Health,

L Wellore

Public

 Service

. 300
1-57

o

will ba listed.

No symptoms

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F“.Eﬂ JUL 25 Igsjﬁ_.ggrmﬁon District Ho.

THE DIVISION OF HEALTH OF MISSOURI

20.7

STANDARD CERTIFICATE OF DEATH
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TERIL NUMBE
WE E _E 'J
N Reglnmf" Nt~ 2 AL S

—

T

V. PLACE OF DEATH

a. COUNTY M

arion

2. USUAL RESIDENCE (mura deceaud hvod

a.. STATE

Il institution: Ruldencn bcfor
dmuuon}

Missouri® CONTY Mario

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
1om__ Hannibal vebd %0 ||oedY 1S Hannibal Yerg Mo
c. f{gls.é_l{j:f%gF {If NOT in hospitol, give location} | Length of stay in 1b d iTD%EZEETSS . .(If outside, give location) Reside on Farm
nstiTution_bevering Hospa | T.ife ' 2900 Pleasant S, | YerO Nefd
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeoar
(Fype o prion HARRIET  ALBERTA SPARKS a7 - 9 - 58

5. SEX
Female ,

& COLOR OR RACE{ 7.

White

MARRIED I NEVER MARRIED]]
. wioowep[] 7 bivorcep[]

8. DATE OF BIRTH

Aug. 22, 1884

9. AGE {In yuears

fF UNDER | YEAR

IF UNDER 24 HRS.

Months

g.ghl rfl\dayl

Days

Howrs | Min.

10a. USUAL OCCUPATION (Give kind of work dons

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY?

ousewIte " mid dme Hannibal, Mo. 4 U.S.A,
130 FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Norman Albert Williamp Anna Mary Dreyer "E.IL. Sparks

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, ﬁe' unlmq-n)l(li yYus, glve wor or dotes of service)

14. SOCIAL SECURITY NO.

17. INFORMANT

Adiess HANN1DATL,
E.L. Sparks, 2900 Pleasent St.,

FO.

18. CAUSE QF DEA
PART L. DE

which gaove ris
cbove couse

~ dying cowse |

Conditiona, If any,

stating the under-

AT

» to
{a).

]

ast.

DUE TO (&)

DVE TO {c}

THPsE\:“ROS' EnAlﬁ;Ens EQYU:SQ per line for {a), (b}, ond {c}.}

IMMEDIATE CAUSE (o)

572/

INTERVAL BETWEEN

ONSET AND DEAFH

Poth Plon afcns Luwk Qeal?]

200. ACCIDENT

§CIDE HQMICIDE

PART:fTHER SIGNIFICANT COMDITIONS ONTRIUTH(G TO DEATH but not related to the terminal dissass cendltion given in PART 1 (a)
/- 2

19. WAS AUTOPSY
PERFORMED?
YES{ ] NO[A

p=

in PART | or PART 1} of item 18.)

MEDICAL CERTIFICATION |

o O O
20c. TIME OF  Howr Month, Doy, Year
INJURY a.m. '
P
2d. INJURY OCCURRED 20e. PLACE OF INJURY (w.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT W{ILE form, factory, straet, affice bidy., wtc.}
WORK

Death cecugred af

21. 1| attended the deceased from’

-

—

7~

to

7.4k

po

ond last m him alive on
m on the dah stated above; and to the best of my kmwlodg., from the causes stated.

7;-?l-§—u§“‘

22a. smd@{
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Dogruarfhl-) I/L‘&a

nb-Agi_)fSS =
:Wﬂ,‘

Ma

Y/ 548

25. DATE RECD. BY tfééAPRE

Z-r&-J°8

d Embefmar’s §

on Reversa Sids)

23s. auguaﬁrnonr 235 DATE }Je- NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
REMOVAL {Specify) Hannlbal, Mo
Bupisl 7-31_58 Grandvigw Byupi, o 2 ) :
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STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY oovviiiiiiiniiiiiiiiieiri s sieissesarsnsaras s arrrrrastiaassrnsstosstannrarssnaananss ., Student Embalmer No. ............eceue..

working under my personal supetrvision.

SEUAENE «reerrerriereeriirrnrunrenrersareenrieeesrassnassennnes
Signature of Student Embalmer

- P. O. Address.

*

Note: 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 emh_a‘lrned. [fact should be so stated above.
N "w _'\\.‘_}_;{ ™~ \'v‘-‘:. ;.\ - } .




