THE GJVISION OF HEALTH OF MISSOURI

________ 58-024391

. Health,
& Welfare STANDARD CER‘"FI(AT! OF DEATH STATE FiLE NUMBER
) Service HER JHN 2 4 19K RRegistation Ristrict Mo. 360 Primary Registration District No. ...} 6 .2_25 ......... - Regiswar's Ne.___ 720 .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resclldence b)ejore » :
. COUNTY a. STATE b. COUNTY admission
5. 300 a Vernon Misgouri Do
. V=57 b. CITY {lf cutside corporate limits, give TOWNSHIF only) Inside Limits . CgRY & \_? o inside Limits
&
Tom  Washington Township Yes (] No i TOM  Ava 7O Yes[J NoK]
ﬁ‘ c. FgL;. NAME OF {If NOT in hospitel, giva location) | Langth of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION State Hospital # 3| 6 yrs, 23 unknown Yes [ Mo (X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
John Eddings DEATH 6~ 13 - 1958
5. SEX 6. COLOR OR RACE} 7. MARRIED[ ] NEVER MARRIED ] 8. DATE OF BIRTH 9. AIG:.E (|_,.':;:;; ;oL:‘h‘JﬁERé:'E‘AR |:£:z’oen 2:“:Rs.
Male White winoweo[X Zervorcen(] Unknovm ‘By [
10a. USUAL OCCUPATION {Give kind of work done [ 10b. KIND OF BLUSINESS OR 11. BIRTHPLACE {Cityand stote or country} 12. CITIZEN QOF WHAT COUNTRY?
during mos? of working lite, wven if retired) INDUSTRY
none Misso U.S.A,
; 130. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| Unknown Unknown Unknown
I 15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 14. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, or ynknawn)| {If yeas, give wor or dares of service) ‘None A&niSSiOD p&mrs

PART L.
IMMEDIATE CAUSE (a}

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

Corcnary Vessel Disease

INTERVAL BETWEEN
ONSET AND DEATH

3nd’i|lionl, it any, DUE TO (b} Athercmatous Sclerosis Years
lch gove rise to

cbofo 'c:uso (o'),

g cavee Tawr. ) DUE TO (e) 4§20 |

PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass candirion given in PART I (g}

19. WAS AUTOPYY
PERFOR:\‘;{
YES[]

2o. ACCIDENT SUICIDE HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

MEDICAL CERTIFICATION

etc. must use only stondard nomencloture in item 18. No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Death occurred ot

a (] |

X¢. TIME OF Hour Month, Day, Yeor

INJURY  a.m.

p.m.

20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabeuthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE i farm, factory, street, office bldg., etc.) .
WORK AT WORK
21. | attended the deceased from A 1 8 June 13 3 19580nd last 30w ::‘ alive on J

m on { the date stoted ebove; ond to the bast of my knowledge, from the couses stated,

ctol, coroner,

All dissoses in Port | must be causally related.

EﬁﬁZ?: %E o
‘226, SIGNA
%%en Piékens, M.D.E %

22b. ADDRESS

Nevada, Missouri

22¢c. DATE SIGNED

6-13-58

23b. DATE

T AVAYE N |

23c. NAME OF CEMETERY OR CREMATORY

et

234, L OCATION (City, tawn, or cgunty)
g@u_. , W’\J

{State) -

25. DATE RECD. BY LO

b- 174G,

ADDRESS

AL REG,

ii 26 zclsrn[n-s 57:::5@ 90%



STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY it rraern e arenbrcas et nassnnarsnrasanssassnrerores ., Student Embalmer No. ...................

Student oo e e e Signed .}
Signature of Student Embalmer
! . . Licensed Embalmer No/. ?6‘? .........
" P.o. Address;gf?ﬂ.f.g: ............
- - Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure
. to comply with the above constitutes grounds for revocation of license). —— .-
© o+~ # Slf.embalmed by a STUDENT, he also shall sign in his OWN handwriting. - ] L.
If this body is not embalmed, fact should be so stated above. y
‘ -Ead
‘ . - e




