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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
ED MAY 1 Iﬁglsrrutmn District No. o

..o Primary Registrotion District No. ___ .

09-0415494

STATE FILE NUMBER

e 3628

1. PLACE OF DEATH - 2. USUAL RESIDENRCE (Where deceased lived. [f institution: Rescildq)n%)gfom
. COUNTY = . STATE b. COUNTY 2 admi gfien
- Nil : Mo. Nil
b. C!)TY (If outside corporate limits, give TOWNSHIP only) Inside Limits [ CgRY fnside Limits
R s
ToWN St . Ionouis Yes Xl No[] TOWN St.Louis Yes[X] Ne[]
<. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give lecation) Reside on Farm
HOSPITAL OR ADDRESS . .
|2__mstmitioN ity Hosp D.O.A. 6I32 Vestminster P10 K
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OP
Nancy Ann Norton DEATH [, IT '59.
5. SEX 4. COLOR OR RACE ?'MARRIEDDNEVER MARRIEDE 8. DATE OF BIRTH 9. AGE {tn years FUNDER | YEAR] IF UNDER 24 _Has.
last birthday) [ Months 2 Howrs Min,
i i W o wipowep[ ] pivorcen[ ] Mar,16,'59 ) l
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS QR 11. BIRTHPLACE (City and state ar country) O 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, even if retirsd) INDUSTRY . _ '
Infant - St.Louis,Mo.

13a.

15.

{Yas, no, or unknown)| (If yes, giva war or dotes of sarvica)

FATHER'S NAME

WAS DECEASED EVER IN U, 5. ARMED FORCES?

16. SOCIAL SECURITY NO.

13h, MOTHER'S MAIDEN NAME

Joan M,Carter

14. NAME OF HUSBAND OR WIFE

IN FORMANT

Lém/

ddress

¢i3y M@ﬂm

18. CAUSE OF DEATH (Enter only one cause per ligs for {a}, {b), and (c}
PART |. DEATH wAS CAUSED BY-: FIZ‘ | Z
IMMEDIATE CAUSE (o)

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

Ceonditions, if any, DUE TO (b} 4
which gave rias 1o } -
above cavse (o, - X
i h der-
Iying cavss. dosr. 7 DUE TO (c) ya
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termingi dizecse condition given in PART I (a) 19. WAS AUAOPSY /
PERFPRMED?
7@ 30 YES No[]
200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY CCCURRED. (Enter nature of injury in PART | or FART Il of item 18.)
| O 1
2¢. TIME OF Hour  Month, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURYi(e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE - farm, factory, street, office bldg., stc.}
AT WORK

| attended the deceosed from

21

)

Neath occurred af

L/

and last sow t

alive on

o nA on the date stated above; ond to the bast of my lmowledge. from the covses stoted.

Pegre lfle} 22b. ?j 22¢. 9ATF HED
. AZL@/ dAPld)/ AT OO é&idbt4é Al JIJJQ
230, BURLAL, CREMATION, | 23b. D;?P 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Store)
REMOVYAL (Specify) N
Burial L=11,'59% Resgurection St.louis
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ISTRANS S1G: b
7 7eoeRe WR1359 | Load /7 -~

Wepsree Grores Vi

(L1ten3zed Embalmar’s Statemant on Reverse Side)

M A, 3




R

"’ STATEMENT BY LICENSED EMBALMER

d on the reverse side of this certificate was embalmed

I hereby certify that the body whose name is recor

Student Embalmer No. ,......ccooeeene

[ e

by me, 0 BY .oovvvrrrriii v L

working under my personal supervision.

Student ..ooririii e e . Signed ,....7 et U . O s
Signature of Student Embalmer /

'\\%‘
.o [ v
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 embaimed, fact should be so stated above.

P. O. Address......cocoveviiiiniiininniinsinnas

ot

.




