THE DIVISION OF HEALTH OF MISSOURI

59-042343

Health, -
!;,W':Il_lnn STAN DARD (EMIFICATE Of DEATH STATE FILE NUMBER
ublic
Service MAY 1 1 1959;“;,,,.,,;“ District No. 042 Primary Registration District N°-._-;].-....QQQ ___________ Registrar's Ne.______ %.?__5_ ------
il
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: andqncp bgfore
. 300 a. COUNTY Buchanan a. STATE Missouri b. COUNTY Rﬂ.y admissi
1-57 b, CITY (If outside cerporate limits, give TOWNSHIP only} Inside Limits . CgY ) ‘7 I'4 Inside Limits
R R
4 town  St. Joseph Yos [} Mo [ towy Richmond 2 | Yes[3d No[]J
c. FgL;I; NALH:‘-%F?F (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITA ADDRESS
nsTirUTIoN State Hoppital #2 7‘:"-3‘ yro, Gen. Delivery Yes [] No
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yaar
{Type or print} Ma 1
Susie z Bryan oeaH_May 3, 15959
5. SEX 6. COLOR OR RACE - MARRIEDH] NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (In ywars EUNDER ) YEAR} IF UNDER 24 HRS.
lost birthday) § Manths | Doys Hours Min.
s Female '| White { wioowen[] overceo[ | July 22, 1880 |78 I
E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT CQUNTRY?
E during most of working life, even if retirad) INDUSTRY F.
3 Housewife Own home Ray County, Missouri Usa
; 13a0. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
W layne Sarah O0'Dell B.B. Bryan
15. WAS DECEASED EVER IK U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

no

{Yes, na, or unknawn)| {IFf yas, give war or dotes of service)

nonse

18. CAUSE OF DEATR (Enter only one cause per line for {a), {b), and {c).)

Rolen Bryan, Richmond, Missoy

INTERVAL BETWEEN

Death occurred at

21. | gttended the deceased from A_p_tj_]_zg,_l_gs_g_ 1,

s 1o
5:40 P

ond last sow her live an

May 3, 1959

m on the date stated cbove; end to the best of my knowledge, from the causes stated.

22a. S%URE

(Degree or title)

22b. ADDRESS

T Fr D

St. Joseph, Missouri

22c. DATE SIGNED

5/3/59

w
o
0
a
g
w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CAUSE (a) Arterioaclerotic Heart Disease 10 yrs,
x
T .
& Conditions, 1 oos, - DUE TO (8} Cardiac Dilatation and failure 6 months
> which gave rize to
- above couss ([a), }
=z stoting the under-
g g ying couss lost. DUE TO (<)
5 =8 PART ll. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dlssase conditian given in PART | {a} 19. WAS AUTOPSY
s g« PERFORMED?
A | e aad ves[] NOK] 3
;.'H§ 2| 20a. ACCIDENT SUICIDE HQOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART N of item 18.)
= =3 [}
Egi‘; v ad l O
3 j § 20c. TIME OF Hour Month, Doy, Year
S o INJURY  a.m.
‘g w: 'z p.m.
E é 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i £ Hw WHILE ATD NOT WHILE 0 farm, factory, strast, office bldg., etc.}
S W2l | WORK AT WORK
A
En
8=
g .
h-] ] )
=~

230. BURIAL, CREMATION, | 23b. DATE

REMOVAL {Spacify}

| Fay 6, 1959 |

ADDRESS

t. Joseph, HMo.

23c. NAME OF CEMETERY OR CREMATORY

__Richmond lfe

23d. LOCATION (City, town, of county)

chmond ,

{Stote)

Misgouri

25. DATE RECD. BY LOCAL REG.

/PP

26. REGISTR

AR'S SIGNATURE

(Licensed Embalmer's 5¢ ot fn Reverse Side)

4



STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY (s

working under my personal supervision.

P -2 j
Signature of 5tudent Embalmer / y |

Licensed Embalmer Noﬁzﬁé—g ;

P. O. Address ... Sta. . Jogenhs. Mon.

, Student Embalmer No. ...................
SEUACNL ettt et ce et e e msrn e Signed . AL v

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 a2 STUDENT, he also shall sign in his OWN handwriting.
I this body is not embalmed, fact should be so stated above.




