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1. PLACE OF DEATH

2. USUAL RESIDENCE {(Where deceosed lived.

If institution: Resn{o/(e before
odrfssion)

a. COUNTY o. STATE MiSSOU.I"i b. COUNTY
b. CITY (If outside corporate limits, give TOWNSHIP only) Ins_%Limits <. CIC;rRY Inside Limits
jown  ST. LOUIS, MO. Yes N No £ } o D Lpouis Yes[ ] o []
<. FULL NAME OF {If NOT in hospital, give location) { Length of stay in 1b d. STREET (H outside, give location) Reside on Farm |
| & roseiTac o 9 APORESS 1717 Armstrong AV vy
INSTITUTION Luois City Hospi # 1 2 22 es L] No (]
3. FTAME OF DEEEASED First Middle @ast 4. DATE Month Day Y ear
ype or print - OF
NANGCY Nannle ¥c (REE OEATH  May 1l 1958
5. SEX 6. COLOR OR RACE| 7. [ 8. DATE OF BIRTH F UNDER i YEAR} IF UNDER 24 HRS.
MARRIED]__ NEVER MARRlEnm 9. AGE (In yeors
b laspbizthday) { Mgnths | D H Min.
Femal Negro wiDowep ] /) otvorcen[] 12-25~1888 'é’g ” yilg ] To| ™ l "

10b. KIND OF BUSTNESS OR
INDUSTRY

Housewife

10a. USUAL CCCUPATION {Give kind of work done

Hdﬁu\é-@u ﬁ&f% lifa, even if retired)

BIRTHPLACE (City and state &r country)

Nashville Tenn. /

12. CITIZEN OF WHAT COUNTRY?

U,

S.A-

130. FATHER'S NAME

Moses Mc Cree

13b. MOTHER'S MAIDEN NAME

Unknown

14. NAME OF HUSBAND OR WIFE

16- SOCIAL SECURITY NO.

Unknown

15. WAS DECEASED EVER IN L. 5. ARMED FORGES?
{Yas, ‘ﬁf“ unknawn)| (If yes, give war or dates of servica}

17.
1'}alterine E. Merrg

INFORMANT ﬁ %2

antic

1

cDEFR

May- 17-195

18. CAUSE OF DEATH (Enter only one couse per line for {a), (b), and (c}.) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: M I' th e E E ONSET AND DEATH
IMMEDIATE CAUSE {a) ‘
Corebsl OJ-JIM.,M el et uandl
Conditions, if any, DUE TO (b)
which gave rise to }
gbove covsw (o),
ing th der-
z lying coves lasr. ] DUE TO (c) 322%
- PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal disease condlsion glven in PART | tq) 19. WAS AUTOPSY
] PERFQRMED?
g . YE§ w0 []
| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.) N \
w
v £l | ]
;’ 2c. TIME OF Hour  Month, Day, Yeor
a INJURY  am. .
x p.m,
20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inoroboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., ete.)
WORK AT WORK
21. | attended the deceased from 6 58 . to 5/114/58 and last saw D" alive on 5/1hjsa
Deoth occurred ot _{ & m on the date stated obove; and to the best of my knowledge, from the couses stated.
IGNATURE {Degres or tlilem 22b. ADDRESS 225, DATE SIGNED
1515SLAFAYETTE
M a e’&*‘ﬂ\""a—‘” ) 5 /15/5€
230. 8 EQL CREMATION, | 23k. DATE 23:-/HAME OF CEMETERY OR CREMATORY ' 23d. LOCATION {City, town, or county) (Slclc) .
VAl.tSo ily) 1 0 :
a2y 3 Washington Park Cem 57'2.06418‘ Missouri.

/

’24. FUNERAL Dlﬂfai\dg g;i?u/mw

{Licansed Embclrxor s Statement on Reverss Sidae)

25. DATE RECD. BY LOCAL REG.
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v STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ............ovvvnee

Y B, OT By ittt ies ittt cieiie s ns ettt eaabeatnss st e snrtrananansarnabaetaabrases

working under my personal supervision.

Student eieiiiieiiii e era e Signed .!
Signature of Student Embalmer
LI, e d . AT AN -i\‘\Liéensed E
- VIR
) T P. O. Addre
- - U T S

. 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.

-




