e FIRD DEC 1 195] STANDARD CERTIFICATE OF DEATH State File Mo ST

o ;B_;RI::;O' REG. DIST. 318 PRIMARY REG. DIST. Ill_)gi_ Registrar's No 10446

1. PLACE OF DEATH Z. USUAL RESIDENCE (Where decossed lived. If Institution: residense befors
a. COUNTY a. STATE . . b. COUNTY adicimion).
. Missouri
b. CITY (If cutside limits, write RURAL and . LENGTH ©OF . CITY (U cutalde Hmits, write BURAL
QR e corpumte Rmiia, wiie vomabizy| STAY (ls thie places cuiids sorporate Tt +nd e towaahio) PV /7
TOWN St. Louis / TOWN St, Louis - _
d¢. FULL NAME OF (I not in hospital or institution, give strect sddress or loeatlon} " d. STREET (If raral, give loeation) G’
ROSPITAL OR ADDRESS . N
INSTITUTION ~ Marign Hospital 622/, Pennsylvania .
33&%%%5%% 8. (First) b. (Middle) c. {Last) 4, DS-II:-E (Month) (Day} (Year)
{Twpe or Print) NANCY K. RICH DEATH  Nov, 23,1951
S. SEX 6. COLOR OR RACE | 7. \%%’3-5%3 lglsvvggcnésamso 8. DATE OF BIRTH I 9.[:\.(‘5£ (o years| W UNDER | TIR | I UMoER 24 FES,
. {(Bpecity} birthday) |Months| Days | Hours | Min.
Female | | White Merried | June 15,1877 7L l |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign sountry) 12, CITIZEN OF WHAT
dooe dxﬁn. mutu{vr:rkin; lifa, svan if retired) DUSTRY . . COUNTRY?
ousawife N | Owvn Home Glencoe, Missouri U.5, A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
William A Vgughn -4 Sargh Ann Bennett Nayrig 0. Rieh
i5. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yus, no, or unknown} | (1! yes, xive war or dates of 3 NO. . . . .
o) None None Davis 0. Rich, 6224 Pennsylvania,St. Louis

¥
Py

G .UNFADING BLACK INKE—MAKE A PERMANENT RECORD <

18, CAUSE OF DEATH MEDICAL CERTIFICAT|O) INTERVAL BETWEEN
 Enter only onscausoper § 1. DISEASE OR CONDITION _ ONSET AND DEATH
Jide for (a), (b). and (@) | D'RECTLY LEADING TO DEATH® (5 &u ,&v—(/

Thiz docs mot mean | ANTECEDENT CAUSES é ’ m . ; 6/ m
the mode of dying, such | AMorbid conditions, if any, gidua DUE TO (b)

or heartfallure, asthenta, | rite fo M'z t;bm cotide ( ‘ﬂ) stating S .
etc. It means the dis the underlying cause last. - -

caze, Infury, or compliea- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT -CONDITIONS = -+ @ E
ndité riduting to the death but not
rocloated t? :h:?itucng:'vmdﬁw; cauain: death. M W / 7V /
- 19a. DATE OF OPERA- | 151! MAJOR FINDINGS OF OPERATION + . . © | 20. AUTOPSY?
TION
s . ves [J w0 [J
21a. ACCIDENT (Specily) 21b. PLACEOF INJURY (s.g.inorabowt | 2lc. {CITY, TOWN, OR TOWNSHIP) (G)UNTY) (STAT'E)
; SUICIDE bome, farm, lastory, sirest. offics bidy., eto.) .
= HOMICIDE _
5 {{210. TIME  (Meowd Dan) () GHoun | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 3 5 /
' WHILEAT[—] NOT WHILE
J‘ . INJURY - m | wopk AT WORK -/ -
- > ;
E 2, | hereby ceﬂ:jy that I gliende deceased from 3-1 194( 7 lo ’(/'l I.Qf—’ / tha! 1 last saw !he deceased
; alive onf/f _A-,‘ , 19 and that death occurred at2310A. m., from the causes and on the dale sloted above
X fW {Degree or title) | Z3b. Aolﬁ / W m: s 7&;9
s -.._"Q':,»,.ﬁ‘- -
E Tia, BURIAL, CREMA- | 24b, DATE 24c. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty,. t.o?m.oreanp:y)_ . -(s:.gu) ,
X (Bpacity) ,
g rKemoval (& | Nov,26,1951 | Park Lawn Cemetery 1800 Lemay Ferry Road .
DATE REC'D BY LOCAL | R "5 §| TU k (_,F FUMERAL DIRECTOR'S $IGNATU ADDRESS
"REG, %42 /‘:u @‘— Hoffmeiste . & L, .
NOV 1 g 3 ..a -,0t, Louis, Ko, 1

24 1g§¥ i 7
{Licensed Embalioer’s Statemment on Reverae Side)




STATEMENT BY LICENSED EMBALMER

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

- Student Embdalmer No.

working under my personal supervision.

SEUdBNT sunenrevssossnsarsane ceetensencas Signed /Y. and..
Studmt Elbaluer

P. 0 Addrcss_z.r J —i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to coufply with
the above constitutes grounds for revocation of license.)

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




