH OF c. CITY d. Is Residence within Lmits of
, romn St. Louis, Mo. | gwygl .SiSt. Louis R e
d. FHICS%PVAME QF (1f pot in hospiwl or inatitution, give strect ;ddr— or lsestion} AD R& (If rum!, give locatls 3‘7
instorionst .Louis Chronic Hospital| 5 § 1615 Missouri Ave. ,’Z)'
3. NAME OF a. (FinsD) b. (Middle) <. (Last) 4. DATE {Month)  (Dsa;
DECEASED ¥ (Year)
{ Type or Print) Nancy " . Parker DE?A;H l 5 1956
- 5, SEX ’ 6. CCLOR OR RACE | 7. MARRIED, NE‘}IER MARRIED 8. DATE OF BIRTH 9, AGE&?&I::““ h:; UNDER 1 YEAR | F waoER M M.
the | Dha;
F W NEPGRp ﬁﬁﬁfﬂ’d 8/4/1877 g Hireee |Monaa| Br | Houm | b
102, USUAL OCCUPATION of w 10b. K NESS OR IN- | 11. BIRTHPLACE
:oudu.nnl moas of vorl'.longli‘S’::‘krl‘!’nwl o - IND OF BUSI DUSTRY Ill noi’ sad State o7 Fezeiga Cnauy) / 2 cl{JTIZE':'OFWHAT
none 1 e e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’CR ¥IFE
'Willliam Parker ) Melinda McGill
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yeu, 0o, or unknown} | (I1f yes, wive war or dates of servics) RO.
no

none l-lns.gﬁ.al_nannrds
18. CAUSE OF DEATH MEDICAL CERTIFICA INTERVAL BETWEEN

: ONSET AND DEATH
 Eater only onecouseper | 1. DISEASE OR CONDITION .
lime for (&), (by, and (@ | OIRECTLY LEADING TO DEATH® () L é‘ Lo c é e ,{é, S & oy

*This does mot mean ANTECEDENT CAUSES

the mode of dping, such | Morbid conditions, if any, giving DUE TO (b)
as Aeard fatlure, asthenia, | 7ie lo the above eause (a) stating
ele. It means the dis. | the underlying couse laat.

WRITE PLAINLY—USING UNFADING BLACK INK-—-MAKE A PERMANENT RECORD

ease, injury, or complica- DUE TO (&)
tiom which caused death, | 1. OTHER SIGHIFICANT CONDITIONS -
Conditions contributing to the death but nof A‘f Z/ . -
reloted {o the disease ::T:qudueio;umudno death. “&“4‘/ L1 O 0‘49 P
19a. DATE OF OPT'n:'F\‘Oﬁﬁ 19b. MAJOR FINDINGS OF OPERATION = . 20, AUTOPSY?
- . - ;f 2’0 O YES D NO g
. m ‘ACCIDENT"' T pedity) 21b. PLACE OF INJURY (a5, inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
home, farm, fastory, street, office bidg., sta.}

HOMICIDE
214. TIME (Month} {Day) {(Year) {(Hour) 2le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? .

OF WHILE AT} NOTWHILE

INJURY, = | "work AT WGQRX . .

2. I hereby certify that 1 attended the deceased from e/ <3 &55 o 1/ i 19_5_9, that I last satw the deceased

alive on , 19_56 and thal death occurred at ., from the causes and on the date staled above.
23, SIGNATUR f (Degree oz titte)(_] 23b. ADDRESS DATE SIGNED

' broge 7 e daiudk S600 Lracnal g
24a. BURIAL, CREMA- |“24b, DATE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or connty) {5tate)
TION, REMOVAL (Bpedity) .
__cremation | 1=7-56 , City Crematory St.louls Missouri
DATE REC'D BY LOCAL | REGETRAR'S SIGNATURE // 75. FUNERAL DIRECTOR'S 81 GNATURE ADDRESS

REG,
IL_JoN6 1985 —J .Ryan 600 Arsenal St.

et X i {mer's Sutemm-t on Reverse Side)




.
-

STATEMENT BY LICENSED EMBALMER

I bereby certify that the body whose name is recorded on the reverse side of this certificate was emba
|

by me, or by ........... e tteeesiaiseasitasaettmasiannann e saraarrrarr ey et nasaeas PR . Student Embalmer No........... J

working under my personal supervision..

NOT EMBAIMED CREMATED BY CITY.

Student......ocormne i Signed. ...t st e
Signeture of Student Embalmer .

P. O, Address ......................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

T4 this body is not émbalmed, fact should be so stated above.

* - +




