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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

HL“F“‘_“E? 5 1M

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

30022

State File No,

Registration Disttict No ﬂ... ‘7",. Primary Reglstration District No._:i....g._z...:z.-' Registrar's No. / é J\-"
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: - 7
‘- (8) County Saline (@) stn:MiSﬂﬁuI_l_._.-_ ..... S ( b) County...... S&llnﬁ 7

&) City or town LAY Shel]

City or town__.... Mﬂrshﬁ-ll /

(It outsida city or town limils, writs * “RURAL" and name of township) «©
(¢) Name of hospital or institution: T T outaids city o own Tmite, wrise " ORATE ) 02,
660_South Odell /[ @ Sist No......560..Sonth 0dell
(1f not in hospital or institution, write street number or location} (If rural, give looation) J
(d} Length of stay: In hospital or institution N
(Specify whetber || (¢) Citizen of foreign country? Q (Yes or No)
In this community. Since I 88 8 .
yeura, months or days) 1f yes, name country. S
2) PRINT MEDICAL CERTIFICATION -
rame James Framels Bryen .. y el
3. () If veteran 3. @ Social Security 20. DATE OF DEATH L day.. L
) ) ’ None year. /f hour. /f/ rrununufrﬁ M,
name war. No.
21, I hereby certify that I attended the deceased from. lﬁ ‘f;t .(4/”
5. Color or 6. {a) Single, widowed, marrled, b J—“ 1044 2 to.. ___Z( 3‘1 ﬁ(f, 947#:9& ?
4. &L.M_al_efz- ndhite . vnrceﬂ.hdﬁw.e.d____‘ i ‘ "

6. (b) Name of husband or wife .. e 6, {€) Age of husband or wife if

Georgia. Kirtlay..-Bxyan S

ey
that 1 last saw h.m.,. alive on__aﬁ?_‘k‘ 4 17} 7-
and that death occurred on the date and’ hour Etated above,

Immediate cause of death
—

Duration

7. Birth date of deceased...._.. ane. . . “.."..,..g.ﬁ.th .I 869
(Day) (Year)
8. AGE: Yeurs Months Daya If less than one day
7 8 I 8 hr. min

o, Bithplce Lo Charles County .- Missouri|

{City, town, or county) 1a or foreign country)

10, Usnal oocupatiun___R_E.t.iI'.’_e/d_____fame_‘!_‘

11. Industry or busiress,

Due to....fiff!

)Due Lo....ﬂmﬁg

Qther conditions.
{Loclnde pregmaney within 3 months of dea

(o7

PEYSICIAN

12. Name_.JJOhn Bryan.. ..
13. Binbplace..UPlin
(Ciu- 1lown, of coenty)
14, Maiden name.. a._. 8
18,
16. (g) Informants

Bmg.pm’l‘ippe;'azy County ,_Ir_eland_?
(b) Address.. 660, South_&dell

{City, to or Coll {Stats or I'nnrxn nuunl.r,y)
17, (a)B_u.ri&l_._._ [{] Date thereof.

)

Ireland 7

{Stata or fureign comntry)

MOTHER FATHER
e,

Mar.shall_,m

{Mooth) (Day} (Year)
&) Place: busial or cemation Rid ge Park cemet.

- Attt

(Buoria), cremation, or fomoval)

18, {a), Signature of funcral directo

Major findings: bt M
Of operations..... )J;M M ;

" ) "| Underline
A..|the cauze to

Of autopsy....... AR AL

nL ,T.Mw-/ which death
Mshould be

al M:.sao > P
1_4&.9.4—7

®) Address.opooereeo B ER
19. (a)é"’ é_/ ‘f7(b)

Dgrnn:“md local registrar) mlumlm) < (J!

f / charged ata-
tistically.
22, If death was due to external causes, fill in the following:
() Accident, suidde, or homicide (specify)
.(b) Date of occturrence
(¢} Where did injury oocwr?
(City or town) {Couaty) {Stal
(d) Did irjury occur in or about home, on farm, in industriaf place, in public place?
(Specify Lyps of place)
While at, work?, (£ Megaty of injury.... ﬂ e
23. Signature. ... _4@( D.orother) ____...
Addmu . Date signed.. 1- 7

(Licensed Embalmei’s Statement on Reverse Side)




»

the aboyve oonstltutes grounds for revocation of license.)
T

CRECEIVED: - 7 e e e
Distriot Health Ofﬂoer No. & S | _
{*istrict File Numbm_---------_--_...

tigte Filed _-_--..-.g_...-.._.. A %Q-

STATEMENT BY LICENSED EMBALMER
LN . .
*+ I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, aeby
] ) ) : e, , Registered‘ Appreniice No . ' :
ﬁorking under my personal supervision.
b e - ’

-

Llcensed Embalmer No.._e@ ot

P. O. Address. ,%Wﬁc&;’ﬁn

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL.MER in his OWN HANDWRITING. (Failure to comply with

-

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

- *




