MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

1. PLACE OF DEATH
s, COUNTY

deffersogn

* $#ssouri

2. USUAL RESIDENCE (Where  deceased lived.

If inatitution: Residence before

b, COUNT&-effers on adrniuion)

ToWN Arnold, Rock Townshlp [9 4

b, CITY (If outside corporate limits, give TOWNSHIF anly] Length of stay in 1b ¢, CITY
R

8]
ays owN House Springs

inside erm- .

Yes [ Nm \’f'

€. FULL NAME OF {If NOT in haspital, give location]
HOSPITAL OR

Ingide Limits d. STREET
ADDRESS

(if cutside, give location] Reside an, Fumr—i

Yo O NeD TaPf County Park Subdy

Yes [] - Nuu g

NTTH$1lview Nursing Home

(INSTEAD OF

SHOULD‘ READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED First Middle

[Type or print) .
Jennie cdgar

Last 4. DATE Month

OF
pea™H December

Pay Year

1l 1963,

5. SEX 6. COLOR OR RACE 7. Martied [ Ne

“Jl it Widowed [

ver Married [] |8. DATE OF BIRTH | 9. AGE (lsaf birthday) | IF UNDER 1 YEAR IF UNDER 24 HE

Divorced [J 12/18?2

Months

9l

Days Hours Min,

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINE

duﬂ-na rﬁossl é'ﬁﬁ:lflé“h' even If retired) At HO , a

55 OR INDUSTRY| 1). BIRTHPLACE (City and
amestown, N

state or country) | 12, CI

ew York| U.S

ZEN OF WHAT COUNTRY
sile

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME
RBepnjamin F, Walker Unknown

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 1a SOCIAL SECHIRITY NO. | 17. INFORMANT L

{Yes, no, or unknown)| (If yes, give war or dates of

14. NAME OF HUSBAND OR WIFE

Willam B. Edgar

G. R. Edgar St. Louis 36 No,

no
18. CAUSE OF DEA'I'H (Enter only one cavse per line far {a], (B}, and [c)
ART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) -

Condilions, if any, DUE TO (b} -
which gave rise to
above couse ({a),
stating the under-
lying cause flsaf. OUE TQ i)

INTERVAL BETWEEN

OZNSET %D DEATH

D

diseass condition given in PART | {a

DITIONS CONTRIBUTING TO DEATH bu! not related to the ferminel PART 11l H  deceased was femsle was
PART Il. OTHER SIGNIFICANT CON i 7] e ere oo ey in et 90 deye.

I [ Yes ] O Ne l O Unknown

PERFORMED?
YEsg NO[OJ

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nalure of injury in PART | or PART II of item 18.)
O [m} 0

20c. TIME OF Hou Month, Day, Year I
INJURY B
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., in ar
NOT WHILE AT WORK [J

WHILE AT WORK [ farm, factory, atreer, office bldg., etc.}

about home, | 20f. CITY, TOWN, OR LOCATION COUNT

Y

N Death occurred ot

h/ date/rared above, snd to the best af my knowledge, from the causes stated.

21, I anended the deceased from__L-#Z%@L 1o /“"/ /7 //0? anri last qu“alwe on. /)///4//&
_ T IS Amont

22a. SIGNATURE // e ar titlg) »

22b. ADD

22¢c. DAJE SIGNED

W}Z@ 0372y | /2

REMOVAL [Specify)

12/13/ 63 Cakwood

23s. BURIAL, CREMATION, [ 23b. DATEK L4 23c. NAME OF CEMEERY OR CREMATORY

24. IRECTOR éEREﬁldge

Frohwitter-Miller Missouri.

25. DATE RECD. BY LOCAL REG.

/z/&vyﬁj

g SIGNATURE

{Litensed Embalmer's Statement on Reverse Side)

23d. LOCAFION {City, town, or county) ﬁra!e)/




PEC241963

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student _ £
Signature of Student Embasimer

£y Eyer /’7“% Er/esfes o .

Licensed Embalmer No.j/&vag

P. Q. Address/

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

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




