_— . THE DIVISION OF HEALTH OF MISSOUR| 58-045401
:'a. Welfare oo STANDARD CERTIFICATE OF DEATH STATE FiLE NUMBER

. Public lm3 .
h Service istration District No. . q‘l 8 Primary Registration District No. e M0l Regi5"01"-"_.&1’213.“_..---.
~ . PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. [f institution: Residencesbefore
s 300 L a. COUNTY a. STATE % b. COUNTY udw?z‘:)
. 1-57 b. CITY (If ousside corparate limits, give TOWNSHIP only) tnside Limits <. ClTY Inside Limits
Tow ST. LOUIS, MISSOURT Yes [ Mo [] TOWN L et Yes[J No[J
c. FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET If outside, give locatio Reside on Farm
HOSPITAL OR DDRESS ﬂ,
VAT BARNES Hogprpisy w74 4/ /5 El’!"“} T 8 Yes[J No[J
3. NAME OF DECEASED First T Yiddle Casr 4. DATE ¥ Month Day Yeor
{Type or print) OF
NADINE CLARA BATES peaTH DECEMBER 3, 1958
5._ SEX .3 6. COLOR OR RACE| 7. MARRIED NEVER MARR:EDB ¢8. DATE OF BIRTH 9. AFEr i._n';;,;; ;ir::)‘_sn [!;:;EAR I:oL::J‘DER 2:"AHR$,
-~ a g i 1-3 .
. FC m. C;: 0"1- + MDOWED [ ] ovorcen[J| - 22— /?/0 <P S5
E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BlRTHF‘LACE (City and stata ar country} 12. CZTN OF WHAT COUNTRY?
= during most of working life, aven if ratired) |NDUSTRY
s Segmeslress Un Inve_.c{\ 5t. louls,Ma.?® q.D. A,
= 13a. FATHER'S NAME 13k, l MOTHE{S MAIDEN NAME 14 NAME QF HUSBAND OR WIFE
; .
" l I ) - N R -
E w LLJT[/?C'" ﬂ\/l(‘( aTe'E: C/lal"'a L.CWI‘:%
‘éi = 1= WASFECEASED EVER IN U. S. ARMED FORCES? 16. SOCtAL SECURITY NO.| 17. INFORMANT Address
. = (Ye r unknown)| (If yes, give war or dates of service) J
¥ 8 AN | Mrs. Maﬂh_rug o[msnn arlmer
=z % 18. CAUSE OF DEATH (Enter only cne cavse per line for (a), (b), and (¢).) INTERVAL BETWEEN
s w PART t. DEATH WAS CAUSED BY CIESET AND DEATH
- w IMMEDIATE CAUSE (a) L RAL, VASCULAR ACCIDENT ~ HOURS
H [
= [4
= E .
A 4 Conditions, if any, . DUE TO (b) EMBOLISM ’ 2k- HOURS |
[ > which gave rise to
H g above c:ust {a), } y
z i under-
e &l  mmedimer S ooue ro (o REEUMATIC HEART DISEASE /e X - MANY YEARS
E - o PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the 1erminal disease condition given in'PART I (o) 19. WAS AUTOPSY
c3 3 : PEREORMED?
i+ ofc . . YEs] NO[J
E > X[5| 20a ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter natureof injuiy in PART [ or PART 11 of item 18.)
== ZQad .
~3 =l° O . O L ..
59 j § 2c. TIME OF  Hour  Month, Day, Year .
g8 =S INJURY  a.m.
" ‘.g Z = p.m.
EE é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
M -_; w WHILE ATD NOT WHILE D tarm, factory, street, office bldg., ete.)
5 4 [work AT WORK :
o E 21. 1 attended the deceased from _A%.AQL .o DEC. 3, 1958 and last sow tler:‘ aliveon  DEC. 3, 1950
5 Death occurred at 3 PM m on the date stated above; and ta the best of my knowledge, from the causes stated.
;% 22a. SIG cgree or tle 22b. ADDﬁi 12e. DATE SIGNED
4 RNES
: ?’@ & S w. oY HOSPITAL |12/u/58
. BURIAL, CREMATION, 23h DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, town, or county} {State)
A 5y alzshasglors Park |
urial ashinglor ¥ar 2

. FUNERAL DIRECTOR ADDRESS 25- DATE RECD..BY LOCAL gﬁ

(Liconsed Embﬂn s $tatement on Reverse Side} 7 -~ _M)Lﬁ
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T STATEMENT BY LICENSED EMBALMER

- I hereby certxfy that the body whose name is reco:ded on the reverse s:de of thls certificate was embalmed

bre - .

- - f had

by me, or by .cierirerinnnns ?‘:‘t.i‘z....'; ............................................................. o Student Embalmer No. ..coeevevrievennns

\
working under my personal super\usmtf

L] 1T =] 1| AP Signd% W W/

Signature of Student Embalmer

T T e L Lxcensed Embalmet Noiz\s-?i
. "7 p.o. Address}# %‘W

b o .
s 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 embalmed, fact should be so stated above.

A




