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STANDARD CERTIFICATE OF DEATH
Primary Registration District No.:x%é.(_,[_,,z_
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Snm File No..

Registrar's No

‘1. PLACE OF DEATH;

(a) County. QP;MCOW‘-}H
®) City or town_ B rANKPOTd

{If outeide city or town limits, writs “RUJRAL" and nama of townahip)
() Name of hoepital or lnstitution: ) R

(If oot in hoapital or ingtitotben, write strset oumber o Jocatson)
{d) Length of stay: In hospital or institutlon
In this community. LY 92T 11 months

yonrs, monthy or days}

(Specify whather

2. USUAL RESIDENCE OF DECEASED:

w saeddlggourd o comy Like =2

(9 City ar town._.2rankford <
{11 ontaide city or town Lmits, write “RURAL") 0
{d) Street No.
(If rural, give location) O
{e) If forelgn born, how long in U. 5. A.}. years.

MEDICAL CERTIFICATION

8. {a) PRINT
FULL NAME John Bry&nt 4 7—
T S5 e St 20. DATE OF DEATH: Month, +....day ,
. eteran, . (¢} Sodi: urity
year. ya féd/ our. migute. Q ‘ M.
name war Neo ’
21. I hereby certify_ that I attended the deceased fro
e 1le 2 5 Colorﬁ 101&. {a) Siuzie. :idowed. married, 2 & gz_ 19 ;{/
- divorced. % omt e || that 1 last saw hese=s= alive 0 W
6. ()) Name of husband or wife_—__.______ 8. (¢} Age of husband or wife If{] and that death occtitred on the : Duratlo
Hr n
T, ¥ Immediate cause of death. ... 827 ] e
7. Birth date of deceased July 8 1939 CZ"""‘ -
{Month) {Day) (Yeat) .
8. AGE: Years Montha Days If less than one day Due to. . .
l 11 22 hr, min,
Due to.
5. Birtfipace —Bxonkford /) Missourl: .. - -

{City. town, or county) (Biata or foreign countey)

10, Usnal occupatlon,
11. Industry or busl
E 12. Name Marshel Bryant
=2 {18, Birthplace Frankford £ Migsouri
£ 7 14. Malden AQWE::“M w__)_
E{ 16. Birthplace.._ B ankford O Migsouri
= (Clty,'town, or county) . (State or foreign country)
16, (@) Toformant. MAXY, - Bryant . .
@ adaress___2Ta0kford Missouri
Burial-

17. (a)

1

() Place: burial or cremation

{Baxinl, crematian, or remavsl

Other conditions
{Include pregnancy within 3 months of death)

PHYSBICIAN

Underline
the cause to
jwhich death
should be_

jcharged sta-
tistically.

Majnr findings:

operationa

Of autopay.

22, If death was due to externa.l causes, fill in the fellowing:
(8) Accident, sniclde, or humidde (apedfy)

(8) Date of occurrence

(City or tawn) (Coumty} (Stata)

(&) Date thercofJ 8 o8 i {¢) Where did injury occur?
‘sar’ {d) Did injury occur In or about home, on farm, in industrial place, in pubtic place?
i“rankford, ﬁli:esouri P Y

7 ~ =7
18. (a) Signature of funernl d[mwrgwim_ ile ar‘wo ? - (w,('e,iwﬁe::?of injury, 3 '
(5) Agglress M ; >
¢ 23 Signatz‘ (M. D.m-wmﬁ /
. @ = %
{Negistrar's signature) ~Ad Date ﬁmedvzj !
[4

(Liconsed Embalmer's Sintement on Revarse Side
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'REUEWED S : ' i
District Health Offlcer No. 10 ‘

. District File Number- -_ _ ”'/.z.f R

" Date Fited __ 2V 1 I -
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STATEMENT BY LICENSED EMBALMER

- I hereby certify that th;z body whase name is recorded on the reverse side of this certificate was emhalnied by me, or By et

. Regxstered

working under my personal supervision,

Apprentice No

Signed :Qw—u/ 7@(3/_4@ M

Ltoensed Embalmer ,
. ‘ g

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (l'&lure to comply

the above constitutes grounds for revocation of license.)

* If this body is not embalmed, above space should be left blank. | i
PN .
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WRITE PLAINLY—

DEPARTMENT OF COMMERCE

Registration District No._. {j g._z —

MISSOURI STATE BOARD OF HEALTH

BUREAU OF THE CENSUS ’ sTANDARD cERTIFlCATE OF DEATH State File ND_;Q__V_,Q__Q_._._

Primary Registration District No..fé.d...lm...._ Regisirer's No Z. \,_5,-

I. PLACE OF DEATH: g
(8) County. 2

e

() City or town ﬁm‘?’ T e Vi
(ll’on city or town limita,
(¢} Name of hospital or institution:

te “RURAL™ and narme of towrabip)

(I not in hospital or i

itution, write strest ber or locatjon)

(d) Length of stay: In hospital or institution

In this community.

{Specify whather

years, months or days)

2, USUAL RESIDENCE OF DECEASED:

{a) State. (b)) County.

(¢} Cityortown

{If outside city or town limits, write "RURAL")

{d) Street No.
{If rural, givs location)

{e} Citlzen of foreign country? (Yes or No)

If yes, name coumry

o BT \,Q’Q’\/L/\_ W
FULL NAME

3. () If veteran,|

name war.

. (¢} Social Security
No

m 5. Color or 8
4. Sex Tage,

6. (b} Name of husband or wife oeneiveieee

7. Birth date of deceased

6. (s) Single, wii?d ma.rried
divorced . .

st a2®
6. (¢} Age of husband or w:fe &d
PN 0 S B 1 iate cauee of death. $-072]

(Month)

(Dny) &,

Q“"? Kq

8. AGE: Years Months Days

if Ius that o:e/ﬂa

@L.hr. ............ —tmin,
'\r,

%EDICAL CERTIFICATION
g
'--Mgn;h M day :,7

ﬂl_:_hou( minute. M.

21. hir1 attended the deceased from -
9. to. 1%
h alive on et 1%

‘death occurred on the date and hour stated above. | i
\ Duration

Due to. s
I w ‘ el

,Due to | 7
9. Birthplace.. _ 4 l
(City, town, or county, (Suu or foreign country) ~ T l
Other conditions,
10. Usual socupation ... ...._.._ {Iuclude prexnancy within 3 months of death) I
11. Industry or business PHYSICIAN
ﬁ r <J| Maier ﬁndinﬁu: :
4 10n8. +
E 12, Name apera — . Undesline
= e i ' R
(City, town, or county} (Stats or foreign country) of sbould be
o autopsy. £
i { 14. Maiblep name. \ - 3 m"a_
E ' : itis y.
g 15. Birthplace. \ (ity s .town r;‘ county} (State or foreign conntry) 22 If death was due to external canses, fill in the following: -
16. {a) Info e ‘ > (8) Accident. suicide, or homicide (specify)
. {a orman
(8 Adress.—. (8) Date of occurrence
ress.
4 Where did Inj oceur?
A7, (@) (#) Date thereof @ Whe daid {Clry or tows) (Canntry B
(Barial, crematlos, or removal) {Month) (Day) (Year} || (d) Did injury occur in or about home, on farm, in indugtrial place. in public place?
{¢) Place: burial or cremation z=m—._ . )
(Specily type of place;
18, {a) Signature of funeral director. While at wor S {e) Mm of IUTY oo
'(b) Address ) 23. Signature. d Z A etV (M. D.or other) ..
19. @) @) o Zg Date_signed.
* (Dutareceived local reglstrar) {Registror's nignatore} ! Address_..... oyt Date signed.

(Licensod Embalmer’s Statement on Reverse Side) /
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i hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.... ’»-
- , R::gisteregl Apprentice No...... £ R

. iy . ~ -

working under my personal supervision, ! / .
T > o

Signed N . e reveest oot eeeee

Licensed Embalmer No N,

- . P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl
the above constitutes grounds for revocation of license.) '

If this body is not embalmed, fact should be so smtc'd above.




