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ALED MAR 27 1957

THE DIVISION OF HEALTH OF MISOUK]

STANDARD

REG. DIST. NO. 3 I 8

CERTIFICATE OF DEATH e e N LGS G
PRIMARY REG., DIST. NO.__]:_QQB Registrar's Nu.._gli.:-i.

"BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If instittios: residence befors
a. COUNTY -St’;" . P a. STATE st. Louis b. COUNTY adiniasion),
b. CITY (I outside corpurate Limite, write RURAL and give ¢. LENGTH OF c. CITY (If outadde corporate limits, write BFRAL and give township}
OR townabip)| STAY {in this placet
TowN S+, Louls A TOWN  S¢. Louis
d. FULL NAME OF (If not in hoaplial or institknon, xive strest address or locath d. STREET (If rural, give location)
HOSPITAL OR ’ e?DRESS -
INSTTUTION 8¢, John's Hospital é{ > 307 So. RBuclid Av.
a-gE%héF\ s?EIE a. (First) b. (Middle) v O ¢. {Last) I 4. Dé}lz (Month)  (Day)  (Year)
(tyeor i) Sister Mary Vita McCarville ReS.M.. veah_ 3/2/57
5. SEX | 6. COLOR OR RACE 1 7. M&%&EB EEVSECIESRRIED 8. DATE OF BIRTH 9,:'(55&&?-;“ J ur ID!;EII O UKDER U i,
Bpecify) 4 ¥, o ays | Houre | Min.
Female/ | White I Nover Marriedzl 3/9/14 l |
lDa USUAL OCCgPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelgn sountry? 1zégb1uﬁn4?::wm'r
working lifs, sven if retired)
fe Itz Tous un St. of Mercy Waterloo Iowa / USA

13a. FATHER'S NAME

Barnard McCarvilles

13b. MOTHER'S MAIDEN NAME
| Mary C. Barron

14, NAME OF HUSBAMD OR WIFE
Nono

15. WAS DEEkEASE)D E\(IER IN.lU.S. ARM&ED I;OE::E? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
™o, 0or B , lve war or datas }]
3 | ¥one "~ | None Sis. M. Brendon R.S.M. 307 S Fuclid
M INTERVAL BETWEEN

18. CAUSE OF DEATH
. Enter only oneoceuse per
line for (a}, (b), and {c)

*This doer not mean
the mode of dying, such
et heqrt fallure, asthenia,
de. It means the diy-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rige to the above cause (o) Rating |
- the underlying cause last.

DUE TO

ONSET AND DEATH

ICAL CERTIFICATION
asoa—r O YN 4 _-.l{rﬁg,L.

(c)

ease, infury, or Hica-
tion which coused da:tb

11. OTHER SIGNIFICANT CONDITIONS *

Conditions contributing to the death but not
related to the disease or condition causing deaid.

7 : .

19a. DATE OF OPERA-

19b. MAJOR-FINDINGS OF OPERATION

(257

20, AUTOPSY 1y

, ;

WRITE . PLAINLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORD

(Licensed Embalm'n?ulmm on Reverse Side)

TION
15 ves L] %o &
21a, ACCIDENT Somel) 21b, PLACEOFINJURY inorabout | 2lc. (CITY, TOWN, QR TOWNSHIP) (GOUN (STATEy
* SUICIDE (l/"“ bome, farm, § i blg ) | : ety o
HOMICIDE
213, TIME {Moath) (Day) (Year) (Hoar) 21e. INJURY OCCURRED | 21f. HOW DID INJURY R?
WHILEAT[] HOTWHILE l"m
INJURY = AT WORK . :
2] hereby cerlify & gitended the deceased from | I&E_ lo HL— IQA?rthal I last satw the deceased
alive on , 19_____, and that death occurred al L “n , Jrord the causes and on the date slated abaue
N za. suGNATUF( (Degmnor tﬁe) 23, ADDRESS DATE SIGNED
2a. BURIA EMA- | 24b. DATE 24c. l\A‘“E OF CEMETERY OR CREMATORY Z‘ld LOCATION (City. town, or counly) , (Srlte)
TION, REMOVAL tBpeciiy} - T i '
Bunrial 3/4/57 Sha . of bes rove Mo.
DATE REC'D BY LOCAL i{ IST| ‘S SIGNATURE . FUNERAL. DIRECTOR" 3 -81 GNATURE ADDRESS
G_ ~ .
’ y Sons 5165 Delmar Bl.
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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 by me, of by — oo

Embsinmer No.

working under my personal supervision,

Student covereccsesnacnnae Cesssseevasesenna Signed.:
Stud!nt Embalmer

| . eLicensed Embal

P. 0 Addl’e:

Note: The above MUST BE SIGNED BY THE LICENSED EM.BALMER in his OWN HAND . ;TING (Failure to comply with
the above constitutes grounds for revocation of license.)

If this-body is not embalmed, fact' should be so stated above: . ' o A




