THE DIVISION OF HEALTH OF MISSOUR1

28-017083

. Heaolth,
& Walta [ 5 MAY 13 195 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
. Publi
:h S:wi:. gginrofioq l_)lﬂﬁi_:t N°‘, 3 60 Primary R!gil"nlim District Ho. ___3_g7_6_ _________ Registrw" Nn.__,s_g_“"_“,,_,,___

1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. If institution: chdanc. fm.q
S. 300 a. COUNTY Vernon STATE Lif ssouri b COUNTY e I'IIOIT l}m
r 1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits € cg‘r /0 ZZ]  Inside Limits
i y Tg‘lsz Nevada Yo Ne [ 71055{ 16 22 v. aAllison /| v ne D
IlO% 0 ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stoy in 1b d. STR%ET {If outside, give location} Reside on Farm
{ A" Nevada Hospital| Lifetime ADDRESS wavada Yos (] MoK

3. NAME OF DECEASED First Middle Lost 4. DATE Maonth Day Yoar

{Type or print} QP
Minnie M, Bryan peaTHADY1 1 30 1958
5. SEX \ 6. COLOR OR RACE 7'MARRIEDD NEVER MARRIEDD 8. DATE OF BIRTH 1@76 9. AEE LI;:':;:;; ::l'-':’l‘ilﬁﬂ ;:;E'AR l:nl.::DER 2;:‘?5.
£ Wh mooweo ) 2—awvorceoll| sentember 14 2" | |

10b. KIND OF BUSINESS OR
INDUSTRY
Owrl HO

106 USUAL QCCUPATION {Give kind of work done
unﬁ most of mfé tife, wven if ratired)

11. BIRTHPLACE (City ond state or ceuntry) 12. CITIZEN OF WHAT COUNTRY?

i USA

14. HAME OF HUSBAND OR WIFE

Wm. Franklin Bryan

0

Vernon County,Missous

13b. MOTHER'S MAIDEN NAME

Phoebe Taylor

13e. FATHER'S NAME

Martin william Davls

'U‘
2
E
E
E 13
§s 3 J] 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
i, g {Yes, lﬁ,cr unknmm)l {If yas, give wor or dates of service) NO ne ]J . R. B r:y . R#l , Neva da ’:-- I.Ij_'ssou r‘_j-
=z Q. 18. CAUSE OF DEATH (Enter only one couse per line for (o), (b), and (c}.) INTERVAL BETWEEN
& b PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
< IMMEDIATE CAUSE (o) ___Left Hemiplegia, acute, severe. days
£ =
= [+ 4
= x . .
- Conditions, ifany, . DUE TO (b _ Chronic hyperte e Unknown
5 = which gove rise to
5 ; sbove ::-Iu jo), }
-— stating the wnde
§ . g g iying ﬂ=“.. |n:: DUE TO (c} 4'{3 X
ts 2FF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termina! disscss condition glven In PART | (a) 19. WAS AUTOPSY
g '§ [ X : PERFORMED
.g *".? x g o YES[] N
§ > ¥JE| 200 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itam 18.) Lo
] o O O
65 <NC| 20c TIMEOF Hour Month, Day, Yaar
25 DS INJURY  a.m.
,: ‘.:.: >_" X p.m.
2E 3 20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
g = w WHILE ATD NOT WHILE E] farm, factory, street, office bidg., eic.} .
% 0_5 E WORK AT WORK
E E 21. | attended the deceased from ;ﬂl_y I.' 19_5_2_ , to and last sow her tive on April
§ - Death eccurred af 10454 on the date stated cbove; ond 1o the b my knowledge, from the couses stated.
5 § 22a. SIGHATURE ml%@_ 6 22b. ADDRESS 22c. PATE SIGNED
-
_— L

'E R.B Wray. M D, g Moore Bldg., Nevada, Mo. May 2,'58

. Bumu.casu-nnn. 23b. DATE ng: NAME OF CEMETERY GR CREMATORY 234. LOCATION (City, town, or county) (Stere}

VAL {Specify)
BOTHET” Hay 3,1958 [Moore Cemetery Nevaﬁg, ca0ur
/¢/ [ 2a FuneraL oirecTor ADDRESS -
& Ferry Funerzl Home, Nevada, Mo

{L§ #d Embal on Reverse Side)

25 DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATU E%
Sl /GJ_L ’/%




-STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY i s e e e re b e s s se s aesne s «r Student Embalmer No. .........cccoeeeeen

working under my personal supervision.

SEUBENL eevrereerriririeeereeereerraeae e nrae e s neaes Signed Mé‘ §.¢A47r
Signature of Student Embalmer

% v Dicensed Embalmer No”(d
" p.oO. AddreSSM

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).

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

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




