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Coroner cannot certify to a death due to natural causes.
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HLED MAY 28 1957

Registration District No. ..

360

THE DIVISION OF HEAL TH OF MISSOUR
STANDARD CERTIFICATE OF DEATH

eeem-Primary Registration District No. ... 3. q?.é .................

STATE FILE NUMBER

Registrar's No. .{gb P—

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

18, CAUSE OF DEATH [Enter only one cauuﬁ%[or {a), (b), and (c).

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence betore
a. COUNTY Vernadn o« STATE Miggourli > “%NTernon T
b. CITY (If outside corporate limirs, giva TOWNSHIP only) | Inside Limits c. CITY Inside Limits
OR OR
TOWN Nevada YGSLK Ne O TOWN Nevada /ﬁﬁl\'fesﬁ Ne O
. 'If'léll.s.é‘.l_ll‘:l:ltﬂlégf: {f NOT inhospital, givelocation}]Langth of stay in 1b 4. STREET {1f outside, give |£cu“°n} ‘:&aside on Farm
wstrution 020 N, Washingion 60 yrs aopress 911 E. Division YosO  Nel
3. ::g:tn ::D First Middie Last 4. DATE Month Day Year
OF
{Type or pring) GECRGE W. MASONER DEATH May 4 1957
5. SEX 6., COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In yeary ] IF UNDER 1 YEAR [tF UNDER 24 HRS.
iy 0 n marriED L] never mannieo [] 6 | last biaéh 1Y) [Months | Daws | Haurs | Min.
ol W wr oivorcep [ May 25 ’ 1865 .
| 10a. USUAL OCCUPATION (Give kind of wwork donie [ 100, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atato or country) . 12. CITIZEN OF WHAY COUNTRY!
during most of workinp life, ecen if retired) )
alnter ﬂ?_etlr'ed Defrance, Missourl Uca
13. FATHER'S NAME 14, MOTHER'S MAIDEN MAME
Unknown Unknown
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, .| 17. INFORMANT Add,
(Fes, no. or unkrown) | (If yri. give wor or dales of service) SOCIAL SECURITY NO 223 E - E{é‘p 1e
No None George Migner sapulpa, Oklahomg

INTERVAL BETWEEN

' - ONSET AND DEAT
4 : =2
W ‘

Conditions, if any. ) pue To (&) —
ugtlck gare ris )-'o

agbote cause (81, '

stating the under- .

Iying  cause last. DUE TO (&) ‘/’

PART 1. OTHER SIGNIFICANT ED[T'OHS CONTRIBUTING,

DEATH BUT KOT RELATELTO THE JERMINAL DISEASE CONDITION GIVEN N PART I{a}

13. WAs AUTOPSY
PERFORNED?

. Hd2az2

20a. ACCIDENT SUICIDE HOMICIDE

OB R0 | Y.

204, DESCRIBE HOWJINJURY OCCERRED.

ves[ ] w
~ h ]

(Enter nature of injury in Part T or Part 11 of item 18.)

20c. TIME OF  Flour  Month, Doy, Year
SR =

d

d

MEDICAL CERTIFICATION

20d. INJURY OCCURRED

W»W-E
WOR AT WORK

20¢. PLACE OF INJURY (e. ¢., in or ahoul home,
farm, factory, sireet, office bld; )

20f. CITY. TOWN. OR L ION COUNTY STATE

v .

21. | attended the deceased from . to
Death occurred at an the date sta

and last saw g alive on

above; and o the beat of my knowledde, from the ghuses .utei’

Z2a. SIGNATURE YV  Degr

\

d

. ADDRESS 22¢, DATE SIGNED
eer

ey 2.

23a. BURIAL, cngum?ni. 230 DATE e T3 RAME OF CEMETERY OR CREMATORY 23d. LOCATION (Citp, town. or county) (Sghte)
) BEMOVAL (Specifp) - 4 - -
BUT1I4T" | May 6, 1957] peepwood Cemetery Nevada M dsourl

4.
24, FUNERAL DIRECTOR AODREE‘SeV&da’ I‘f_O .

Ferry Funeral Home

25. DATE RECD. BY'LOCAL REG. 26. STRAR'S SIGNATURE %
25757 | [ rmiat F "%

‘ {Licensed Embalmer’s Statement on Reverse Side)




L STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was ermr
by me, or by ........ , Student Embalmer No,....... .

" working under my personal supervision.:

Student....ooviriu it iioiiiiian i e ' Sign (m@ é ............... J

Signature of Student Embalmer

_ _ . 7 Licensed Embalmer No._//._,
B . _ L _ - T P. O. Address.:..;.-rfmg. {

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




