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All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_________ D18 primry Regisotion Distict N, 1003

28-045606__

STATE FILE NUMBER

Registrar's Nn..126’66._

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence’before
a. COUNTY a. STATE b. COUNTY admi sffion)
Missouri
b. CETY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. ClDTY Inside Limits
R R
TOW gt , Touls Yos (B o [] Tom St Louis Yosk] No[]
c. Egé}hp.ﬂt‘%gl’" (If NOT in hospital, give location) | Length of stay in 1b STREET {If autsida, give location) Reside on Farm
Al ADDRESS
O/ wsiurion tdn 8 yrs.dfl/ 217‘ 5227 Kensington Yes [ NofH]
3. NAME OF DECEASED First Middle Lcs! 4. DATE Month Day Year
{Type or print} OF
Robert Warren Edwards: DEATH 12 28 19568
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIEDSH 8. DATE OF BIRTH Q. AIGE' Ei,.':;:;; ;:‘r'ﬁen ;::AR I::J::DER 2;:95.
a gl T n,
Male .z Nagro wooweo[] o oivoreen(J| May 2, 1923 I
100, USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY
Dacorator-—paintanr salf Fads, Tennassea / Te Se Aa
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME J4. NAME QF H_USBAND OR WIFE
John Edwards Samella Yancey Nohne
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
{Yes, no, or unknawn)]| {If yas, glve war or dates of service)
l e Bamells Butler 5227 Kensingto
18. CAUSE OF DEATHdEnMr only one causg per lina for {a), {b), and INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: SET AND DEATH
IMMEDIATE CAUSE (o) 'l .
4 ‘
‘Conditions, if any, DUE TO {b)
which gove rise to }
above <¢ouse (a,
stating the under-
g lying couse lasr DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl dissass condition given in PART I (a) 19. WAS AUTOPSY
< 3% PERFORMED? , +L
£ / YES[] NO[X
= | 200. ‘ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 8.} 4
['']
; U 0 1
U 20¢c. TIME OF .Hour .Month, Day, Year
o INJURY a.m.
X p.m.
20d. INJURY UCCURRED 20e. PLACE OF INJURY (e.g., inoraboutheme,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT .{VO ILE farm, factory, street, offica bidg., e1c.)
WORK : / . i o
P’
21. 1 attended the deceased from _ 4” % /2%43,J d last 30w AT alive on M
Death occurred at / Vi ( of /. m on the date statéd above; end to the best of my knowledge, from the causes”stated.
220. SIGNATURE W {Degres or 1 (4] % Z 2 2 s m%msn
A 2 'l o o o {‘ (/
2%a. BURIAL, CREMATION, | 23b. DATE A 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) ((!n_m]/
REMOVAL (Specify)
Removal 12/31/58 Memphis, Tennessgge
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 25, I‘( GLYERAR'S SIG ATURE‘ .
[}
¥ =l 9
Charl eg J. Gates 4107 Finney NEE 30°'58 /.Cz. Ll 2 el I

(Licensed Embalmer’s Statemant on Reverss Side} ()

-



STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY (iriiiii e s s et ,

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Licensed Embalmer No.....4580.......
. . P, 0.'Address....élOf?...Ei.nnay....

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 4 STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




