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WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

A@g;_

FILED MAY 241954

REG. DIST,

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

RO, _& PRIMARY REG. DIST. lﬂ-uj:.-_‘l\(limiﬂrar': No. ‘1[‘/

16445 \

State File No.usisiisisioisimmreneresen

' BIRTH ¥O.
1. PLACE OF DEATH . 2. USUAL, RESIDENCE (Whare decossed lived. If inmitgtion: residence befare
. Ul . STATE . 3 . [ on),
o CONTY  Jefferson - . Mis sowri b- COUNTY Dent ton)
b. CITY (f outzide corporate Hmits, write RURAL and give | ¢. LENGTH OF || . CITY ¥ & 1s Residence within Hizmits
townabip) Y (la placet OR a
TOWN . RURAL - Joachim i STA wke TOWN Salem ;‘gx "°"i':l“_":.

d. FULL NAMEOF (f not in hoepital or Institution. give strest address or location) o- STREET (If raral, give location) 3
HOSPITAL O ADDRESS - o8
INSTITUTIONMountain View Nsg. Home 300 West C St. : //

3 NAME OF a7 (First) b. (Miadle) ¢ (Last) = 4. DATE (Month)  (Day)} (Year)

{ Type or Print) FRANK v LEE TYRRELL pea May 10 1954

5. SEX 0 6. COLOR OR RACE | 7. ‘I\vlllARR[ED. lélli\\:'gn MARRIED;E z 8. DATE OF BIRTH 9. AGE do .n)-n ;m lf'“'w 7 ONOER M RS
. . Hours
Male | White "Yaoveq July 23 1863 | “9T™" ™| | =
102, USUAL OCCUPATION (Give kind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (. 0y 5 Forsica Connten) /| 12 CITIZEN OF WHAT
ing m m it . Y ¥ ate or Foraiga try
MINing Enginesr Mining Trumbull County, Ohio / Al

:

13a. FATHER'S NAME

Abi jah Tyrrell

{3b. MOTHER'S MAIDEN NAME
| Louisa Unknown

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY

Eive war or dates of service} NO.

14. MAME OF HUSBAND’OR WIFE

|Lola Jane Tyrrell
1. INFORMANT'S SIGNATURE OR NAME

ADDRESVSV

TIONF?EH VAL &db)

54

Cedar Grove Cemeter

Salemnm,

{You, ga, orgoknown) | (I
Jgme | et None Harriet Garland Muskogee, Okla.
18, CAUSE OF DEATH - ’ MEDICAL CERTIFICATION ~ INTERVAL BETW:
Enter onl 1. DISEASE OR CONDITION -
fofor (o), (b, sod (& | PIRECTLY LEADING TO DEATH® () M&L‘A&Mﬂ_ﬁ_&; ovse v
*This does 1t mean | ANTECEDENT. CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}
of heart follure, asthenia, | rise to the abooe cote (2) stating
de. It means the dig. | e underlying cause lost.
case, infury, or complica- DUE TO ()
tion which cavaed death.. ll._OT'HER SIGNIFICANT CONDITIONS
" Conditions contributing to the death but not
. reluted Lo the disease or condition causing death.
19a. DATE OF OP%%J: 19b. MAJOR FINDINGS OF OPERATION 5?51 / 2. AUTOPSY1
- i w [ w®
21a. ACCIDENT {Bpacify} 21b. PLACE OF INJURY (es..Erorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) H (STATE)
SUICIDE bome, [arm, tastory, strest, offios bldg., e b
HOMICIDE
21d. TIME (Momthy (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW.DID INJURY OCCUR? |
' OF WHILEAT[—} NOT WHILE ~
INJURY = | “work AT WORK &
2. I hereby 1,,1' that T aﬂcﬂded the deceased from _Ltl— _& to _S_Lg_, 1.9.5.:? that I last saiw the deceased |
alive on —L& , 19 , and that death occurred aof m., from the causes and on, the dale stated above. |
Zia. SIGNATU, ’ X 2b. A:bR - M iuspo; Z3. DATE SIGNED
ik Ly STAL ¢IThy Mo_| §—|4-Sy
74a, BURIAL, C . DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, ar county) (State)

Missouri

DATE RF.C‘ ﬁ

FUIEII L DIRECTzI B: slauzuu

M’D!E 5

S]GNATUZ)
i

’s Staternent on Reverse Side)




e JEFEERSON Coynyy HEALTH
HILLSBORO, Missoupy

DEPT.

R,
8 1984

— —

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs
by me, OF by ... .oiiiiiei it crrrrrrrr s e . Student Embalmer No............

working under my personal supervision,.

Student .....oiiiei i i ie e
Signature of Student Ecbalmer

Licensed Embalmer No{]f/x

. . " ) , \" ‘ EERT . P.O. _Addr\ess.Wé‘
. : ‘ 4

Note: The abové MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes g'rounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in'his OWN handwriting.

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



