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Coroner cannot certify to o death due to natural causes. -
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must-use only standard nomenciature in item 18. No symptoms will be listed. All

dixeases in Part | must be casuclly related.

TRE DIVISION OF HE

FILED JUL 161957

STANDARD CERTIFICATE OF DEhfboa

AL TR UF MixUUKI

e B8

. ’
‘ :,Bcg;mtruiion District No.3.1 .................... Primary Registration District No, oo ... Ragistrar's No. ...
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whars deceased lived. If institution: Residence b-iw-)
admission,
0. COUNTY a. STATE Missouri k. C‘OUNTY St isg
b. CITY (lf cutside corporate timits, give TOWNSHIP only) | Inside Limits c, CITY q yy}d Inside Limits
OR OR
jown St. Louis. YouX Nem o Clayton e YesF NoO
Fng-IL_ITNAAIiAE)OF (If NOT inhaspital, givelocation)|Length of stay in 1b STREET {If outside, give location) Reside an Farm
3&INSTITUTION t. Luke's lHospital g% abDREss 7749 Kingsbury Yesa NoK
3 ::g!:‘ :‘r Firat Middle Lest 4 m‘re AMonth Year
D
(Type or print IDA . MAY WALLACE et June 07"' 1957
5, SEX 6. COLOR DR RACE 7. MARy{U @ NEVER MARRIED [ J{ & DATE OF BIRTH 9. AGE (In pears | I UNDER § YEAR, IF UNDER 24 $RS.
lasty bigthday) octte | Da Hours | Min.
female white winowep [J mvorcen [J] June 23,1889 h ____1 23

-[10a. USUAL OCCUPATION (Gise kind of work done

, A a 106, KIND OF BUSIKESS OR INDUSTRY
during mos of working life, even if retired)

at home

12. CITIZEN OF WHAT COUNTRY?

USA

11. BIRTHPLACE (City and atate or country)
Jackson, Ohio

73, FATHER'S NAME
Dan Jenkins

14. MOTHER'S MAIDEN NAME
Laura Shadrach

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.

no no

I7. INFORMANT Address

{Yes, no, or unknown) l U yea. gise war or datea of service)

Edward J. Wallace,7749 Kingsbury

18, CAUSE OF DEATH [Enter only one caus,
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) *

r line for (8), (b). and Lc) B]

‘LL4L¢;1&4¥“**K.“5
P4

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, i[mr. DUE TO (B)
which gave ris -
abore cause ;t)- .
sating the under- .
x Iping  couse laal. DUE TO {¢) -
=] PART H. OTHER SIGNIFICANT CONDITIONS CONTRISUTIMG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(7) 13. ;’Eﬁ Sg;gz-';\'
=
i WAYES ves 3 no Ej
E 20a. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 11 oﬂ!erzl ia.) cf“
& ] o a A
3 20c. TIME OF Hour  Month, Dey, Year -
INJURY 4. m, -
E p.om. M
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (. g., in or about home, | 207, CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE D farm, factory, street, office didg., etc.)
WORK AT WORK 4

2ie

Death occurred at m on the dat

—

21. I artendsd the deccased !rof

/7 'nd last saw O

’"m_‘hve on iﬁ.&,&a
stated above; and to the best of my knowledge, {1 the causes stated.

20, SIGNATURE : E 2 - . (Deégree or title) ! ; ‘0

&G 22b. ADDRESS 22¢, DATE SIGNED

34 MW%-—- -

232, BURIAL. LREMATION, |23 DATE 23:. HAME OF CEMETERY OR C

REMOVAL (Specifp} 6"8‘5? .

removal

Oak Grove Mausoleum

REMATORY 23d, LOCATION (C‘u‘v, town. or county) (State)

St. Louis County, Mo.

24, FUNERAL DIRECTOR ADORESS

C. R. Lupton & Sons-7233 Delmar

25. DATE RECD. BY LOCAL REG.

17 57

{Licensed Embalmes’s Statement on Reverse Side}

ZGQ.EG%:;:;S/EIGNA&;F%E _ ‘ WZ /Q‘




’
'
.t
.
«
e
i
~

Wt
j . , & s
' =
LI
A F
N LY & + .;;‘ i: ¢D-=
- - = g N =3l
CTIN
Neet T e ) 7_ _ _ _ '}m g
' - , N . =
S ‘ i
L0 o T >
. 5]
=]
- - - . £
e}
AT U VOIS S TR /;.ST'ATEMEN.T BY -LICENSED EMBALMER
) * ° T Y LY

v

Student ... ..o el Signed

Signature of Stddent Enbalmer
o .~ Licensed Embalmer No&z. i
SRR NP . BT ! S R A P. O. Address &7 Z el
N - [ N - N y .’,‘t: c -
. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his*QWN HANDWRITING. (F
Jto comply with the. above .constitutes grounds for revoc@tmn of - hcense) T e v
T bord If embalmed by a ‘STUDENT, he also shall sign in his OQWN handwntmg

If this body is not embalmed, fact should be so stated above, - e




