THE DIVISION OF HEALTH OF MISSOURI

29~-000337

alth,
rll.fen STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ic
rvice qLEB JAN 2 6 1gsggis1rmion_ District Ne, 048 Primary Regisnﬂl_ﬁ)iﬁ!ifﬂ No. ___. 10_00..._.._-.._....- Registrur’s Neo. ... 6_ _.8 ________
1. PLACE OF DEATH_ _ .. 2. USUAL RESIDENRCE (Where deceased lived. If institution: Rendence before
00 a. COUNTY Bu(:hanan a. STATE mssouri b COUNTYBUChan ission /
37 b. CITY (H eutside corperate limits, give TOWNSHIP only) Insida Limits s CITY ’ Inside Limits
OR OR cil? .
1ow  St. Joseph Yos [f Mo [] Tom  St. Joseph ° Yeslyd Mo
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (4§ cutside, give location) Reside on Form
hentution Svate Hosp, Life ADDRESS 3301 Reniek St. Yes [] Mo
3 NTAME OF DECEASED First Middle Last 4, DATE Month Doy Year
(Type or priny) OF
Anme B Rin%tﬂ pEATH January 16, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In yeors §F UNDER 1 YEAR] IF UNDER 24 HRS.
MARRIED[JNEVER MARRIED ] - (In ywors L
Fema]_e T I.ﬂlite WIDOWEDD DIVORCEDD July 3, lg86 72 last birthday) [ Months | Days Hours | Min.
10a. USUAL OCCUPATIOR {Give kind of work done | 10b, KIND GF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during mogt of working life, sven if retired) INDLUSTRY ;
Sectetdry Doctors Office St. Joseph, Mo, ¢ USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John August Ringel Mary Dravis None
w
a2 | 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 6. SOCIAL SECURITY NO.| 17. INFORMANT Address
- Yes or unkngw If yos, give wi da f ica . .
G| iy | (s e v deesol e 01 09-6115A | J.R.Ringel 3223 Scott St. City
o 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c}.) INTERVAL BETWEEN
o PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
tu IMMEDIATE CAUSE {a} Broncho Pneumnonia aye
@
g . .
i Conditions, it ey, . DUE TO (v __eneralized Arteriosclerosis
> which gave rize 1o
= obove cause (a},
r4 stating the under- }
8 g lying couse lasth, DUE TO (¢)
: 2 = PART I, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel diseose condition given In PART | (o) 19. geg:gg&%’g;’
< * & - . .
E B Chronic Brain Syndsome associated with Senile Brain Disease Y NOK] 2
e O fu ESE]
- ﬁ 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18.)
= w
4§ o 0O O
o é Xc. TIME OF Hour Manth, Day, Year
s € s INJURY  g.m.
C] rdz B3 p.m.
E C{j% 20d. INJURY OCCURRED s, PLACE OF INJURY (w.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
m WHILE ATD NOT WHILE ! farm, factory, strees, office bldg., etc.)
5 Eg WORK AT WORK
f'g 21. | gttended the 4 d from Jan 5 , to Jan 15 and last suv.}g;é alive on Jano 15
e ») Death occurred at 11:2'5 P m on the date stated above; and to the best of my knowledge, frem the causes stated.
.yt »
EH 22a. SIGNATURE (Degree or title) \ 22b. ADDRESS Tic. PATE SIGNED
C .
o W oK hvrrrna ol 7 /n- D Y |State Hospital # 2 Jan.17, 59
Q 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) {Stote}
MOVAL (Seeciiy)
Birtaf "™ |Jen. 19, 59 Mt, Olivet Cemetery St. Joseph, Mo,

ADDRESS

e, |Qon (87959

25. DATE RECD. BY LOCAL REG.

RE

26. REGISTRAR'S SIGNATU z

¥Licensed Embalme#s Statement on Reverss Sids)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY eeeeeeiitreeeseeeeerasseessaeeessrstessasssessssssrasaseassneesasarssessanesssssrascns ., Student Embalmer No. .........ccoueene..

working under my personal supervision.

Signature of Student Embalmer

Licensed Embaimer No.-2= 0. niee |
P. O. Address, . Sus S000000 L.

. 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 embalmed, fact should be so stated above.



