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THE DIVISION OF HEALTH OF MISSOUR1

v, XC-LLOLELL S8 J357 qrp ©  STANDARD CERTIFICATE OF DEATH ~O8=011<ccl
o 287
s.m:. Registration District Now oo q _]R Primary Reulsiroﬂon"ﬂﬂrmc ; p __, mmeuna. Registrar’ s No 2 N w___l

| |
I . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceused lived. If institution: Rundonce b!forn |
. COUNTY . STATE admis
: ‘ ILLINOIS “SEYWT CLAIR * %
-57 o C:]TRY (I outside corporate limits, give TOWNSHIP only) Inside Limits c. ClOTY Inside Limits
R -
TOWN ST LOUIS Yes [X Mo [ TOWN B QT T.OUIS YRV AL HLE
flgé.lel?Al’:R%DF {li NOT in hospitol, give location) | Length of stay in 1% d. SEF[!)ERET {If outside, give Iocu*’q‘]a“ r Reside on Farm
Al A ESS
5_ INSTITUTIONVETS _ADMIN HOSFITAL 27 Hours || 32 a U Yes [] Mo [9
012 TYNCH
. 3. :‘TAME OF DE;:EASED Firss Middle Last 4. DATE Month Doy Year
ype or print OF
MILIARD P ADAMS DEATH 3 i 58
5 SEX 6. COLOR OR RACE| 7. wARRIEO ] NevER MaRKIED] 8. DATE OF BIRTH 9. AGE (In yaors |IF UNDER 1 YEAR| IF UNDER 24 HRS.
Q,é la gnhduy) Months | Days Hours Min.
s __ MAIE WHITE woowep[]  oivoféeo®|  12-24~89 3
g P\, 10o. USUAL OCCUPATION (Give kind of werk dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Cisy and state or country) / 12. CITIZEN OF WHAT COUNTRY?
= during most of warking life, aven if retired} INDUSTR .
g & INKNOWN UNKNGIN NEW YORK, N.Y. USA
= 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 - DELBERT ADAM CARRIE GOUDANE
B 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT
- {Yes, no, or unknowﬂ)l(lf "WW—'I' or dates of 1ervice) UNKNG’-'N VAH REC(HDS 915 N GRANJ ST LwIS MO.

4,

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

b

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

HEART FAILURE

INTERVAL BETWEEN
ONSET AND DEATH

10 Years

m 15, No symp

-~

=

; . Conditiens, if sny, DUE TO (b)
5 which gave rise to
5 above couse (a),
S stating the under-
lying cause last. DUE TO {c)
E . PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss condition glven in PART | {a} 19. WAS AUTOPSY

PERFORMED? 5

YES[] NO[Y

2.0 0

ACCIDENT SUICIDE HOMICIDE

0 O O

20a.

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of irem 18.)

2c. TIME OF Hour  Month, Day, Year
INJURY  oa.m.

p.m,

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE ATD NOT WHILE 0
WORK AT WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE If POSSIBLE
p———

20e. PLACE QOF INJURY {e.g., inar cbout home,
tarm, foctory, street, office bidg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY STATE

Death occuired at

21/|V;%ende& the deceased from 3-6= 58 , to

3-7-58

and last saw hhiﬁm
m the date stated above; and to the best of my knowledge, from the covses stoted.

alive on

3/7/58

22a. SIGNATURE

LT, LVTIarl, 9lL. Vsl Vae 0“])’ stgnodqara o
All diseases in Part | must be cousally reloted

¥
BURIAL, CREMATIAN,
REMOVAL (Specify}

23b. DATE

3-10~

23o.

ope

«A 22b. ADDRESS 22c. DATE SIGNED
M.DJ VAH ST. LOUIS, MO. 3/7/58
:‘: CEMETERY QR CREMATORY 23d. LOCATION {(Ciry, town, or county) {State)

Beljieville, 111,

. FUNERAL DIRECTOR

ADDRESS

Sedlaek Bros. E.St. Louis, Il1.

MAR 10°58

25. DATE RECD. BY LOCAL REG.

w d Emboimer's St on Reverss Side)

;yfmﬁg:.ss.w?fm :/’ e
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reversk side of this certificate was embalmed

by me, Or BY .ovvrerreninnrninirgd veens Student Embaimer No. .. ......cocvvaeee

working under my personal ‘supervision.

Student ..o e eeeeea
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revecation of license).
« If embalmed by a STUDENT, he also shall sign in his OWN handwriting. -~
If this body is not embalmed, fact shqulfi be so stated above.

. 1 . . . . e




