JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =60~-031764
EILCD VSRegSuEalzon DS"LQE-G“"_ 3/ é —_Primary Registration District No. -3.?.45.-_._%5&9&"“'1 No, -_2__3___4_----_ STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
s COUNTY ST FRANCOI S . a. STATE MO . b. COUhS(I‘ FRANCOI S admission)
b. Cé'l;l' (if ocutside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CCI’TRY Inside Limits
own BONNE TERRE MO 2 days TOWN FARMINGTON Yes 1 No [
c. FULL NAME OF (If NOT in hespital, give location) Inside Limits d. STREET {If cutside, giva location) Reside on Farm
HOSPITAL OR ! ADDRESS
instiuTion - BONNE TERRE HOSP. Yeiy3 No(d 523 MAPLE ST Yor O No)O
3. NAME OF DECEASED First Middle Lasr 4. DATE Maonth Day Yeoar
{Type or print) OF
ARTHUR C WALLACE DEATH AUG. 27 1960
5 SEX 6. COLOR OR RACE 7. MerriedXX] MNever Married [ [8. DATE OF BIRTH | 9+ AGE (last birthday} :oUNhDER 'DYEAR ':UNDER i:l HR
. Widowed Divorced [ nt l] ays ours n.
male white tdowed [ voed D 112/22/741 85
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dyrj rking life, even if retired)
NEREERY NURSERY POCOHANIS MO. U.S.A.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
WILLIAM F WALLACE | THERESA WEISBROD FANNIE WALLACE
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address MRM IN&TGHI
{Yes, no, or unknown) j{If yes, give war or dates of service)
f f MRS FANNIE WALLACE 523 MAPLE ST., ¢
| e 18. CAUSE OF DEATH (Enter only one cause per lins for (a), (b}, and (ch INTERVAL BETWEEN
' 5 PART I. DEATH WAS CAUSED BY: QONSET AD DEATH
| g IMMEDIATE CAUSE {n)
|18
e Conditions, f say, 1 DUE TO (o) _&M.y iy,
I which gave rise to
sbove cause (8],
I stating the under-
[ lying cause last. DUE YO (&)
' z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, |f deceased was female was
| g ::Hluse condition given in PART | {a) . 1hera a pregnancy in lsst 90 days.
; § i w O Yes l [ Ne I [ Unknown
! u, ¥ "
! i | 719 WAS AUTOPSY™ | 20a. ACCIDENT  SPICIDE HOMICTBE 20b. JESCRIBE HOW INJURY OCEURRED. (Enter mfura of injury in PART | or PART Il of item 18}
| & PERFORMED? [} a O
| v YES {0 NO
-
i & | 20c. TIME OF  Hour  Month, Day, Yesr
| 2 INJURY  am.
i g p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J A '/’ n .
21. | sttended the deceased frnn;%%@—, to. nd last uwt:nalivo °"%‘%ﬁ——
Death occurred at —~ ¢ u. ¥ 1he date stated above, and 1o the best of my knowledghe, from the cavles stated
S 22a. SIGNAT] egree or title) [)g 225, ADD; ) /813 5,
'§ % 0 - /74 .’ M /M 7 [/ 0
e Z3a. BURIAL, EREMATION, | 2367 DATE Jc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, towr, or county} (Sr.ﬂ
9 REMOVAL (Specify) 8/29/60 F NGTON m
=1 BURIAL PARK VTEW, 2
<€
)—
m

FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGJSIRAR'S SJGNATURE
“C.H. COZEAN FARMINGTON MO. Aoy 29, 1840 fdwm
‘ y £

[Licensed Embalmer’s Statergent on Revene !de)



|
|
|
l
STATEMENT BY LICENSED EMBALMER 1

1 hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed b

or by Student Embalmer No.

-
working under my personal supervision. W
Student Signed / %
Signature of Studen! Embalmer 0 ﬂ
Licensed Embaimer No. é i : - é

P. O. Address__/ jW
=

Nofe: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure foé
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
v If this body is not embalmed, fact should be so stated above.

3




