T A

THE DMSION OF HEALTH OF MISSOURI ¢
. 300
0 ’ ﬂlED OCT 7 1854 STANDARD CERTIFICATE OF DEATH Shte File Mo 30901
TBIRTH Nl;. REG. DIST. NGO, Vi 2 2 PRIMARY REG. DIST. HO-_,&Lob Regittrar's No. 44_..(..}.6........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If institution: residence befare
) a, COUNTY J& ckson - a. STATE Mo b. COUNTY Jacka oﬁmusm |
b. %};Y {If outetde co te limita, write RURAL and give " §:I' I.*'ENG'I;H OF c. Cg;{ (If outaide sorporate limits, write RURAL and rive townahip) .
TOWN ansgs Clty “™°| 258" Y&Hie rown Kms City- ‘b
d. FHOLg.Pf_IaAME OF (If not in hospital or instivation, give strect addroas or location) d'A%rI:?REEHSS . (IF rura), givs location) a )
INSTITUTION St oMary's Hospital b 510 East 8th St ./&’pﬁ%’
{ Type or Print) Alphonse Joseph Walters DEATH Sept.15,1954
5. SEX D €. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH . 9. AGE {In years| & untEr 1 YRAR | r UNOER u uu
\B D DIVORCED (Spacify) ' ] last birthday) Mom.h. l Days | Hours
Male White ivorced A& | Jan.l,1904 50 yeak |
10a, USUAL OCCUPATION (Owwkind of work | 100, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or {oreign sountry} 12. CITIZEN OF WHAT
done ¢ ont of working life, even if retired) DUSTRY ) COUNTRY,
Coo Ray s Restaurent Cedar Rapilds,lowsa UeSelhs
13a. FATHER'S NAME T3b., MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
No racord { Nom 1 No record
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(¥Yes. Do, nknown)

5. WAS DECEASED EVER IN U.5. ARMED FORCES? ' 16. SOCIAL SECURHI’OY

(I you, wive war or dates of service}
No

18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN

- ONSET AND DEATH
' Enter only onecanseper | 1. DISEASE OR CONDITION .
Jine for (a), (1), and (¢ | DIRECTLY LEADINGTO DEATH" ) ‘Cirrhosis of the liver P -monthsg.

*Thit does not mean ANTECEDENT CAUSES -

the mode of dying, sueh | Aforbid conditions, if any, giving DUE TO (b)

~- || o heart failure, esthenta, |, Tite Lo the above cause (o) stating e .- T ’ D H
ete. It means the dis- the underlying cauae last. w-g

ease, injury, or compiica- DUE T_O ]
tion which coured death. | 15. OTHER SIGNIFICANT CONDITIONS
Conditions contribuiing fo the dealh but nof c. R
related to the disease orgmdum cauring death. Ca.rcinoma of llver‘ 1 month
19a. DATE OF OPERA- -| 13b. MAJOR FINDINGS OF OPERATION ’ . N : 20. AUTOPSY?
TION - . , ] .-
S ) : YES E NO D
' 21a. ACCIDENT *  (Bpedty) 21b. PLACE OF INJURY {o.g..inorabout | 27c. (CITY, TOWN, OR TOWNSHIP (COUNTY) (STATE)
| SUICIDE s - home, farm, sotory, strest, office bldg., wta.) v . " .
, HOMIC!IDE, i . .
' {219, TIME (Month} (Day) (Year) (Houn' T?.le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
: - ’ WHILEAT NOT WHILE
INJURY =y WORK AT WORK :
[
22.-I hereby certify that I aliended the deceased from 4-26 185’4’ , to ?'15 IB.L that T last saw the deceased

alive on __%ll_-l',,_ 1954 , and ihat death occurred at'in_&. m, fram the causes and on the date stated above,

23a. SIGNATURE % % %wlc)n 23b, ADDRESS 23. DATE SIGNED
W.W.Dodson /(vaé?vu 1010 Professional Building - 9-1&-54

22a, BURIAL, CREMA. | 24b, DATE Z4o."AME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, of tounty) (State)

BON' REMOVAL (@pecify) Kc Mo,

DATE REC'D BY LOCAL 25, FUNERIL DIRECTOR"S SIGMATURE ADDRESS
G

7t s 'r?g.pﬂ,g.@%é_jé Thomas E.Quirk 4316 Troost Ave.
. v (Licensed Embllmzr s Statenent on Reverse Side) .

r—-...

WRITE PLAINL_Y-—-USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD




.."."’:.' Sl O

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0F by —ocernn

Student Embalmer No.

working under my persona! supervision.

Student ..... Cnessscarssrrsrastesensunsaanas
Student Embaimer

. Licenzed Embalmer No... 7 ..

R RV 1L ———— .?7 ‘7 j

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the above constitutes grounds {or revocation of license.)

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

. “:- - .




