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No symptoms will be listed. All

nomancliature I1n (tem |0.
Coroner cannot certify to o death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. 38 O
Jisoases in Part | must be casually ralated.

*]10¢. USUAL OCCUPATION (Gize kind of work done

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

....3.1..8,.Primm, Ragistration Districr Nl Of_]g_u

ALED JuL 31 1957

..Registration District No. ...

ST R

STATE FILE NUMBER

1. PLACE OF DEATH

. Registror's N.ﬁ..&ll.
2. USUAL RESIDENCE (Whera decegsed lived

. M institurion: Residence’ bafors
b. COUNTY /3:""‘"“’

a. COUNTY o. STATE Missouri

b. CITY (! outside corporate limits, give TOWNSHIP onty) | Inside Limits c. CITY fnside Limits
OR OR
TOWN St.Louis Yest NeD TOWN St.Louis YesU No@

e. FULL NAME OF (IFf NOT inhospital, givelocatien)[Langth of stay in 1b

Reside on Form

HOSPITAL O A . {H eutside, give location)
/9‘ INsTITUTioN J ewd sh Hospital e /)_a 03,555# 45 Kingsbury Ple| veso weo
3. :::l:‘ ’o:n Firat Middle Last 4. ns;z Month Dey Year
(Twpe or print) LILLIE SCHIELD MYERS I o July 21,1957
5. sex / 6. COLOR OR RACE |7, marriep [ Never marrieo [J) 8- DATE OF BIRTH ,9’ N Kl [0S AR I UNOLR 24,115
Female|White wioo@ST8 __ovore(} April 20,1864 93 | ]

104. KIND OF BUSINESS OR INDUSTRY
during most of working life, even if retired)

At Home

Il. BIRTHPLACE (Ciry d atie or country)

Cleveland Ohio

12. CITIZEN OF WHAT COUNTRY?

U.BIA-

/

13, FATHER'S NAME

Jacob Schield

14. MOTHER'S MAIDEN NAME

Unk.

15, WAS DECEASED EVER IN U, 5, ARMED FORCES?
{¥es, na, or unknown) | (If yra, gise wer or daler of service)

16. soclAL SECURITY NO.|IT.

INFORMANT Address

IMMEDIATE CAUSE (g)

Conditions, if any,

Unk, Unk, Chester Myers 45 Kingsbury Pl,.
18, CAUSE OF DEATH [Enter only one cause per line for (8), {b). and (¢).] [y INTERVAL BETWEEN
PART | DEATH WAS CAUSED BY: . o r. ONSET AND DEATH

£

/DA

wh:ch gare ris ﬂ{a OUE TO _(b) ) . N = .
above caude ——— *
atating the under- ) S St o Y ’

= {ying cause lasl. DUE TQ (¢) 4
=} PART Il, QTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT REurfD TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a) ED ;VE.; SF 3#72;?\'
= - -
3 %JD ) ves ] wo
E 20q. ACCIDENT Stheipe HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Port 1 of item 18.)
§ O d0 0
2|20 TiME OF  Hour  Month, Day, Year .
J INJURY a. m. . - - .
E p.m.
E | 20d, INJURY OCCURRED 20¢. PLACE OF INJURY (e. 9., in or ahout home, 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE

WHILE AT O NOT WHILE farm, factory, street, office bidy., efc.) y

WORK AT WORK y PR o ?:.f\ ]

” ‘4
21, 1 attendad tha deceased from / y A T NP st 4 3:! st saw ,ﬁ:" afive on =
Death occurred at Ll'_ " m on the a stated above; and to the Beat of my knowledge, from the causes stated.
2, nmu-ruu (p,,m or title) - - (A2, avogESS - . 22c. DATE SIGNED
S{" " L X %Fa_,/m...» [7-vv~-87
23a. BURIAL. cntnﬁn_on‘. 23&. DATE 23, NAME OF CEMETERY OR CREMATORY :
EMOVAL (Specify . L s g
emova i /22/57 Mt.Sinai Cemetery St

23d. LOCATION (City, toir 5. o cotnty) (Starer  ©

Louis County Missouri

24. FUNERAL DIRECTOR ADDRESS Z5. DAT|

| Herman Rindskopf Inc,5216 Delpan d

{Licensed Embalmer’s Statament on Rovarse Side)

2751 | 8ot dnitdm®
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. . . . STATEMEN'_I‘ BY LICENSED EMBALMER
I he'reby certify that the body whose name is recorded on the reverse side of this Certiﬁcat; was erx
by me, or BY e M ereaeaesinedmesieancmeeceeasaraann e leeeneeann , -Student Embalmer No.........
4 .
" working under my personal supervision..
Student ....c.coveiiiiiiiinniriiiaiiarrirrzarmnaaomaas
S:gnn.ure of Student Embalmer
. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (
', to comiply with the above constitutes grounds for revocation of license), . .
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg. oot T ’
. If this body is not embalmed fact should be.so stated above. ves T I . .
RSP DS P R . . B .




