.

'Doc!or, coroner, sfc. must use only standard nomenclature In ttem

All diseases in Pary | must be cousally reloted,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

7841

HLED APR 2 - 1957 STATE FILE NUMBER
Registration District No. ¢ 7 Primary Reglnrcmon DIMrI:i No. -_J_Qq_i!i_ ........ Reglstrar s No. ._.._..g.....o...........w......_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: chjdl_ncp before
a. COUNTY Callaway o STATE i gsouri b. COUNTY ] g ck gop 2™ ssion)
b. CITY (If outside corporate limits, give TOWNSHIP only) Insida Limits e, CITY . 9 Insida Limits
OR OR ; 372 N
TOWN Fulton Yes [J No (] towy Kansas City % o | Y@ w0
<. FgL:;[NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. i'II'JR'DEET [If outside, give lecation) Reside on Farm
HOSPITAL OR RESS
NsTITUTION State Hospital #1 | 35 years ; 4933 17th Street Yes (] No [}
3 NTAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) William Edwards D,?:-‘m 3 27 1957
s 568 Q6 COLOROR RACET 7. uppien[uever warkréo| & DATE OF BIRTH 9. AGE (i yours JEUNDER [XEARL (7 UNORR 24 s
Male White wioOWED [ ] pIvorcen] J g-27 -1884 é i J
t0a. USUAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) / 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, aven if retired) lNggme
NPW‘! BOV IOW&. U. S . Ao
13a. FATHER'S NME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H}JéBANE! CR WIFE
H., H. Edwards Melissa G. Penn None
15. WAS DECEASED EYER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, kngwn}| (I N dotes of service)
MN:;““ A Wi 'I.lﬂlgr;arut otes None State Hospital NO. 1 Flllt‘on| Mo .

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

PART L.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c).}

Coronary Heart Disease

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,
which gave rise to
above cause (a},
stating the under-

}

DUE TO () _Acnte Pulmonaby Oedema

pue 1o ¢ _Myocardial Infarction

z lying couse last.
"c__: . PART {I. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the tarminal diseass condition given in PART | {a] ~ " 19. WAS AUTOPS
h PERFORMED?
T Pulmonary Emphysema 4 20| YES[] NO Xl
% | 20a. ACCIDENT SUICIDE HOMICIDE | 20b: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in-PART | or PART Il of item 18.)
w
o g O d
31 20c. TIME OF .Hour Month, Day, Your
2 INJURY @.m.
X p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY(G? inor gbout hema, 20!'. CITY, TOWN, OR LOCATION COUNTY PR STATE
WHILE ATD NOT WHILE D farm, factery, street, of ice bldg., etc.) s . A *
WORK_ AT, WORK . N -,
=17 dbt: uua J.bd...L uu =
213 Fororded the decedsed from 10-6-21 so__ 3=27=57
Death occurred ot '7 2 R P.M m on the date stated above; ond to the b-st of my I:mwhdgu, from the couses stated.

220, W {Degroe or title} 7 22b. ADDRESS Fulton, Mo. 22¢. DATE SIGRED
N — | State Hospital Nol 1, 3-28-57
23a. BURIAL, CREMATION, | {Saate)

I3h. DATE
REMOV AL (prilﬂ z .
e

23c. NAME OF CEMETERY OR CREM:ZY .

2344 OCATION (Ciry, town, or county)

Dy

DATE RECD.

BY LOCAL REG. | (26. REGISTRAR'S MA RE
' AE-/937 WO\MW

(Licoﬂo-d Embollur s Statemant on Revarse Side)




c1 Ao

- STATEMENT BY LICENSED EMBALMER

e '

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

bY Me, OF BY (oot et ., Student Embalmer No. .....ccoviinnenne
working under my personal supervision. - ]
Student ..o ) VIPTR Signed ..o
Bignature of Student Embalmer - L
- - T - Lxcensed Embalmer No. s
) - P. 0. Address..................‘ ........ e

'~ Note: The dbove MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN. HANDWRITING. (Faxlure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

- - N - = - " - - - N = =




