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THE DIVISION OF HEALTH OF MISSQUR|

STANDARD CERTIFICATE OF DEATH
t'“.EU JAN 5 1g%is'ruﬁon' District No, '"""""““””"””3.‘1'8P'im‘""' Registration Distri:l Ne.,

08-046348

1003 it gB444

1. PLACE OF DEATH
. COUNTY

a. STATE

2. USUAL RESIDEMCE (Where deceased lived

. If institution: Resldqnc?(a
b. COUNTY odmisai

Missouri
b. CBTRY (If ourside corperate limits, give TOWNSHIP anly) Inside Limits <. CgRY Inside Limits
TOWN St. Louis Yes [] No[] TOWN ,{ﬁb@ Yes[] MNe[]
c. FgLFIT NAME OF (If NOT in hospital, give focation) | Length of stay in b d. SBRDE!EES ” {If cutside, give location} Reside on Farm
HOSPITAL OR 4 A E :
A7 INSTITUTION Hemer G. Phillips #£// 2516 Prairie Yes [] Ne{]
jNME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Lavretta Sparks DEATH 11 30 58
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH FUNDER 1 YEAR| IF UNDER 24 HRS.

Female 3| Negro

MARRIED[ JNEVER MARRIED Y]
wioowen[ ] ¢F pivorcepl ]

v | 9 AGE (in yaars
11-28_58 last birthday)

Months l Days Hoyrs Min.

10a. USUAL OCCUPATION {Give kind of
during most of working life, even if r

work dena | 10b. KIND OF BUSINESS OR
etired) INDUSTRY

11. BIRTHPLACE (City and stats or country)

5%. Louis, Missourt o

12. CITIZEMN OF WHAT COUNTRY?

USA

130. FATHER'S NAME

Aaron Sparks

Fenora Har

13b. MOTHER'S MAIDEN NAME

ris

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EYER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO,

{F yes, give war or dates of service)

(Yas, no, or unknawn)

17. INFORMANT

Address

260) Whittier St,

18 CAUSE OF DEATH (Enter only one cause per lina for {a), (b}, and {c).)
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (o) __Immature Birth, Ne

mmd/f&ma R.L.

onatal Death

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (k)
which gave rise to
above cause (o), }
stating the under-
g lying cause last. DUE TO (<) -
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terming! disease conditien given in PART I {a) 19.. \g’AS AéJTSggY
ERFOR ?
: 7725 YEs{] NO[X] %
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.)
w
u O O O
S| 2c. TIMEOF Hour Month, Day, Year
2 INJURY o,
3 . p.m.
20d. INJURY CCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O] farm, factory, street, office bldg., erc.)
WORK AT WORK
21. | attended the deceosed from 11-28-58 . o 11 -30-58 and last saw h alive on ]. 1-30-58
Death occurred at 6 H 2‘0 A m on the dote stoted above; ond to the besi of my knowladge, from the causes stated.
22c. SIGNATURE or fitle O [ 22b. ADDRESS 2. DATE SIGNED
. g M.De 2601 Whittier Street 12-7-58
23a. BURIAL, CREMATION, 235- DATE {Stare)

REMOVAL (Specify)

23c. NAME OF CEMETERY OR CREMATORY 23d. Locgtou City, run, or county)

Anatomical Board

, Mo.

A

25. DA

24, NERAL DJRECTOR ; ‘ ADDRESS

{Liconsed Embalmer’s Statamant on Reverss Side)

RAR'S SIGNATUR
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STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY oivviieuiiririuraiiecrisr e e s as s e s cs s e nn s ., Student Embalmer No. .........cooerenen
working under my personal supervision.
L] T T T T TR SEENEA ...oeeeeeerrreeessrarerieessirrran g s ee s b e e a e
Signature of Student Embalmer
I, Licensed Embalmer No......ccooverrencsns
P. O. Address.......cccovvmmiiiiinnniniannees

R Tt T .

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.




