JRI DIVISION OF HEALTH —'STANDARD CERTIFICATE OF DEATH

il

-Dne\é.shmﬂlcl.aulq Ig.gg_____s___]_'_g_..__fnmarv Registration District an_QO.3

. —-Registrar's N

—bU—-039697

STATE FILE NUMBER

NDED
). PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. [f institution: Residence before
. COUNTY . b. izsi
8 S.t .LOU.iS a snﬂﬁllinois COUNTY St.Clalr‘ admission)
b. C(l)TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e, Col';\’ Inside Limits
TOWN St.Louis Mo. 3 Weeks Town  Millstadt Illinoisg | YO MR
c. FULL NAME CF {If NOT in hospital, give location) Ingide Limits d. STREET {If cutside, give location) Rezide on Farm
HOSPITAL OR .. - AﬁREﬁ .
INSTITUTION  Jew4igh Hospital YT, No O3 Rel Millstadt IllinoigYs® NeO
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
Daniel Fullerton Edwardg Sr, | UeAW 10 17 60
5. SEX 6. COLOR OR RACE 7. Married K1 Never Married [J [8. DATE OF BIRTH [ 9- AGE (last birthday) [ IF UNDER | YEAR IF UNDER 24 HR
M. W, Widowed ] Diverced (1 | /4 / 1 5 /1 877 83 Months | Deys | Hours Min.
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTWC‘E (C!!’Y-B‘gd state or country) | 12. CITIZEN OF WHAT COUNTRY
during, i ife, if retired)
TS ARS8 Y Heating Contractdr  Canada U.S.A,
| 13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE
Alexander Edwards . Mary O’Leary , Mae B, Edwards
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO, NT p Address '\D'\'LB L_.Au.\tb(uv.
(Yas, noN:r unknown)l {If yes, give war or dates of service) 49 1 1 4- 4356A . 3 5 \ A\ v \‘:\
[ 168. CAUSE OF DEATH (Enter only one cause par line for {a), (b}, lnd {c). 1 | INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED 3 e, . gNSET AND ﬁTH
5’ IMMEGIATE CAUSE {a) s
0 —_ 4 —
Q > . . &
a Conditions, if any,] - DUE TO.(b) GKJ\M rrla et A cAracagn |2 T Iy ny,
which gave rise to v
above c':uund(a),] 4
1at 1 er- .
I’)f‘i,nlg:|° :au.lnu last DUE TO [c) 2 0 0
Z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the ferminal PART (1. If decessed was female was
g ; ‘! disease condition given in PART | (a) ~ there o pregnancy in last 90 days.
;‘ & M'fm ‘-%’ l[:] Yo1 I O N- [ O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SOICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)
&= PERFORMED? || O [m]
[ YES ﬂ NGO
- "
& [ 20c. TIME OF Houl  Month, Day, Year
a8 INJURY am.
uz.. p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about hame, { 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK {3 tarm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J
21, | sttended the deceased from 11 -4 ‘* '.'-) 7 to. 0-tb-L g and last saw Ei!n:‘"“ on / d t ( é - @ o
Denth occurred .1_{9 .J #+ m on the date stated above, and to the best of my knowledge, from the causes stated.
w . SIGNATLURE + (Degree or tith 22b. ADDRESS . 22¢. DATE GNED
5 B o vk % —
) o . o J o
2 Qvu ~ oY & Zny J e y0/EE
a2 | S{AURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, fown, or county) TStare)
) REMOVAL (Spesify}
sl 2og.4 10/20/60 Qak Grove Cemetery St.Louis Mo,
<{ | T24. FUNERAL DIRECTOR "FODRE Eagt 11125 0OATERECD. BY LOCAL REG. | 26. REWW
> . s
@ Strauss Millstadt Illinoig ACT 18 1960 . /j- /.
= a-= 71 77




o EaY
STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

. Student Embalmer No.

Signed /ZM//‘ JM b/

or by

working under my personal supervision.

Student
Signature of Student Embalmer ﬂ /4
o Licensed Embalmer No. J
- . . 4 ' -
<y P. O. Address
g Note: 1:he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to cd

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. X
If this body is not embalmed, fact should be so stated above. ' .




