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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD .

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED NoOV 30

THE STATE BOARD OF HEALTH OF MISSOURI

1944 STANDARD CERTIFICATE OF DEATH
38

Primary Registration District No...

State File No.

»

18,

3 Drima

:b) Acmrgn_o'%?‘ 104)4 -------

(Data received local rezistrar) (Re

d.'

19,

trars mgnatm)

(& Place: i:hurmi 6r cremauo}'lalhalla._.c emetery,.m._‘.,...
. {a) S.lg-uature of funeral du'ectoruch R. .Lu.p.t.oﬂ_.&_..SQn,Swhm..

Registration District Novww. ............ S0 T Pava Registrar's No....... R AA . -
1. PLACE .OF DEATH: 2. USUAL RESIDENCE OF-BECEASED: > =+
P Hdaint Iouis (a) State. Missouri (3} County. 12
b) Cit; t
(. ) N 1ty or town (If outside city or town limita, writs “RURAL"” and name of township) (&) City or town.......... Saint LQu,i_ S. q / 2/
{¢) Name of hospital or institution: (If outside city ve town Limits, writo - RURAL 3
B Novth Kingshighuay ||l smano. 832 North Kingehibhway
{If not in bospital or institution, write street number or ]ncnt.mn) (If rural, ‘“n location
d th of stay: In hospital or instituti
(@) Length of stay ™ hospital or fnstitution {Specily whather (¢) Citizen of foreign country? NO {Yes or No}
In this community 50 Years ’U
years, months or days)} If yes. name country
3. (1) PRINT F d i k P 111 _P MEDICAL CERTIFICATION
vil name_Frederick Phillip Parker .
¥0 B l:: e 20. DATE OF DEATH: Month. N QVEMbDE raay. I8 th
. (E . 3. (¢} Socia urity
3 (- ) 1f veteran I\Ione N one year. I 944 hnnr.._._._._______II ____________ inute.. 05 _________ M.
- name war. No : / f 4 2
= 21. I hereby certify that I attended the deceased from... —
n . (P 5. Color or 6. {a) Single, widowed, married, 19 to L 1944
» ke - r » =
i saMale Haite Shaowed. . || that T 1ast saw h..2ger. Flive on V7. /9 19 /4
e (b) Name of husband or wife.o.eccoeeeeee. 6. {¢) Age of husband or wife If and that death occurred on the date and hour stated above. s
2- Duration
14 Alma Parker alive .. Immediate capa@of death
Cr btn ante of deonned. ADTLL 29 = IB69 ] | 2 4er¥,
(Manth) (Day) (Year)
8. AGE: . Years Months Days If less than one day Due to..... - %
N4 75 | 6 | 19 e -
Due to
5. Binhplace._. FQQdmAN .. Misgissippi. ! . .
{City, town, or cointy) *  (State or foreign country) r_{ i
. . Ot tio
10. Usual occupation Phy Sj" Ci an . e P (I hel' CODCL “c'\f within 3 montha of death} iij J ¥ -
K .4
11. Industry or business TP t g ‘: PHYSICIAN
jor findings: J—
é 12. Name ...Jli'fah Pcrker , Of operations.._-... 1 Undecki
g ] L ~ jthe cause to
=) 13, Pirtnplace. 30 0AMAN Mis siés sl J?Dp;_________),__ the cause to
Or coun! tats or forelgn conatry 0{ (7 N ﬂho“]d be
a . Malden name. CE'#U&DO ﬂ OT) P 1 auiepsy charge]c} sia-
tistically.
S{ 15. BmhplaceGoQ_dJn.an ---------- HMis sigsipni ' 22, If death was due to external causes, fill in the following:
= {City, town, or couaty) (Stato of Toreign couatry)
2 . . i1 ici icide . ify) o~
16710 Intermant ML 8% —RinYeeBarger: - {a)- Accident, suicide, or homICide (SPery) e e
® Address... _5_040 NO . Klngshi nw_ay - (b) Date of occurrence.
— — A id in§ occur?
178 @ . Burial . (53 'Date thereot. = L= 2= Gid; || () Where didinjury iy et ey
~27 o (Borial, cremation, ““m"ﬂl)’. {Moarh) (Pay) (Yeur) (d) Didinjury occur in or about home, on farm, in industrial place, in public place?
oW

(Specily t(n;e of nl-we)

ns of injury. ...

v

{Livensed Embalmer's Statement on Reverse Side)
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©  STATEMENT BY LICENSED EMBALMER : : T

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

, Registered Apprentice No

working under my personal supervision.

Licerdsed Embalmer No

P.O. Addréé"("’om‘éi ££|-. )?7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TH\G. (ld[ure to m;}ly with

the above constitutes grounds for revocation of license.) .

If this body is not embalmed fact should be so stated above.’ ’



