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WRITE PLAINLY—USING UNFADING Bi;ACK INK;MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Rec. DIST. mo. _\ _____ priusry ves. oisv. wo. BGQQ Rm‘f;'m;—'i'N?«_ﬁ;(:Q.. I

FILED SEP 9 1948

State

15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY
{Yeua. Do, ot tinknown) (Ilr- xive war or dates of service) NO.
No- None

. . Euter cnly onacause per
||-Uine for (a}, (b}, end (c)

1B. CAUSE OF DEATH ¢
I DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH" (5 IIremi

MEDICAL CERTIFICA 1Q

a

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d lived. If ioati id belore
a. COUNTY a, STATE . Y b. COUNTY addinismlon).
Adzir Missouri Shelby/A >
b. CITY (1 cutaide corpursts limits, write RURAL and give ¢. LENGTH OF ¢. CITY (I outside enrporate limits, writa RURAL anJ glve townshin} I
. townabip) STAY in this placsh
Town Kirksville ] eeks Towv  Shelbyville . Rural 5
, FULL NAME QF (If not in hoapital or institution, :iv:{uut address or location) d. STREET (If rural, give Ioa.uon)
HOSPIT. ADDRESS /
INSTITOTION Laughlin Hospital
3 SIE%BEES%% a. (First) b. (Middle} ¢, (Last) ) Dépg (Manth)  (Day)  (Year)
(Typeor Prin) T homag Jackson  Edmonds DEATH August 31,1949
5. SEX 6. COLOR OR RACE | 7. MAFBR&EE. ERJEECNEBREIES) 8. DATE OF BIRTH S.ﬂ‘;a’&z?u T o | YEAR | IF GoER o WS
. {8pecily ¥, on D H. Min.
Male White Wf&owe£1Lf . July 11,1868 1 '8&‘ |
10a. USU CUPATI ‘e kind of wor 3 OR-IN- | 11 o
2. U AL UP2 ,I H?':: (Givekind ot work 10b. KIND OF Bugﬁiassngg_r IN. 11. BIRTHPLACE (Htata or forelen country) 12, cgm_rz%r{?swmr
Farmer Farming Lentner, Mo U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND OR WIFE
Elias Edmonds Sarah Jac

*This does ot mean ANTECEDENT CAUSES

Prostatic hypertrophy and

ihe mode of dying, such

etued o the dineee o comdtition sy eatt. Multiple bladder calculil

Morbid conditiona, if any, giving DUE TO (b)
a» heart foflure, asthenda, | Tits to the above cause (o) dating . R Nephri t1 a. -
de. It means the dis- the underlying couse last, .
cere, infury, or complica- DUE TQ (¢}
tion which cawused death. | 11. OTHER SIGNIFICANT CONDITIONS N P.N. 71 mg%

b X

19a. DATE OF OPEIFB?‘: 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
7-5-40 .Suprapubic cystostomy with removal of stones yes L] no KJ
21a, ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o.g.,lnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE) o
SUICIDE home, farm, faatory, street, office bldg., ste.} N B *
HOMICIDE <
21d. TIME {Month) (Day) (Year) (Hour) [ 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF N - WHILEAT[—] HOT WHILE
INJURY WORK AT WORK .
=1 hereby cerlify that 1 attendéd the deceased from 7=5-49 , 18 , lo . 8-31- 4919 , that I last saw the deceased

d;ﬁh__ﬁ_ﬁlgéajg

, and thgt death occurred at _ll.ASP: from the catises and on the date stated above.

ylém\'run % : : %/(Degmonm;)

23b. ADDRESS

Kirksville, Mo. .-

23¢c. DAYE SIGNED

9-1-49

24a. BURIAL, CREMA- / 24¢c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county) © (State)
TION, REMOVAL |
Remova 31 49 Bacon Chapel-Cemet, ! Shelbyville, Mo.

DATE REC'D BY LOCAL
REG.

REGISTRAR S§IGNMURS ! |

9-a-49

w!LEDzCTOR 8 8l

T (licensed

Esbal, L]
(]




RECEIVED sep e
_District Hoalth Offioer N
District Filo Number_Z-#£2%
Dato Filed ._SEP &

II

STATEMENT BY LICENSED EMBAILMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certiicate was embalmed by me, amubon .

...... Student Embuimer Bo.

working under my persona! supervision,

Signe
Signed.cicacaiicsrarancnances sesassrrasatssssen . Licensed Embalm
Student Embafimer

P. O. Address

j -oma
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license,) l

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




