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All diseoses in Part | must be causally related.

&

!

USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH QF MISSOURI

STANDARD CERTIFICATE OF DEATH

~-59-002282
LEU JAN 1 19591iﬂwﬁon_ﬂfh_i:t No. ....iué»z........,,.,_-__P'rimclry Registration Distriet Ne. e Registror’s No._____ /_- _________

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence b)efo
] io
a. COUNTY Nodaway a. STATRM b. COUNTY NOd&WEf? ssion
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY o 7 ‘f‘ o Inside Limits
OR Yos Mo [ OR I Yas(i Ne [J
Towm Barnard Lt o Barnard
c. FULL NAME OF (If ND)' # hospital, give location) | Length of stay in 1b d. ST%%E'ES {If cutside, give location) Resids on Farm
HOSPITAL OR ADDRE
INSTITUTION y mb' L0 —vps Yos [ Nof]
3. FI"AME OF DE)CEASED First Middle = Last 4. DA;E Month Day Year
ype or print 0
Matilda E Ryan DEATH 1 2 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[ INEVER MARRIED ] 8. DATE OF BIRTH 9. AFE. 9‘,:';:;; I:'.:J::)IEN [I’:;F;AR I:“LIJJ:DER ::Mrri‘.ns.
female | white wioowep[X] . oivorcen[] 'N'ntr 18,1872 g6 | J

105, USUAL OCCUPATION {Give kind of work done

dﬂiB ﬁgéw&:r éh, aven if retired}

10k. KIND OF BUSINESS OR

h¥HECown

11. BIRTHPLACE (City and atate or cowntry)

Savannah,lMo

[

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

Feilding

Lanning

13b. MOTHER'S MAIDEN NAME

Sarah Hagen

14, NAME OF HUSBAND OR WIFE

Lemuel Ryan

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yas, n,ot \mkmvm)l(lf yes, give wor or dotes of servics)

16. SOCIAL SECURITY NO.

none

17.

A
Mrs Lloyd Bowland Barnard,Mo.

INFORMANT

ddress

18. CAUSE OF DEATH (Enter only one cause par line for {a}, {b), and (c}.)

INTERVAL BETWEEN
ONS§ D|

PART 1. DEATH WAS CAUSED B :
BMEDIATE CAUSE (o) coronary occlusion AN
Conditlans, if any, DUE TO (b}
which gova rize 1o
gbove cause {a), }
stating the under
g lylng cowse lost. DUE TO {¢)
- PART Ill. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terming] disease condition given in PART | (o} 19. wAS AUTOPSY
ra 1 I PERFORMED?
& jl 2-4‘ YES[ ] NOfA L
| 20a. ACCIDENT SUICIDE HOMICIDE A%, DESCRIBE HOW INJURY QCCURRED. {Enter noture of injury in PART | or PART 1l of item 18.)
3 B 0 O
o] 20¢. TIME OF .Hour Month, Doy, Year
a INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
WORK AT WORK
=
21. | ottended the deceuud from 1‘) Jul_grp 19&3 '3 anlg 19-)9 and last kaw o livaon & Ji-Tle 9 19599

D.aﬂmcurmd u"

’1 Lm,

m on the date stoted above; and 1o the be

of my knowledge, from the causes stoted.

220, 1 e’l’ E (Dogroe o lille N \ 7%%. ADDRESS Zic. DATE SIGNED
< 7 B .rnurd, 1o., 1/3/159
e BURIAL,CREMATION. 23b. DATE ‘ne. NAME OF CEMETERY oft CREMATGRY 23d, LOCATION (City, town, or caunty) {State}

"barigt”

St Columba Cemetery

Conception,Mo.

24 Al D

/ 7/1959

DRESS

7=

DATE RECD. BY LOCAL REG.

S~ g7

?clsnun-s HGHAW

{Lie

:ur s Statemant on Reverse Sids)




STATEMENT BY LICENSED EMBALMER

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

By M, OF DY Lo e e e e e r et r e g e aearan s «» Student Embalmer No. ...........c..u.e..

working under my personal supervision.

Student .o e s
Signature of Student Embaimer

Licensed Embalmer No..# \47 .
7

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.

.



