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THE DIVISION OF HEALTH OF MISSOURI

CERTIFICATE OF DEATH

8........Primury Registration Distri;l io@a_-

CILEG MAY 19 1958 STANDA

Registration Dlsmct [ I P— " X

_58-020100.__

STATE FILE NUMBER

. Registras’s &5@73,_

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If instisution: Residance before
a. COUNTY - o STATE M4 gaouri b COUNTY admis sicn)
b. CITY {If outside corporote limits, give TOWNSHIP only} Inside Limits e. CITY Inside Limits
OR _ .
oW Saint Louls A Yos L] No [ town Sajnt.Louis : Yes[3t No[]
. ¢. FULL NAME OF {If NOT in hospital, give |ocntio"ﬂ' Length of stay in 1b r TREET (If sutside, give location) Reside on Farm
. HOSPITAL OR ~/ 4?00%55 . Y
O & NsUTUTION Deaconess Hospital | 5-5-1958 A 6438 Chippewa Street es[J Ne byl
a :'ITAME OF DE;:EASED First Middle Last 4. DATE Menth Day Y ear
ype or print N [*}3
Frances NM Ryan DEATH 5 12 1958
5 SEX 6. COLOR OR RACE 7'MARRIEDBNE €r marRIED] 8. DATE OF BIRTH 9. AGE S‘,. :;,,, :LrN::ER I;YEAR I: UNDER 2:[HRS.
F { W winoweo[] r pivorceo[1| 11-8-1882 7 . | B ] "
100. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE ([City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during mosy of working lifs, aven if retired) INDUSTRY l
Housewil'e Own Home New York State USA

130, FATHER'S NAME

George Roberts

tdb. MOTHER'S MAIDEN NAME

Frances Slocum

14. NAME OF HUSBAND OR WIFE

William A Ryan

15. WAS DECEASED EVER IN U. $. ARMED FORCES?
{Ygs, no, or uﬂkmwn)ltli yes, give war or dotés of sarvice)

16. SOCIAL SECURITY NO.
none

17. INFORMANT
Mrs Ray J Ratz

Address
St Louis 9,Mo

18 CAUSE OF DEATH {Enter only one cavse p

line for {a}, {b), and {
PART 1. DEATH WAS CAUSED BY: )

ewa
INTERVAL BETWEEN

.
Conditions, if sny,
which gave rise to
above cowze (o),

IMMEDIATE CAUSE {a}
DUE TO (b)
- atating the under-

lying cowse last, } DUE TO {c}

OISES &g DEAEH
J

PART Il. OTHER SIGNIFICANT CONDITIONS CUNTRI

TING TO DEATH but not related to the terminal dizease conditio

ver in PART | {a)

MEDICAL CERTIFICATION

' Death occurred ot

2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW’ INJURY OCCURRED. (Enter nature of injury in PART | or PART Hof mmz ]8)
o 0 "D 256 A
2¢. TIMEQOF Hour Month, Day, Yeor
INJURY  am.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
?21:." | gttended the deceased from " aliva on

, 7
; 1 ﬁ / :‘ g , to and last 3 suw
:.L H : 'on the dgte stoted above; and 1o the hcn of my knowledgé, irom thé causes stoted.

2q SIGNATUR {Degree or titlo »2b. ADDRES 22¢. DATE SIGHED
A " ° AZ/jbr /ag/r
- m /|

13a. BJRIAL,CR&M\TION, 23b. DATE y 23’:. NAME OF CEMETERY OR CREMAVGRV 23'4. LOCATION (C‘Q‘, town, or county) /(Sl

REMOX AL acif
Burial™ ™ |5_14-1958 Lakewood Purk Cemetery St Loujs County Mlssouri

2. F NERALb DIRECTOR RESS 25. DATE RECD. 8Y LOCAL REG. TRAR'S SIGNATURE
Hotfmeister Colonial Morguary Y 135%8 2\ J
Laoutls O Vo J"', b

(L'L‘!;:: Embalmar's Statement on Reverse Side)

-~




o000 TR
g T ke e [ P
23 A
o Y et - STATEMENT BY LICENSED EMBALMER
; 1 hereby certlfy that the body whose name is recorded on the reverse side of this cestificate was embalmed,
by me, or by

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

., Student Embalmer No. .................0s
working under my personal supervision.

Student

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

Signature of Student Embalmer

L1censed Embalmer No}(?’ é/
S P o Address ..o .. dharctnk...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN-HANDWRITING. (Failure
to com ply 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.

1




