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ALED JUN 20 1957

THE DIVISION OF HEALTH OF MISSOURI ,57 Q

Registration District Na. ...

STANDARD CERTIFICATE OF DEATH

U318 1003 2380,%

- Registror's No. ceee e ceee

1. PLACE OF DEATH

COUNTY

2. USUAL RESIDEMCE (Whera deceassd lived, If institution: Rc:idan’éoﬁ.fuc
o STATE Missoul‘i b. COUNTY / odmission]

[

b. CITY (If outside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY Inside Limits
OR CR :
TOWN St T.ouis Yesti RNea Tom  Ot. Louis Yesa Ne
}'-:‘Ing-I!-‘_I'INAAL}.M(E)gF {I1f NOT inhospital, givelocation)|Ll.ength of stoy in Ib’ REET ](.” outside, give location} Reside on Farm
j_msrlrunon St, Luke's Hospital / i ADDRESS 615 Clara YesD MNoO
3. ::-l: ‘o‘rn First Middle Last 4. DATE Monik Day Yeor
A ‘ oF .
PRSEALD ADAM WIEST otes  June 12, 1957
5. SEX 6. COLOR OR RACE 7. B 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR }if UNDER 2¢ HRS.
0 MARVED weveR MARRIED [] | Taxt birthday) [afonths | Daws | Hours | Min.
Male White wivoweo [] oworceo [ Sept, 7, 1882 74
10a. USUAL QCCUPATION (Give kind of work dane [10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and stale ar country) O 12. CITIZEN OF WHAT COUNTRY?
during mo.ll of working life, coen if retired) M _B k
- . ?EL%:O. S5t, Louis, Missouri U.5. A,

13, FATHER'S NAME

14. MOTHER'S MAIDEN NAME

28 & Luré‘s?'

Adam Wiest Florence Wandell
15. WAS DECEASED EYER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 7. INFORMANT Address
(Yea, no, or unknawn) | {If pes. oive war or dates of service)
No : 489-12-7169 Edna M, Wlest 550 Brier Pl. Chicago

....,
Coroner cannot certify to o death due to notural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

+
t.

PART 1. DEATH WAS CAUSED BY: ” .
IMMEDIATE CAUSE .(2) Wi

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (c).1"

INTERVAL BETWEEN

2: 2. Q ONSET AND DEATH

whith gave m(‘a)

Conditions, ijarw. DUE TO (D) %&72& W /

diseases in Port | must be cosually related.

REMGVAL (Specifint

23a. BURIAL, CREMATION, | 230, DATE 5C
Burial June 15, 19

:‘b‘;ﬂﬂ cguu "
ing fhe under-
- Iping  cause lost. DUE TO (¢}
=] PART |l. OTHER SIGNIFICANT CONDITIONS CONTRISBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 13, WAS AUTOPSY
= ¢2’0 PERFORMED?
3 . 0 ves[] Wo
:1_' 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Part H of item 18.)
g O (I |
< | M¢. TIME OF Hour Month, Day, Year
S INJURY . m. o -
E p.m. . . -y
x a}d._ INJURY OCCURRED . 20¢. PLACE OF INJURY (e. g., in or ahout Aome, " | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT "NOT WHILE- [+ farm, factory, street, office Bidg., ete.}
WORK AT WORK * " . 6 4 .
21. | attended the deceased froma/ll/-s] to _0/"1— /5,7 and laat saw }?n alive on /"2;/57
Death occcurred at ?' 5—5— 'ﬂ + mon the date stated above; and to the best of my knowledge, from the cauaes stated.
2. SIGNATURE (Degree or (itle] o b, ADDRESS 22c, DATE SIGNED
“ e NP - ST Aekeas | 13/577

. NAME OF CEMETERY OR CRSMATORY 23d. LOCATION (City, town. or eotinty) (State)
[ Bellefontaine Cemetery '[St. Louis, Missouri

24. FUNERAL DIRECTOR ADDRESS

Ambruster Mortuary, 6633 Clayton Rd.

CUST [ Bl g 209

{Licensed Embalmer’s Statemen? on Reversa Side)




I

““ . STATEMENT BY LICENSED EMBALMER
AT "\ K - -
- P . T S

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
BY.INE, OF DY oot iiiininiiesslieaama e eemae e e aaenananannnanenans e mateeariaaeanns , Student Emba.lmez_- s

" working under my personal supervision..

3200 13 1 PPN
o o Signsture of Student Embalmer ‘ )
. ) : - i s . ES ) ’
} IR o e ifensed Embalmer No.% <
) -
oo ‘--'\ i e ’ ’ Y YL ) ‘. .;‘. v
AT S ' Sy R e R. O. Addres e et
o - : . fa Yo '

s Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {
‘t6 comply with- the above constltutes‘grounds for revocation of license). + * . .
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg e
If this body is not embalmed, fact should be so stated above. y ;




