THE DIVISION OF HEALTH OF MISSOURI 94“77

S. No.300 . \
sve-eo | RED BUL - MB1 STANDARD CERTIFICATE OF DEATH ——
BLRTH NO. REG. DIST. NO. _1L2____ PRIMARY REG. DIST. m.LQE)O__ Registrar's No 698
' ﬁ I, PLACE OF DEATH 7. USUAL RESIDENCE (Whers 4 d lived. If lostitad idecce before
% a. COUNTY Buchanan a. STATE Miesouri b. COUNTY Bucha ldmiﬂimﬂ
b. CITY (1f outelds cotpurate limita, witea RURAL and give ¢. LENGTH OF c. CITY (it outaide sorporate limits, write BURAL and give township)
OR townahip} S‘I‘g {in this placel{} OR VA {
TowN 8t. Joseph S EB . TOWN St. Joseph nr/
. FULL NAME OF r inatitution, gir dd ) d. STREET ,
& IOBPITAL OR ¢ oot i hoestul o P eve stret o ADDRESS (I rural, ghvs location) !
INSTITUTION  Missouri Methodist Hospital 2820 Sacramento Street
3.DI‘IEACPEES%F6 a. (First) b. (Middie) c. (Last) 4, Ds';g (Month)  (Day) (Year)
(Typeor Pins),  MBTY Bryson Innis peatH June 28, 1951.
5. SEX 6. COLOR OR RACE | 7. MARRIED EWEECESREIED ) 8. DATE OF BIRTH 9. 1:\.?5 (Invo)u- o i+ o | e e u i
(Bpuoity’ birthday] oh Houre | Min.
Female White ¥ doxe 2r June 27, 1868 83 I I
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BARTHPLACE (8tate or foreten countey) / 12. CITIZEN OF WHAT
dona during moat of working life, sven if ratired) DUSTRY ) COUNTRY?
| Housewi fe Own Home Belmont County, Ohio. USA
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAMD OR WIFE
John Bryecn | Lvdia Hm ] Fl‘ed Ge Innia
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 'S S[GNATURE OR NAME ADDRESS
(Yes, N&r unknowa) | (I yes. cjgrageproqrpten of service RO.
None Mrs. Claude Cooke Kanses City, Mdse
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Znter only cnecauseper | 1. DISEASE OR CONDITION

ONSET AND DEATH
line for (a), (b), and (&) DIRECTLY LEADING TO DEATH®* () [ 2 I; 44
*Thir does not mean | ANVECEDENT CAUSES ]
the mode of dying, such | Aforpid conditions, if eny, giving PUE TO (B) Ar ) %
rise to the above couse (o) dating A ) )

as heart faflure, asthenia,

ele. 7‘ !:nea’:a F:,,—:’;:. the underlying cause lost. . -

eae, infury, or complica- i _ _DUE TO (&) . _ r) _ ad 2 . !

tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS : . " ; —
Conditions contributing to the death but =10l c/&.l.) % MW W- /jﬂf‘f %

related to the diseare or condilion causing death.

UNFADING BLACK INK—MAKE A PERMANENT RECORD

19a. DATE OF. OPERA- | 19b. MAJOR FINDINGS OF OPERATION oo * i v 20. AUTOPSY?
TION _ /200 H 0 m’
- R . b . . " YES NO
o 21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.x.. io orabout | 2lc. (CITY, TOWN, OR TOWNSHIP)_ (COUNTY) (STATE)
A SUICIDE . bome, farm, fastory. sirest. office bldg.. o10.) .
ﬁ HOMICIDE
g 214. TIME {Month) (Day) {Year) {(Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
R OF . T - WHILE AT[—] NOTWHILE . .
J‘ INJURY - - = | WeRK AT WORK : -
?i" "22. I hereby certify thal I altended the deceased from y__L_._ 19_‘{_?_, lo M, 19_.5L, that I last saw the deceased
'j alive on -~ r, IQ.é,L, ond thal death occurred al _L@E m., from the causes and on the date slated above.
* j’é * 232. SIGNATURE ° - O (Degroe or title) 23b. ADDRESS 23c. DATE SIGNED
o _zr»}a.NBgm 311.1- CREMA- | 24b. DATE _I 24c, NAME OF CEMETERY OR CREMATORY ] ta
. {Bpecity}
& urial /7 | Jwne 30,1951 Mt. St- Joaem , M:eaogr;. .
DATE REC'D BY I.%CE-%L REGISTRAR'S SIGNATURE 44(.- o L // / ADDRESS
‘_5;[4ﬂ ) ’ ‘to__ JOﬂe]h, Mo.

LA I'4 4 (Licensed "o-Statement on Reverse Side)




|

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, Syttt e x e k%
" TIT11] R TS

Studant Embalmer WNo. bahos

working under my persona! supervision.

Student ....,. K¥EER hhk s

Signed.../”
Studsnt Embalmer

S Licensed almer No Mjiessouri.

P. O. Address_. Ste Joeeph, Missouri.

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,)

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




