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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Foirei mAR 25 1958 worion orsmicrve

Primary Registration District No. ________ .

59014345 -
. orc Registrari o, 24,83

,-r\rlco

PLACE OF DEATH

B |

2. USUAL RESIDENCE (Where deceosed lived.

If institution: Residence before

57
;

o |
57

?

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.

e COUNTY a. STATE M4 ss0uri b. COUNTY ud?wen)
C:)T;?Y {If outside corporate limits, give TOWNSHIP only) Inside Limirs c. CgRY Inside Limits
TOWN St.Louis Yos CdeNo £ ] TOWN St.Louis Yo ) No[]
Egg#l?:liﬂ%g’: {1f NOT in hospiral, give location) | Length of stoy in 1b d. iTD%%EEES (if outside, give locotion) Reside on Farm
msTiTuTion. 58438 Cabanne Av Life 5838 Cabanne Ave Yes [] No ¥
3 FI‘AME OF PE)CEASED First Middle Last 4, Ds;E Month Day Yoar
yp# or print
Helen Lillian Ryan oeat March 9,1959
5. SEX 6. COLOR OR RACE 7'MARmeo[j NEVER MARRIED(Z] 8. DATE OF BIRTH 9. AGEE‘ S."p;::;; ::J:ﬁs a;:’:.\n I::::DER 2:“:RS.
r v
Temale | Yhite wiDoweDp[_] & pivorceo[ ] I}Jia rch 23 3 1889 69 ]
10a. USLIAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?
during most of warking lifa, aven if ratirad) INDUSTRY . .
Home St.Louis,Missouri U.S.A.
130.F 1HER 5 imfl J Ryan 13b. MOTHER'S MAIDEN NAME Mg Curran 14. NAME OF HUSBAKD OR WIFE
Ellen-{Unlnewn | None
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yeus, neN’ unknawn}
O

{4 yu,ﬁv- war or dates of service}
one

None

Mr Samuel J.Argent 6471 VWanda Ave

18. CAUSE OF DEATH (Enter only one couse per |
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ine for (@), (b), ond (c}.)

(e Qo fon sano Horeal

INTERVAL BETWEEN
ONSET AN ATH

f

[ O ¢t/ Ma

Conditions, if any, DUE TO (b}

which gave rise to }
obove caure {a},

stating the wnder- 3 3 /X
lylng cavas last, DUE TOQ {c) At

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related ta I‘c termingl dissdse condition given in PART { (o)

19. WAS AUTOPSY g

Death occurred at

z
=
=
g PERFORMED?
£ YES[] NO
21 200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART.Lac PART LLof item 18.) .
Wl
I RRECTED

R TNEOF Tewr e Der Y . - ba‘“_!m!-e_rglcﬁo! Ia
J c. our nth, Day, Year VIT O
g INJURY  a.m. I BY AFFIDA @'
H p.m. 3-15- 69

20d. INJURY OCCURRED 2. PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT W'HILE D farm, .ctory, street, office bldg., erc.)

A o
—
21. | ottended the deceared from 4()"}/ /q S ‘7L ) and last lnw: alive on ’HA’ [/ Vad (;7 -1 73 0"

m on 'ho date stoted above; and 1o the ba,r’):f my hknowledge, from the couses stated.

—/—@-—&rﬂ——ﬁ-ﬂﬂ———
N B Y N

22b. ADDRESS
&N @u“w)\

22c. DATE SIGHED

3-/0-59

¥
23b. DATE

3/12/59

230. BURIAL, CREMATION,
Euovql. (s,i.c.m

23c. HAME dF CEMETERY OR CREMATORY

Calvary Cemetery

23& LOCATION {City, town, or county)

{Store) l

St.Llouis, Hlssourl

24. FUNERAL DIRECTOR ADDRESS

Alexander & Sons 6175 Delmar Blv

25. DATE RECD. BY LOCAL REG.

MAR

1159

{Licensed Embolmer's Stotemant on Revarsa Side)

Loif i 17,




Dr,A.G.,Heideman
508 No,Grand Blwvd

2 to 5 P.M.(Room 725)
Je.i-7878

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, or by

..........................................................................................

...................

working under my personal supervision.

SEUAENL eevvreiiinieiiiieeeeneeir e ee s e rrerrasraas Signed . ‘7 N ! é: %(&/{.W ......
Signature of Student Embalmer

Licensed Embalmer No‘z4é(/

P. O, Address....é..ﬁ}kf?j@%

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,
. t o o

+



