WRITE PLAINLY—USING UNFADING BLACK INK—

THE DIVISION OF HEALTH OF MISSOURI
FILED JUN 20 {353STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, 31 PRIMARY REG. DIST. m1003

e Bt o T TOLE

csse 5ATE

[ BIRTH MO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers o d lved. If i ) before
a. COUNTY a. STATE b. COUNTY ad:nimion).
Mi ssouri /
b. CITY (U outslde corpurate Umits, write RURAL sad give e. LENGTH OF |l c. CITY (if outds sorporate timits, wriv RURAL sud eive townabin) s/
OR townsbip)| STAY (io thie piace)
Town  St. Louls /) ToWN  St. Louis J7)
d. Fit‘.’ésLPr'la;iq_EOOF (If not in boapital or i ioo. give strect addrow ar i } d. SDT[I;% (If rarsd, pive loeation)
instiorion  Homer G Phillips Hosmtal / f 3655 Windsor
36‘5%%‘%5%% a. (First) b. (Middle) o (Last) 4. DATE (Month) (Day) (Year)
(Typeor Print)  Daniel Edmonds pEATH  May 29 1953
5. SEX 6. COLOR OR RACE | 7. #AD%RIED. NIE‘\IICE,R ESRR[ED.> 8. DATE OF BIRTH o 9. AGE a:.’;j"‘ ;: Iﬂ::l ID“m“ ¥ UNDER M NES,
(Bpacity] oaf H Min,
Negro S L M 7 July 18as | “8%" | |
10a. USUAL OCCUPATION (Ghvekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BEIRTHPLACE (Biate or forelgn country) 12, CITIZEN OF WHAT
don-dn.rig mB:of 'ork}.?llh."m if retired) DUSTRY . . Y
aboTe Vicksbureg ,Miss o
T13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Daniel Xdmonds | Rlizabeth Jones Sylvia Edmonds

15. WAS DECEASED EVER IN U.S. ARMED FORCB‘!

(Yes. no.or unknown) | (If yes, give war or dates of

16. SOCIAL SECURITY
NO,

1. lNE'-'ORMANT‘S SIGNATURE OR NAME ADDRESS

James TNixon 4734a Newcolm P11,

ceriify that I allended the deceased from _ﬂj'—ﬁ(jgl,
,dﬂve on __g_z,t_, , and thawﬂath oceurred al m.,

18. CAUS] EATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enu,m]E .ﬂ,'::u,w 1. DISEASE OR CONDITION . ONSET AND DEATH
' Jine for (J (0. od (@ | DIRECTLY LEADING TO DEATH"(5) Hypertensive Cardiovascular Disease Undet,.
. ANTECEDENT CAUSES
*This docx not mean B i
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) . Congestive Falilure
a2 heartfoflure, axthenia, | rise to the above cause (a) stating . . . 7 . -
cte. If means the dis- [ M€ underliding cauae last. - - . e -
caze, Infury, or piica- DUE TO (c) : _ i
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ' ¢ 0. s
Condilions contributing to the dealh but not
e aiooes or ondive munnp aeath.  S€CONdary Anemia
19s. DATE OF OPERA- | 19b. MAJCR FINDINGS OF OPERATION sl -0 P L L. ‘20. AUTQPSY#
TION

e ves ) no [E]

21a, ACCIDENT {Bpecify} 21b, PLACE OF INJURY (e.g..inorabost | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm. factory, street, ofee bidg., o) - - (L. .
HOMICIDE . y
214. TIME, . (Moanth) i(Day) (Year) \ (Hour) ?le. $NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- o= et Ly v ILEAT[—} NOTWHILLE
INJURY Lo T m. W:ORK AT WORK -t - . LIL/@A

2 I he‘rcby to _5:29___.__, 19_53, that I last zqw the deceased

froém the causes and on the dale siated above.

(Degree ot utle)
M, D,

Z3c. DATE SIGNED

6-1-53

23b. ADDRESS

2601 N Fhittier St .. -~

e, BURIAL CREMA- | 24b. DATE

TION. REMOUR pardr | 4 June'ss

24c. NAME OF CEMEI‘ERY OR CREMATORY
Washington Park .

24d. LOCATION (Oity, town, or county)
st, Iouis,County Mo,

(State),

ATU -

WD%?&A&. R RS SI M

B TSBot [ WHSHAT 578 5070 8rlant

7 RA

(Ticensed Embalmer’s Sulmm on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is mord.ed on the reverse side of this certificate m‘unbalmed by me, of by — e

Student Embalmer No,

working under my persona! supervision.

SEUTONE euercrnrraansossannsanns rereene Stgnrd KP(QAM(}[ /?/L»Z/W'-G‘W

. Student Embalmer C)
- _ Licensed Embalmer No

P. O. Address me‘s CL/QDZ{/M

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

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




