. Health,
& Welfore
 Public

h Service

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cavsally reloted.

THE DAVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

o98-03754"?

STATE FILE NUMBER

Primary Registration Oistrict Nﬂl‘goa ........... Registrar’s &-._Bm-__

”.EB OCT 17 195_8_09i1hn|ieq Distriet No.

- 1= ‘PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence ‘e
o. COUNTY a. STATE Mi ss ourib COUNTY ission
b. CITY (If outside corporate {imits, give TOWNSHIP only) Inside Limits [ CgRY Ingide"Limits
TOWN St ° Loui S Yes No D TOWN St . Louis chD No [
c. FULL NAME OF {If NOT in hospital, give location} | Length of stoy in 1b {I§ outside, give location) Reside on Form
iy City Hospital 35 ¥rs. J;Lfﬂm““ 9ok Carr Yes [ Mo [H
3. NAME OF DECEASED First Middle Lnla 4. DATE Month Doy Yoor
(Type or print} |
ALFONSO JOHN ADAMS DEATH 9/12/1958
5. SEX 4. COLOR OR RACE| 7. 29. DATE OF BIRTH 9. AGE (in +JFUNDER | YEAR| IF UNDER 24 HRS.
9] marriep[ Jnever marriED[H {In yoar
Ma 1e Whi t e WIDOWEDD DIVDRCEDD 10- 15 - 188 7 ,jb' birthday) [ Menths | Days Hours J Min.
100 USUAL OCCUPATION {Glve kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF ‘HA‘I‘ COUNTRY?
d e, aven if retir - \
dur ngcoétél]{wklnﬂ“f if retired) INDUSTRYetlred Spal‘tal, Ill. { o l_;

130 FATHER'S NAME

Charles Adams

13k, MDTHER'S MAIDEN NAME

Anna Baird

None

14 HAME OF HHSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Ywa, or mhm-n)l(lf vas, give wor or dates of servics)

18. SOCIAL SECURITY NO.| 17.

gl
"""

INFORMANT

Address

Maude Wiethuechter,6223 Oleatha Ave.

18. CAUSE OF DEATHJEMV only one cause
PART I.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

—

INTERVAL BETWEEN
ONSET AND DEATH

R

/mﬁp

Conditions, If A
wﬁlch':::- rise 10 } DUE TO (b) WWLVL
above covse {o),
stating the under-
g lylng couss laat. DUE TO (c) =
,:. PART I5. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminol diseans condition glven in PART | (q) 19. WAS AUTOPSY
b PERFORMED?
Z _ 420 -0 ves(J no(A2
E 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART [l of item 18.)
© (I O ]
S| 2c. TIMEOF How Menth, Day, Year
8 INJURY  a.m,
] p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY(tf? . inor chouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE D , wctory, street, office bldg., etc.) .
WORK AT WORK

21. | attended the deceased from
Death occurred ot

. 1o

t?» va,f

and last saw ::;: alive on
m on the date stated above; and to the best of my knowledge, from the couses stated.

i

.

| 22b ADDRE}E;J& i

22¢. DATE SIGMED

7. 2.20-J§

23a. BURIAL, CREMATION, | 23b- DATE ;. QOF CEMETERY OR CREMATORY 23. LOCATION (City, town, or county} (Stute) '
F
a2t 9-22-1958 .Matthews Cemetery| St.Louis, Missouri
24. FUNERAL DIRECTOR APDRESS 25. DATE RECD. BY LOCAL REG. % GISTRAR'S SIGNATWRE

McLAUGHLIN'S, 2301 Lafayette Ave,

SEP 2 2758

{Licensed Embelmar’s Stotement on Reverse Side)




o

P

/

iy

I heteby certify that the body whose name is recorded on the reverse side of this certificate was/ balmed

STATEMENT BY LICENSED EMBALMER

by Me, OF BY oo e s st s .» Student Embalmer No. .........c.oeoe

working under my personal supervision.

StUdEnt cociicririiiiii i e e
Signature of Student Embalmer

‘Licensed Embalmer
P. O. Address.. o

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




