-

lealth,
Welfar

I|.|h| ic

bervice

All dizgases in Part | must be cuu'sally ralated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

! ?"n MAR 1 7 1gsgagis!ru!inn District Na.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_Primary Registration District No.

“"STATE FILE NUMBER

Ragisnnr'z.,__zo%..... |

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence fefore
e. COUNIY a. STATE Missourd b COUNTY Frankj:[lns n)
b. CITY (If outside corporate limits, giva TOWNSHIP only) Inside Limits c. Cg‘f Ingide Limirs
OR R
TOWN St.Louls Yes X wo [ TOWN Lone Dell Yos[] No[X
c. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in ib d. STREET {lf ourside, give location} Reside on Farm
HOSPITAL ADDRESS
¢ ]NST|TUT|&155°uri Baptiﬂt Hospital Yes [] No[1
3. NAME OF DECEASED First Middle Last 4. DATE Month Day ¥ ear
{Type or print} OF
Patrick Ryan veat  February 25, 1959
5. SEX 6. COLCOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {in FUNDER ) YEAR| IF UNDER 24 HRS.
¢ mmmeﬁ«#vsn MarriED] ] | ‘ml;:;; ooba T Dare [ Hours o
Hale White wIDOWED[ ] oivorceo[ ]| August 12, 1883 7; | ]
102, USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11 BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
t of werkipg life, oven if ratired) IKDUSTRY
:[I‘ & F ' Lone Dell,MO. ¢ U.S.

13a. FATHER'S NAME

Patrick Rysn

13b. MOTHER'S MAIDEN NAME

Ellen Dunleyvy

Cora

14. NAME OF HUSBAND DR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED, FORCES?
{Yas, no, unknawn)| {If yes, givedvar or dates of service)
No

18- SOCIAL SECURITY NO.

17.

INFORMANT Addrass

Unknown Cora Ryan, Lone Dell,Mo,
only one couse per line for (a}, (b), and {c).) INTERVAL BETWEEN
WAX CAUSED BY: / - # ﬁ ’ ONZFE*ID DEATH
E CAUSE (a) QLelusion Mf{ﬂdamlla Iﬂ, YiAal).] /i J2
bupfo Lrterso sclersis
z DEE T0%() 4‘2—0 /
= WCANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disecse condition given in PART I {a) 19. WAS AUTOPSY
B PERFORMED?
i YES[] NOSBd L
E NGWC!DENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART [l of item 8.}
G 0 O a
S| 20c. TIMEOF Hour Menth, Day, Year
3 IMJURY  a.m.
X p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inoraboythome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., erc.)
work L1 AT wORK . {o
21. | ottended the deceosed from ‘lz . to /m and last sow 1'».":""“ on 2»/2.W
Death eccurred at 1’1[8 P_m. m on rhe dufe stated obove; ond to the best of my knowl.dge, fmm the causes stated.

22a. SIGHATUt 2 : ,/ (Degroeor title} /\g_

22b. ADDRESS

100 ¥, budld Mpeio

22e. B
227

23b. DATE

2-28-59

23a. BURIAL, CREMATION,

RER)VAL m)

23c.

Old Rock Church Cemetery

NAME OF CEMETERY OR CREMATORY

23d. LOCATICON (City, town, or county)

{State)

24, FUMERAL DIRECTOR

Albert H.Hoppe,L700 Washington Blvd.

25. DATE RECD. BY LOCAL REG.

FEB 27 ‘A9

{Llconsed Embolmer’s Statement on Reverse Side)

Cat%E
Ul Tnicth . /1.0




STATEMENT BY LICENSED EMBALMER

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

DY me, OBy . e ravernnbrivenseentreenasasianna ., Student Embalmer No, _—-_-—"

working under my personal supervision.

Signature of Student Embalmer
Lxcensed Embalmer No %?‘3

P. O. Address,ﬂ a?pM -?’(

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
to comply with the above constitutes grounds for revocation of l1cense)

If emhalmed by a STUDENT, he also shall sigh in his OWN handwriting.~ -

If this body is not embalmed, fact should be so stated above, . ‘ ) .




