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WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORID)

DEPARTMENT OF EOMMERCE
HULEROV 5 £™184;
Registration District No.........'.z..s...]......L

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Pﬂmqkﬁmstﬁ% mct No.... _1003 —

I Mgbg;;;_..

Repistrar's No

1. PLACE OF DEATH: ERR TR

(a) County
(b} City or town

St. Louis, Mo,
(lfnumde city or town limits, write “RURAL" aad pume af township}
(+) Name of hospital or institution:

Homer G. Phillips Hospital /)

(I1f notin hospital or institution, write etreet number or tocation)

{U) Length of stay: daYS
In this community, 27 Jears

yours, montha or daya)

In hospital ot lnstitution. A\, ST
{Specifly whether

2] USUAL RESIDENCE OF DECEASED:

(a) State Mo,

{¢) City or town St" Louis a
(1{ autside city or town limits, write “RURAL™)

2207 Chestnut

(1f roral, give locotion)

aecec
P

(&) County

{d) Street No

{Yes or No)

(e) Citlzen of foreign country?

If yes, name country

3. (s) PRINT Joshua Edwards

FULL NAME

3. (&) If veteran, 3. {c) Social Security

MEDICAL CERTIFICATION

QOctober
20. DATE OF DEATH: Month day.23, 1941 ...
hour. 6 minute LO Al M.

15. Birthplace.

ypar
nAme War. No
hud 21, I hereby certify that I attended the deceased f,anCt. 13! 1941
S. Color or 6. (a) Single, widowed, married, 19m o Oct, 23, 19410 -
o s Male 2 | .Colored|  aworcea.Slogle. | o i g Oct. 23, 1941 _ .
6. (&) Name of husband or wife...ocooeoo. 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
P years ]| I mediatefcause of death
7. Birth date of deceased, D8C o 25, 1887 a, of left per:. sillar. tissue...
(Maaet) (Day) e || With metastasis of the lungs
8. AGE; Years Months Daye If less than cne day Due to
53 9 28 hr. min .{i
Due to.
9. Birthplace Ga. / 4
/— (City, town, or conoty) {State or foreign country) B 7F ?\,
i Other conditions. k]
10# Usual occupation ~ {Iaclude pregnancy within 3 months of death} }7 i )
11, Industry or BUSINESS... .o inessmsistassenssnersmses || e, i J PHYSICIAN
Major findings: At i, —_
§ 12, NamJQShua deaI'dS Of operations . .
= . . - y! hUn:lerlmc
£ L. Binthplace Ga: , 7 ety
ty, to {Stato or loreign conntry] Of ant should be
5 14. Maiden name An ?GH :Sé’n autopsy ¥ charged sta-
S Ww. Va. tistically.

E‘ (State or foreign country)
e

16. {a) lnforman —a S & Y A
() Address... Q? _é»t?/ ...........

17. (a)

{Burial, cramation, or removal)

(0) AdAress.... ey iy

(¢) Where did lmury occur?

22. If death was due to external causes, fill in the following:
{a}
[}

Accident. suicide, or homicide (specify}

Date of occurrence.

{City or town) {Btate)

(County)
{d) Did injury occur in or about home, on farm, in industrial place in public place?

While at work;../.......,.
23. Siznature_g. ...... ! G..D_

Addmfg,é_.a.L....Z_)_.. ‘

.ry(“ipeﬁf place)f . .
3 eans of inj ur)'_..a:..._._......_.._._..

2 (M. D.roterr—.w.
- Date agned(.é.,l‘f/

(Licensed Embalmer's Statement on Heverae Side)




Ll

STATEWT BY LICENSED EMBALMER

' I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or 1Y

-

, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No. ... scessssscsics e caseeees

P. O. Address : e eeeeee oot eee et

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallu.re to eomply wi
the above constitutes grounds for revocation of license.) .

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




5. No. 2B
i—8-21-41
31 X20288

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

.

DEPARTMENT OF COMMERCE
Bureau oF THE CENSUS

Registration District No.._7f/.__ -

MISSOURI STATE BOARD OF HEALTH
STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._....é_.._..,.‘.é_ '

T
.

Siate File No.. ‘356 ??

Regisirar's No.

1. PLACE OF DEATH:

(a) County........ Q. A

2] City or town, ...
{If dutside mly o town Imnu write - HUBAL" nnd ntme o( tnwm.'h.lp)
(¢} Name of hospital or institution:

(If not in hospital or institution, write street number or location)

(d) Length of stay: In hospital or institution

! (Specity whether
In this community.

2. USUAL RESIDENCE OF DECEASED:

(a) State (3) County.

{c) City ortown

([T cutside city or town limits, write "RURAL™)

{d) Street No

(If rural, give location)

{¢) Citizen of foreign country?, {Yes or No)

If yes, name country.

yeuara, months or daya}
3. (a) PRINT

FULL NAME.M@.? b
Vv

3. (b If veteran, 3. (¢} Social Security

name wat. No.

5. Color or

6. (a) Single, widowed, married,

MEDICAL CERTIFICATION

20. DATE OF DEATH: Montih

(L€ /...

21. I hereby certify that

Yol i

...................... 19.......0
4. SV A S .............Qr.... bt
S?x, ? ,z race. divorced that I AT 19........ H
6. (b)) Name of husband or wife.....ceccccorerceeneene. 6. (€} Age of husband or wife if d t .
) Duration
medja
7. Birth date of deceased... _AQ&C- QJ— )F {\ *
{Month) (Day) "\ )> Ll
N P
8. AGE: Years Mont?ha Days Due to.
Duye to.
9. Birthplace.......u..o...
(State or foreign goyntry)
‘U - M Other conditions
. Usual ocel AL {Include p within 3 months of death)
11. Industry of PHYSICIAN
ot ) Major findings: —_—
g 12. Name.... Of operations.
: etstes
= | 13, Birthplace % 2
: . {City, town, or county) {State or fursign country} Of autopsy :ﬁ%ﬁhﬁa&
g 14. Maiden name charged sta-
. tistically.
5} 15. Birthplace
= ’ {City, town, vr county) (Stste or foreign conntry) 22. If death was due to external causes, fitl in the following:
16. (a) Informant (a) Accident, sticlde, or homicide {specify)
(b} Address. (%) Date of occurrence
17. (o) (%) Date thereof. (¢) Where did injury occur? o
s - ¥ ar town) {County) (Stata)
{DBuria), cremation, or removal) (Montb} (Dny) (Year) (d) Did injury occur in or about home, on farm, [nn industrial ;I!-.ﬂf!.‘,e. in public place?
{¢} Place: burial or cremation
Sract
18. (a) Signature of funeral director. While at workl—_ .. T e e DI oo

2@,} 7

P v I

{Dats received local rezutm) " {Registrar’s rigoature)

{M. D.arother)............

Date signed

23. Signature
Address.







