Deoctor, coroner, of:_ myst vse only standard nomenclofure in item

diseases in Paort | must be cosvally related.

o sympfoms w

Coroner connot certify 1o a death due te natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

.3.1.8Primury Registration District an.wa ................

FILED MAR 21 1958

Rogistration Distriet No. el

o8--011444

STATE FILE NUMBER

Resisre i IBO. ...

1. PLACE OF DEATH
o COUNTY ot .Louis, Mo.

2. USUAL RESIDENCE (Where deceased lived.
a. STATE sourli

If institution: Residence b-lou

b. COUNTY ‘?""“‘"'

b. CITY {lf outside corporate limits, give TOWNSHIP only) | Inside Limirs

e, CITY hid Inside Limits

or : YosO Nooll , s ﬁOR
Town  St.Louis, Mo. °s ° -4 OWN___ St Loui o Tesly NeD
- 1
e. Eglgil;r?_l:t\EoOF (If NOT inhospital, givelocation}|Length of stay in | 4 Sreet ) m"'deﬁwc location) Reside on Form
/2 / mstitution Masonie Home Hospilbal 1% yearg aboress 9351 Dei nue YesO NoD
3. :::l or Flrat Middle Laat 4. DATE Month Day Year
EASED OF
{(Type o7 print) Clara May Carpenter DEATH 3 14 1958
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (Jn trears | IF UNDER | YEAR [IF UNDER 24 HRS.
‘ marrieo [ Never marries [ I oet biriniay) [arescl Dast | oS
Female White windtp oivorceo [ 10-27-1869 a8
| 10a. uSUAL OCCUPATION (Give kind of work done | 100. KIND OF BUSINESS OR INDUSTRY | 1}, BIRTHPLACE (City and atafc or counitey ) ¢ |12, cmzEN OF WHAT COUNTRY!
during most of working life, even If retired)
Daker At HoMe St.louis, Mo, U.S.A.

13. FATHER'S NAME

Hamilton Bateman

14, MOTHER'S MAIDEN NAME

Ann-Jane-Camuéggi-Babﬂwan

15, WAS DECEASED EVER IN I, S, ARMED FORCES? 16. SOCIAL SECURITY NO.

(Yea, na, or unknawn) I (If pea, give war or dates of service)

NO None ]

17. INFOR NT

Address

gonic Ho of Missouri
&&M‘-——r——
INTERVAL BETWEEN

18, CAUSE OF DEATH [Enier only one catae per line for (a), (b), and (¢).]
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Cerebal Hemorrhage

ONSET AND DEATH
6 min,

23/ A

24. FUNERAL DIRECTOR ADDRESS

Math Hermamn™& Son,Inc.,216l E. Pair

Conditions, if any,
which gare rise lo DUE TO (8)
d?ouir c:uu ;:)'
stating the under- .
= lying cause last. DUE TO (¢)
=3 PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN.PART I{a} 13 ;\&SF 6\#;2;?*
-
S v v 2
E 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enfer nalure of injury in Part I or Past 11 of item 18.) )
g O ] O
20c. TIME OF Hour Montd, Day, Year
INJURY 2. m.
E pom.
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or ahout home, | 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, atreet, office bidg., ete))
WORK AT WORK
21. I attended the deceased from Aug L 1956 . to Mand last saw :" afive on _........3=u+.=.5-8——--——
Death occurred at _l_:lkunﬂ..___ m on the date stated above; and to the best of my knowledge, from the causes atated.
2z, SIGYATWRE Degree or titl 22b. ADDRESS « | 22e. DATE SIGNED
AL il 1 ° St e | 3-/6-5€
loio M D,__13720 |{inahugln Mo | 3-/
2. sumn,cugun% 23h. DATE 23¢c. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, totwn. of coknty) (Stated
REMOVAL { Speci, "
val “arch 17,19 Valhalls Ce®etery St. ,Louis County,,  ‘“issourd

5. DATE RECD. BY LOCAL REG.

MAR 1758

H

{Licensed Embalmer’s Statemertt on Reverse Side)




[,

— ———

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

by Me, OF DY .o sttt e et

working under my personal supervision..

Student ... .oovi i iiiiiceiiiasacrarnenanas Signed....... ; . !1 e

Signature of Student Embslmer

Licensed Embalmer No., #

I P. O. Address..{ﬁ%m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
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. . A .

¢ - L
a B .. B - - - faw




