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All diseosas in Part | must bs causally reloted.

USE ORLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ﬂéﬂ APR 1 4: 195Reggisira!ion District Mo.

THE DIVISION OF HEALTH OF MISSOUR1

STANDARD CERTIFICATE OF DEATH

_.909-011893

STATE FILE NUMBER

_____.JA_Z _______ Primary Registrmian Di:fric_l_N_ﬂ- .........»_5?0_..0 _____ Regishor'sio_. _____ 7_ @:
rFd

1. PLACE OF DEATH 2, USUAL RESIDEMCE (Where deceased fived. If insli?ulion:R[didgncg b)e'fora
a. COUNTY a. STATE b. COUNTY Qadmi ss100
St. Louis Missouri S Avers [/
b. CITY (If outside corporate fimits, give TOWNSHIP only) Inside Limits e. CITY [ngide Lipft
o Yo BFe ) o Hee ol feik
T0vN  Rural Wellston o TOWN Chesterfield < o Wan
. FSL;_ NAID:'-EOOF (If NOT in hospital, give location} | Length of stey in 1b d. STREET (1f outside, give location) R“En Farm
HOSPITAL QR . ADDRESS
€ wsmitution St, Vincent's Hosp, 2yrs, Gmos Box 762 Yeos [X No [
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Y ear
{Type or print} OF
WANDA HALLIE SPRRKS DEATH April 6, 1959
5 SEX 6. COLOR OR RACE]| 7. 8. DATE OF BIRTH 9. AGE 1 FUKDER 1 YEAR| IF UNDER 24 HRS.
' MARRIED&'{EVER MARR'EDD lag; t":';::ry; Months | Days Hours Min.
White wooweo[] __owosceol]| Mar, 15, 1896 63
10e- USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDYSFRY
ewlife A7 L= Carrolton, Misaouri U,S.4,

13a. FATHER'S HAME

Gershon Herriot

13b. MOTHER'S MAIDEN NAME

Daigy M. Smith

1d. NAME OF HUSBAND OR WIFE

Robert Sparks

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, prinknawn)| (If yes, glva war or dotes of service)
Z

16 socn;s;cumw NO.
&

"Rohett ek, heshandy Tox 762

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I.

16. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (c}.)

INTERVAL BETWEEN

Conditions, if any,

which gave rise to
obove covse (a),
atating the under-

} DUE TO (b)

ONSET_AND DEATH
Terminal Pneumonia B cfays
Generalized Arteriosclerosis Years
Generalized Ogsteoarthritis Years

% lying couss lost, DUE TO {c}
- PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissass condition given [n PART | {o) 19. WAS AUTOPSY
5 & PERFORMED?
z oA S ves[] NO[® L
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.}
Iy
o O O d
S| 20e. TIMEOF Hour Month, Day, Yeer
a INJURY a.m.
k3 p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inorcbouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, strest, office bidg., etc.)
WORK AT WORK

2)1. | attended the deceased from %} h. 6 » | 256 ., te
Death eccurred ot 10- P‘M.

91& last sow

:;:Palive on

April 6, 1959

m on the date stated above; ond to the best of my knowledge, from the couses stated.

22a. SIGNA%%E/ 6__} i‘

{Degree or title)

2b. ADDRESS

7301 St. Charles Rock Rd,

22c. DATE SIGNED

L/7/59

23e. BURIAL, CREMATION, | 23b. DA

SR Al | H~7- 5

237 E OF CEMETERY OR CREMATORY

t st Lz,

FRIIREOR /7:-‘

23d. LOC ‘ﬁgng ity, town, or county)
N
s G,

{Sro1e)

T

24 FUNERAL DIRECTOR

bei) /5K

é}non ESS:

25. DATE RECD. BY LOCAL REG.

7-59

!
'
o

on Reverss Side)

EGISTRAR'S SIGNATURE ~ 7 '
UL E il
174 77




goBt & ShW
bS9l O ¥ uny

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY oot e e e s s s e et raa s e ta s e s e nean ., Student Embalmer No. ........ccooivenens

working under my personal supervision.

Student ..o e s e

Signature of Student Embalmer
) . . Licensed Embalm, o %ff /

......................

. [}
P. 0. Address, s, 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.




