THE DIVISION OF HEALTH OF MISSOURI

13
5. Mo.300 .
e FLEDFEB 1 1383 spaANDARD CERTIFICATE OF DEATH ot o 22020
7 ‘_'L BIRTH NO. _ nec. oist. wo. 251 eriuary nec. o1t wo. _S048  roirors Noo dl 2
1. PLACE OF DEATH 3 USUAL RESIDENCE (Where deceased Uved. If L : Defore
a, COUNTY . a. STATE , . b. COUNTY sdnbmion).
/ Nodaway - . Missourl Nodaway h V)
L b. CITY (1f outride eorporate limita, write RURAL and give ¢ LENGTH OF || «¢. CITY (If outside eorporate limits. write RUBAL and give townshi),
OR townehip)| STAY (ln thia place) . J
Toww  paryville / veafs TOWN 1 =
% d. FULL NAME OF (1f aot ia hasplal or tnattvchion, give strest addrom of Ioestion) o. STREET. (If rural, ive loostion) 12}
o INSTITUTION 1+ Alverno Convent %>t, Francis Hospital
ﬁ 3. SE%ME OF 8. {First) _ b. (Middie) | €. (Last) 4 oATE (Month)  (Dey) (Yean
= (Twpe or Print) Sr, Mary Francis Lyons, OSF DEATH 1 15 49
E 5. SEX J 6. COLOR OR RACE | 7. wb%%%o NEVER MARRIED. | 8 DATE OF BIRTH 9. AGE youn| o e .Dﬁm.. ¥ woce 2
. (Hpmeily, birthday ours | Min,
Femal White never marrred| 9/£2/72 76 | |
E 10a. USUAL OCCUPATION (Givekindof woek | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btata o forelen oountry) 12, CITIZEN OF WHAT
5 done during most of working lifs, wvas if retired) . DUSTRY / COUNTRY?
> nurse Hospital Ottawe, Illinois USA
’ < 138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
'w P ___John Lyons Honora Fla | __none
iz || 15 WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'5 SIGNATURE OR NAME ADDRESS
(Yes, no, orunknows) | (If yes. stvs war or dates of service) NO. . S N
3 0o none Mother M. Lucy, OSF. Maryville, ¥
I 18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
i || Enteronly oneceuseper | I. DISEASE OR CONDITION _ - U”\ ONSET AND DEATH
E Mme for (a3, (b), and (y | DVRECTLY LEADING TO DEATH® (5
:c.q} “T'his does not mean | ANTECEDENT CAUSES
the mode of dping, tuch | Morbid conditions, if any, giving DUE TO (B)
j - || 84 heurt failure, agthenia, | rise éo the above cause (o) dating - - . -
B |lde. It means the dis. | Fhe underiying couae lost,
o) ease, Infury, of complica- DUE TO {e}
% || tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS _
] Conditions contributing to the death byt not /F/’ 2
3 related to the disease or condition cousing death,
fo || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION )i 20. AUTOPSY?
7 TION ‘{V D 0
e 1 - : . yes Ko
o || 2e. ACCIDENT (Bpacify) 21b. PLACEOF INJURY (s.g..in orabom | 2lc. (CITY. TOWN, OR Townsmn (STATE)
b SUICIDE home, farm, fastary strest, offios bldg., s10.)
Z HOMICIDE . _ ;
g 214. TIME (Moath) (Day) (Yes) (Hoar) | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
. I INJURY . m WHILE AT NOT WHILE N
b s WORK - AT WORK
B ||z Lhersby gerity that I atiended the dmedfrm\#m-l__l_, 194 7,60 980« 15 1949 that I last saw the decensed
= alive ML 19___? and that death occurred af _._:._’-7& m., from the causes and on the date staled above.
E 2. SIGNATGRE Degreo ar title) | 23b: ADDRESS 2. DATE SIGNED
q Y G %mﬂ/\ Y O > Maryville, Missouri T 1/4
E TlONBURIAL CREMA— 24b. DATE Z4c, NAME or “CEMETERY oa CREMATORY | 24d. LOCATION (City, town, or county} (State)
£ 1" bur 1/18/49 St. mar - Maryville, Missouri
DATE RECD mr LOCAL 'S SIGNATURE =, r DIIEI:TUI CNATURE - ADDRESS
[ =22~ Rews rge . Maryville, Mo,

L4 4 Emdals

on Reverme Sndr)




STATEMENT BY LICENSED EMBALMER

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

e rrneastmoeseseaseRasssiesSeatiomterSoemAsiaSesssieseesEEerertonfet fabes e betebme nees emas e mne see s s sen s e e am e mna bt et ehS b4 ARa s bt o7 sesane , Student Embalmer No.

Signed &4\ >77 ([?M-c;

Sigrud ......................................... Llcenhcd Embalmer ND /F 1‘2\_

S5tudent Embsimer
P. Q. Address W 2;27)

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN? (Failure to comply mth
the above constitutes grounds for revocation of license.)

working under my persona! supervision.

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




