THE DIVISION OF HEALTH OF MISSOUR1

Heglth, S 5 :-Q35285 ______
& Wellare STANDARD (ER‘"H(A'“ OF DEATH SSTRT-E—FILE NUMBER T
Publi
| S:rvi':. ”.ED S E P 3 0 }qq-ﬂ!gisrmﬁon_ District No. 3 60 Primary Reqismion District No. ____ .6.225_-..-_..._..“_ Ragisfrur's_!ﬂ&.u,l-jz__ _________
.;l 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res&dgncg bofpte
. 300 . COUNTY Vernon a. STATE Missouri b. COUNTY CEdar al “"‘“Wyw
1-57 b. chY {If outside corporote limits, give TOWNSHIP only) Inside Limits c. CIOTRY ol lnside Limits
tomi Washington Township. Yos [ Ne [ 7o El Dorado Springg ¢ | Yes[X ne[l
c. FgLL NAM%OF {If NOT in hospital, give location}) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS N :
INsTITUTION State Hogpital #3 6 Days 22l West Spring St. Yes [ Mo
3. NAME OF DECEASED First Middle Last 4. DATE Menth Cay Yeor
{Type or print) OF
Edward Bi Mason DEATH Sept. 22, 1958
5. SEX 4. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (In ywars JF UNDER 1 YEAR| IF UNDER 24 HRS.
a . “ARR'EDDNEVER MARR!EDD last Li':irndu;; Months | Days Hours I Min,
- Male White wiooweo[] .3 ovorceoM] Nov. 6, 1873 8l,
‘E 10a. USUAL OCCUPATION [(Give kingd of work done | 10b, KIND OF BUSINESS OR }1. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
= during most of working life, even if retired) INDUSTRY .
2 tructor Shelbyville, Illinols U.S.A.
: 13 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| Abner Clark Mason Lovie Fllen Mill Divorced
15. WAS DECEASED EYER IN U, S, ARMED FORCES?Y 14. SOCIAL 5ECURITY NO.| 17. IRFORMANT Address
Yeos, no, or unknawn)| (If yes, glve war or dares of service)
| Records - State Hogpital #3, N M

etc. must use only standard nomencloture in item |8. No symptoms wi

All diseases in Part | must be causally related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBELE

clor, coroner,

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

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) Cardiavascul ar renal disessa Years
Condirians, any, + DUE TO () ____Arteriosclerosis
which gave rise 1o }
obave cowvse (a),
ing the undsr-
Iying Tcaune. lasr. ] DUE TO () Yya ¥

PART . OQTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecss condition given in PART ) (o)

19. WAS AUTOPSY
PERFORMED?

YEs[J no R ).

ACCIDENT SUICIDE HOMICIDE

MEDICAL CERTIFICATION

Death occurred ot

I ottended the deceased l-mm/Y‘Q l&sﬂﬂ.‘r

20a. 2b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART H of item 18.)
d ] O

20¢c. TIME OF Hour  Month, Day, Year

INJURY  am.

p.m.
. | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {a.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE C] “farm, factory, straet, of?n:u bldg., etc.)
0 AT WORK

2 2?-';8 ond last 'SOWF alive on 9_22..5'8

m on thn dmo uuted above; ond to the bast of my knowledge, from the couses stated.

Y

it] b. ADDRESS 22c. DATE RGNED
Mu 3277 o Seate Hospital3 '
eyads, Missouri 9-22-08
23e. BURIAL\CREMATION 23b. DATE 1ie. NM{OF CEMETERY OR CREMATORY 23d. LOCATI {City, town, or county] (State)

G}-nﬁlm

;5- DAT

€ RECD, BY to@AL REG. |




Trole s

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY i st e s e er e ss s «» Student Embalmer No. .......ccoeneneee

working under my personal supervision.

...............................................................

temi~ Licensed Embalmer No, ;‘/i,?
) P. 0. Address.gﬂ.

- = Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the sbove 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.




