THE DIVISION OF HEALTH OF MISSOURI :
4374

LS. No.30O
> e '-]LEB VAR 3 1959 STANDARD CERTIFICATE OF DEATH State Fite Now n OO
' BIRTH NO. REG. DIST. Mo, __ 7.3 PRIMARY REG. DIST. 0. 22T ! Regivtror's No LT
&9 1. PLACE OF DEATH g 2. USUAL RESIDENCE (Where ducoased lived, I lnstltutlon: rmsidence before
09_ 0 a. COUNTY Clay a. STATE Missouri b. coum'clay sdimision).
b. CITY (1 cutside eorpurate limita, write RURAL and give c. LENGTH OF ¢. CITY (If outide corporats limits, write RUBAL as.d give townehin)
R . townahlp)| STAY rin thie plaes) OR
TOWN  Rurs) Liberty < Yrs. TOWN urxl Liberty O A 0
d. FHOL‘IS.PJIH_'&ME OF (If not in hospital or 1uumioa eive strent address or loeation) d'AsDTI:?REEHS o nu;sl v bauo'm 0
INSHTOTION I00F. Hospital I00F. Hospital
3. gz%ﬁs%% a. (First) b, (?dlddle) c. {Lost) 4, DATE {Montb) (Day) (Year)
(Twpeor Print)  JOSEPR Lucian 0'Bryesn DEATH  Feb, 26-52
5. SEX 0 6. COLOR OR RACE | 7. M.?)%I'\;.Eg I‘EI"E‘\;SECIEDARRIED. . 8. DATE OF BIRTH 9. AGE (In years| o UnbER ! YEAR | tr usDEm M pms,
. . N (Bpesity) birthday) | Mosths Hours | Min
Male ¥ihi. te 22 7l Feb. 14-1872 | g0 |0 | T | ™™
10a. USUAL OCCUPATION (Givekiodof work | 10b. KIND OF BUSINESS OR II‘{- 11, BIRTHPLACE (Sute or forelgn country) 12, CITIZEN OF WHAT
dcudnau TI« -ogdn; tife, even if retired) — DUSTRY u ? [=¢] Y
oliector n i n .
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF/HUSBAND OR WIFE
Jdy M. O'Bryan | Mery Ballard —
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yqa 0o, or unknowa) | (If yes, £ive war or dates of servies) NO. . .
) | No State IOOF. Home Records Liberty Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION TNTERVAL BETWEEN

OMSET AND DEATH

| Enter only onacausoper | |. DISEASE OR CONDITION CK, N
1t for (&), (09, and () | DIRECTLY LEADING TO DEATH" (5) W 3 éﬁ .
e doen ot o ANTECEDENT CAUSES \

*This doey not mean
the mode of dying, such Morbid conditions, if any, giving DUE TO (k)

as heast fallure, asthende, | rise fo the adose cause (o) daﬁng ) . . ) ] L . . e
- ete. It means the dis- the underlping couse lagt, *. . . LR, ST . 1. L
cose, injury, or complica- DUE TO (c)

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS m "
Condit

ions contribuling to the death bul nol
reluted to the disease or condition causing death, 9

19a. DATE OF QP_FI%N 196) MAJOR FINDINGS OF OPERATION '+

o——— RS 777, Gl Wi g

,
. i
WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

218, ACCIDENT " {Bpecily) | 2ib. PLACEOFINJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ~  (STATR)
SUICIDE homs, farm, Iactory. strest, offioe bldg.. e1e.) . . L P
HOMICIDE ) - :

213, TIME \. "(Moath) (Day) (Yeur) (Houn) 21e. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?

oF ) . WHILE AT[—] NOT WHILE .
INJURY. - * - WORK AT WORK - R

22, I hereby certify that: I atiended the de d from g2 o 19 that 1 last saw the deceased
alive on ;"AEAZ 19._.___, and that death occurred at ﬂ% , Jrom the causes and on the date slated above.

“4| 2. SIGNATURE ~ " ... 1 . - (Degros or title) | Z3b. ADDRESS 2%. DATE SIGNED
0 Syt WD| - Lotle Ot . | PP
%413 BUERL'Eé\}” CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY _ | 24d. MION (Ulty, tmrn Oroolmty) , (Btate)

(Bpecity) . . . -
O "ETREL ™ MAn e ch- il 11y 0OdaFellow | Liberty, Mo.
DATE REC'D BY ]_mA]_ REGISTRAR'S SIGNATURE é 4 25. FURERAL DI REC'OF 5 5' GNATURE ADDRESS
E&L- &£9. 149 J )_ M Hﬂ-‘-; AALY

“{Licensed Emhlm- Stalement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student (abalaer Bo.

working under my personal supervision.

SLUSONE vevereernnorsnsiocsssssssannsssnans SWL.&)JM%AX;.-M
Student Emtalmer

. —
Licensed Embalmer No.... 4.5 7%

P. O. Addm_ﬂa.é@m)m&zmmm

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbowe coestitutes grounds for revocation of license.)

If ¢his body is tot embalmed, fact should be co stated above.




