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All diseases in Port | must be causally related.

o sympioms will De histed.

0

gistration District No, oo

THE DIVISION OF HEALTH OF MissouRl 592 /- 58

STANDARD CERTIFICATE OF DEATH

8..Primqry Registratien District Nal.ma ____________ Reginmr's No.

58 012135

STATE FILE NUMB

350/

. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residance before
COUNTY a. STATE b. COUNTY admissioan)
yed
CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. C:)TY Wside Limits
R R
o ST. LOUIS,MD, Yes [ N[ toun  ST.LOULS,MD, Yes[] No[]
FI.(.;Lé'_l NAMEOOF (H NOT in hospital, give locatien) | Length of stay in 1b d. TREE'I;S (If outside, give location) Reside on Farm
TAL DDR
NerTuTion ST . LOULS CITY HOSP.#l. i ESS 8204 RUTGER Yes [} No [
1 :leE OF DE;:EASED First Middle = /() Lost 4. DATE Manth ear
or print OF
po or pr PARRISH BABY FEMALE oexrn MARCH 21,1958
5. SEX \ 6. COLOR OR RACEY 7. 8. DATE OF BIRTH 9. AGE {I s JF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRTED[ JNEVER MARRIEDY {In yaars .
FH{ALE 'm.IITE WIDOWEDD D:IVDRCEDD 3/21/58 last birthdoy} [Momths | Daya Heurs | ﬁ

106, USUPAL OCCUPATION (Give kind of work done
during most of working life, aven if ratired)

10k, KIND OF BUSINESS OR

1.

12. CITIZEN OF WHAT COUNTRY?

INDUﬁlsT
NE

BIRTHPL ACE (City and state or uumrz}o

U,S5.4,

ST.LOUIS, MO,

138, FATHER'S NAME

JAMES

13b. MOTHER®S MAIDEN NAME

HAZEL HARRISON

14. NAME OF HUSBAKD QR WIFE

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, no, or unknown)| (If yes, glve wor oﬁbﬂéf service)

16. SOCIAL SECURITY NO.
none

17.

INFORMANT Address
ST.LOITS CTITY HOSP.#l.

18. CAUSE OF DEATH (Enter only one couse per line for (o}, (b), ond (c).)
PART I. DEATH WAS CAUSED BY: / -—
IMMEDIATE CAUSE {a} {

INTERVAL BETWEEN
ONSET AND DEATH

e

Conditiens, if any, DUE TO (b)
which gove rise 18 }
obave cause [a},
stating the under.
% lying cavse lost. DUE TO {<)
e PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net ralcted to the terminal dizeass condition given in PART I {a) 19. WAS AUTOPSY
S PERFORMED?
T 7 7 X YES[] N0 X
| 20c. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
re]
v 0o d O
Q 2c. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
F p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cboutheme,} 20f. CiTY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ' farm, factory, streey, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from
Death sccurred ot

JZZMS_B—_IUT&S'K

w-3/21/58

on the date stated gbove; and to the best of my knowlaedge, from the cavses stated.

and last lawﬁ alive on

(ZiéGNATURE {Degree or title) U 22b. ADDRESS 22c. DATE SIGNED

s S & . B & - 1515 LAFAYETTE AVE, - 4/3/58

23a. BURIAL, CR E(TION. 23b. DATE 23c. NAME OF CEMETERY OR CRE{*ATORY 23d. LOCATION (Clly, tewn, or county) {Stote}
ReovaL et | B3/ ST cal Board St. Lowea, Mo.

UNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL RE /?imm S SIGNATURE
3-2 7—/?

{Licensed Embolmec’s Smhmm n Reverse 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 Embalmer No. ...................

working under my personal supervision.

Student

-

< A'iténsed Embalmer No

P. 0. Address

% %' 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 émbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




