LNDEWL# ?gmrahon Diatrict No. _______.._--3_1.8_}‘nmury Registration District No. _

. PLACE OF DEATH

DOCUMENT

BY AFFIDAVIT OF

\/ .‘ u

= X

XC—llpSB 585

SL 23660

1093___Reillrar’l No. --_B.ﬁi.s_._j—

=U

STATE FILE NUMBER

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence bafore

a. COUNTY a. sTATE MISSQURIb. county sdmission)
b, CITY {If outside corperate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
ov ; o LOUIS
1own 915 N.GRAND,ST.LOUIS, ¥O.| 16 days town ST . Yol N
[ ;%éP“’?ﬂTEOOF (I1f NOT in hospital, give location) Inside Limits d. .ASEJHDEEETSS {If cutside, give location) Reside on Farm
NIl VET. ADM. HOSPITAL v) Mo DI 1,267A HARTFORD Yo O No B
3. gAME OF DECEASED First Middle Last 4. DSJE Month Day Yoar
yYpe or print}
EDWARD WOODS DEATH SEPTEMBER 5 1960
5. SEX 6. COLOR OR RACE 7. Morried 3 Never Married [ 18, DATE OF BIRTH | 9- AGE (last birthday} IAI;BI;I‘N"DER IDYEAR q:unnsn -ﬂiun
i i 1 3
MALE WHITE Widowed [ Diverced 0 [ Q /7 /9 2 67 s | Days ours n
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
- . . - £ Y
ﬂﬂp‘ﬁbﬁmof working life, sven if retired) y artire Jd/ PummN, ILLINOIS USA

13a. FATHER'S NAME

JAMES WOODS

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yes, m unknown) I(If yel, W‘J:im detes of service}

-0 5= 1525 A

T35, MOTHER'S MAIDEN NAME T4 NAME OF HUSBAND OR WIFE
MARY HOOLIHAN MARY WOQDS
16, SOCIAL SECURITY NO. |17. INFORMANT Addron

fary Woods, 42674 Hartford,St.louis,Mo.

PART 1.

Conditions, if any,
which gave rise to
above cause {s),
stating the undar-
lying cause

18. CAUSE OF DEATH (Enter only one cause per lins for (a}. {b), and {c).
DEATH WAS CAUSED BY:

IMMEDIATE cause ) PERIPHERAT, VASCULAR COLLAPSE (SHOCK)

DUE TO (<}

INTERVAL BETWEEN
CONSET AND DEATH

oue 10 &) _RILATERAT, PITMONARY FMBOLT

PART IL

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal
disease condition given in PART | ()

PART

ML If

deceased was

fomnale was

there a pregnancy in last 90 days.

INJURY

MEDICAL CERTIFICATION

l [ Yes | O No I O Unknown
19. WAS AUTOPSY [ 20a. ACCIGENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O o
YES i NO
20c. TIME OF Month, Day, Year

20d. INJURY OCCURRED
WHILE AT WORK g
NOT WHILE AT WORK [

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, offica bidg., atc

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

n. ﬂr&ndad tho deceazed from

8/20/60

o 9/5/60

and |

.

ety occurred o 2:35 A'M'
———— A i

ast saw |7 alive on

9/5/60

m on tha date stated above, and to the best of my knowledge, from the ceuies stated.

[ 22b. ADDRESS

VAH, ST. LOUIS, MNO.

22c. DATE SIGNED

9/5/60

CEMET| fy I‘(ZZ L L TION (City, town, or county) (S1are)
? 4&7’ &> W i Op A i of
25. DATE RECD. BY LOCAL REG. |26, R TRARG SIGNAJURE -y
] /] / . . o —
0 sEp 6 1960 | Xoa sidd . /72



STATEMENT BY LICENSED EMBALMER '

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

or by Student Embalmer No.

Z4 }Q///mgé/i ozec Al
/ S

ticensed Embalmer Nq. J //

P.O-}dc}fess A~ /g //
. . <

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con
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.

working under my personal supervision.

Student

Signature of Student Embalmer




