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: &;:W;llfcu . N . v e STANDARD CERT'FICAIE OF DEA‘H ----- STATE FILE Nugi
e ubklc
h Sarvice Ty S :gis:mh'on_ District MO e 3 )Primary Reglstmﬂon Dls!rlcf No.. 1003 ST Reglsfrur s N A____,_i%ie_i,sﬁ ______
1. PLACE OF DEATH ) 2. USUAL RESIDEMCE (Where deceased lived. If institution: Residencgrbelore
S, 300 a. COUNTY a. STATE Migsouri b. COUNTY admizaten)
. 1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits < CITY Ifside Limits
“ TOWN St Louis Yes Neo (] Tg\?fN St .I.-o‘l.li& Yes®] Ne [
< Fg%;.nr_«l:l!-dEOOF {1f NOT in hespital, give location) | Length of stay in 1b d. STREET 1 [ omslde, glve location) Reside on Farm
ADDRESS
| V4 NSTITUTION Lutheran Hospital 6 days /T 12 Upton S Yes [ ] No[[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) D OF
Donnie Otis aniel peatH September 20,1958
5. SEX &. COLOR OR RACE| 7. MARRIELE ] NEVER Marrien[] 8. DATE OF BIRTH 9. Aic,g' 2_,,';;,,; z:nrjﬁenti’::m lzﬂUN‘DER 2;!1&5.
| irthday ur in.
' < Male O White WIDOWED[ ] / DIVDRCEDD August 15’1894 & l I
E 106, USUAL OCCUPATION {(Give kind of work done | 10b. XIND OF BUSIN‘ESS [+]] 1§ BIRE:HFLACE {City nlﬂrd state or country) 12. CITIZEN OF WHAT COUNTRY?
= during most of worhing life, svan if retired) S-t '%iﬂb Shi 'build i o ennesses
2 Tool Checker ’ P ng vo. / IRY. s
_—_;- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. John Daniel Willi Parnell Carrie
1]
‘E‘» 3 [ 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. IKFORMANT Addiess
= =N (Yes ar unkngwn)| (IF yes, give war or dates of service)
1 R I Mrs,.Carrie Dapiel 112 Upton St,
z a 18. CAI;SER‘?I: DE‘ET!I!AEV:'“%’E:I&SQEHS Ea\;.!se per line for (o), {b), ond {¢).) ”EIJLESE¥AALN3EJWEEN
" [ Al A A EATH
= w IMMEDIATE CAUSE (a) STRIKE A
2 x
: g _ ) ;4 s
t ¥ Conditions, 1l aoy, \  DUE TO- (8) _ ﬁf’f C/DScLEROS /S 9@. Grall} Ve
= o & ave riss to
g - bove ',:.... (e}, } } é A
- 4 atatin e under-
E 8 z Iylr:l g::u.nu lost. DUE TO {(c} /45£ 15.5 /' Ece ,m 0
E 3 ' 2 E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refeted to the terminat disesse condition given in PART i (s} 19 \;Enggggg;’
1 g2 K Y PERTENSIOrE CADIOVISCLUAR  D)s&ESSE YES[] NO
E - X & | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART H of itom 18.)
+= ZRu v
7 = (] ] O
=35 G-
c o =<
o u T HU[ Wc. TIMEOF Hour Month, Day, Year
g 2 =fs INJURY  a.m.
3 o) p.m.
gE % 1 20d. INJURY OCCURRED 206. PLACE OF INJURY (e.g-, inor cbouthome,| 204 CITY, TOWN, OR LOCATION COUNTY ’ : STATE
K - w WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
i 9 WORK AT WORK . :
é E 21. | attended the deceased from '5 . to M and last sow t'm alive on @!?
§ e Death occurred a1 '][ MY 4 §2_ m on the dote wated above; ond to the best of my knowledge, from the couses stated.
§‘ ? 220. o RE {Degraa or title} v O 22b. ADDRESS 22c. QATE SIGNED
-
U _ 2 -
&3 ey (980 Telesrord (of) |9-22-54
23a. BURIAI.. CREMTION zabf DATE 23c. HAME OF CEMETERY OR CREMATCRY 2. LocaTioN {City. town, or county} “{Srare)
ity als Lemay 25,Ho
S VAT Y5RISept 23,1958 | Mount Hope Cenetery 1215 Lemay Ferry Rd,lemay 25,

{Licensed Embolmer's Statement on Reverse Side}
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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

o LT+ 5 S T P e ., Student Embalmer No. ............ovevene

working under my personal supervision.

STUAENL voveiieiiiiiiiiert e rrrer e e sebareas Signed;m....ﬁ..‘. 2 R r T T

Signature of Student Embalmer

Licensed Embalmer No.Zy 7 ..........

P. O. Address ZZKM 2o

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