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

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSQURI 37435

FlLED DEC 1Tm STANDARD CERTIFICATE OF DEATH State File No

Registration Distriet No.___. . ............ Primary Registration Distriet No...._.__. &0_9 8. Registrar's No. / ’7\;“
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: !
Ca ‘ ~

() County £8 @ sae._Migsouri . ¢ comy__Cass (7.
(4) City or town. _Ba lton

{1 outaids ciLy or town limits, write “RURAL" and name of township) (¢} City or town...... Rﬂ 'l f nn 0
{c) Name of hospital or. h:'nsutudon. (If cutsida ¢ity or lown limits, write “RURAL") :)

(If not in hospital or institution, writs street number or locatian) i (d) Strest No none. (IF rural, give location)

(d} Length of stay: In hospital or institution

In thia oommunity.............._5.9.-..1@.&1'_3

I
years, bs or days) If yes, name country. j

(Bpecify whethar ]| (£) Citizen of forelgn country? no (Yes or No)

MEDICAL CERTIFICATION

3. (&) PRINT
FuLL name__Malinda G. Barr . ..
ST YRS 20. DATE OF DEATI: Month NOVe . .day.. . LTEhR ...
. teran, . (¢) Soeal T
ve na N n Qna ¥ ymr._._w,19,$4__,,m#hour q mintte. /J'“a,- M.
0. ONQ e
e v 21, 1 hereby gertify that I attended the deceased from
\ 5. Color or On(a) Single, widowed, married, /,ﬁ 1 #3 e/, 2 19.44.5
4. Sex.Eﬁm.lﬂ, m&w_hj_tﬁ ”_p\‘ divorocd_.w.mﬂme»d that I last saw h..& alive on Wy ! 7 - 19.%.5{;
6. (b) Name of husband or wife...—..._.._... 6. (¢} Age of husband or wife if || and that death occutred on the date and hour stated above. ‘| Duration
e John _Barr ... alive.wo X .. years [| Immediate cause of death
7. Blrth date of deeeascd.___......M.a‘y....ﬂ..._.-......_.._._....z..t.h.._.._la.ﬁ.ﬁ._._ ;
{Mooth) {Day) < (Year)
8. AGE: Years Montha Days If less than one day
7 8 6 10 U, . | M .11
5. Birhplace . l@NGASter, ___ Pa, ]
.(City, town, or cotmty} {Stats or foreiyn conntry)
10. Usual occupation....... 10U BEW] fo ?imm, within 8 montha of death) —
11. Industry or bnslness.._alt..h_ome R ‘DDITIO ﬁ‘ m | PEYSICIAN
ings: —
a 12. Name Amo B G’O D d L} g’fropntl‘ﬂtigons___.......,“...-.___.._.._.._.SUEPL_ oo n, N. .
5 : R - i i . TKF ORY ATI0 thUnderhne
= | 13, Birthplace P, 0 the cause to
- b Eh i [Sigte o forsign conatey) Of autopsy 'REQ-UEST ahould be
g 14. Maiden name. ... .8 erine . Hu.b [ i {:hz::gcﬁ sta-
istically.
g 15. Birthplace (e ———— (s“f;aé“ﬁm T 22. If death was due to external causes, fill in the following:
16. (¢) Informant Earl Barr. T (s} Accident, suicide, or homicide (specify)
(5 Address Baymore, Mo, {#) Date of occumrence
17. (o} Burial () Date Lhu‘eofE.Q_v_l_._lQ._....'_éé (c} Where did Injury occur? {City or tows) (County} 1)
(Barial, cremation, or removal) (Manth) (Day} (Year) (d) Did Injury occur i or about home, on farm, in industrial place, In pubhc p!:nz?
(¢) Place: burial or cremation...... B ﬂ} ,......Mi.s.s.o.u 1.._.___..
18. (a) Signature of funeral director.) (/,é PRSP o . White at work? ey e e of § RO e
5) Addru.s__.._.... top, M erevne s s‘/ ,
0 ¢ [ / Eélic(b) i 88 m 23, Sigmature..___Jf. . (ML D’nl;:zlhu)&o
1 :(Zau 4 local rertsitar) (Registrar's afgnature} Address......._. ... Date signed /’AG '77

/d k ‘7 (Licensed Embalmer’s Statement on Roverse Side)
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T . STATEMENT BY LICENSED EMDBALMER ’

‘

. fee coror
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

-.:r.o., Registered Apprqntigé No

working under my personal supervision.

E : P.O! Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN ]L\NDWR[Th\C (Failure to comply with
the above constitutes grounds for revocation of license.) ¢ L

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




3. No. 2B
—5-43
1 36930

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

DEPARTMENT OF COMMERCE
BurEAU GF THE CENSUS

Registration District No....__.ei...._?........

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._.-fy.’:Q._i,_g/

State File No.__...&Q&cg__._

L.2ZNT

Regisirar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED;
(a) _County. Cd/L é (a) State (3 County.
@) City or town limi num\L of towaship)
{If outslda city or town ta, wrile towaship) ¢} City or town
(c) Name of hospital or institution: ( (If cataide city or town limits, write “RURAL"}
(If Dot in hospital ar fastitotion, writs streot number or bocation) (@) Street No FTT o et sy
(d) Length of stay: In hospital or institution
(Specify whether |} (¢} Citizen of foreign country?, (Yea or No)
In this community. ﬂ
yoars, months or days) If yes, name country. “A,. I
s
3. ‘a) PRINT MEDICAL CERTIFI
L NAME__ Z /. ” e, L. - 7
20. DATE OF + Mont =
3. (&) If veteran, 3. {¢} Social Security 7
year. nute.. M.

name war.

No.

5. Color or

4, Sex. ___. j:___.

6. (b)) Nameof husbandeorwife . .. .

7. Birth date of deceased.. %q__’%
Maonth)

6. (a) Single, widowed, martied,
divorced

6, {c) Age of husband or wife If

nhve.._.____

‘@m

2. AGE: Mounths

9. Birthplace..... ... ﬁ_ﬂ .
¥, Lo i'
10. Usual occugdti

(Swte or foreign country)

11, Industry or b

= Major findings: . o T
Of tions il
E 12. Name opera x)‘-@ﬁm W Underline
= . ND T._ - [the cause to
s \ 13. Birthplace. Y ohich death
(City, town, or county) (State or focelgn conntry) Of autopay. Q“Y :ng \ should be
5{ o ANEOR oEn [atiaally.
ad -
< § 15. Birthplace AL :
= pror e p—— ,) Ginto ot Tvien countes) 22, If death was due to extemalh:hses £ in the following
16. (s) Informant (s} Accident, sulcide, or homu:idc (specify)
(#) Address {&) Date of occurrence.
Id
17. (&) i (4) Date thereof. (¢} Where did injury occur ity prose
+ (Barial, crematioa, o removal) (Moath) (Day} (Yesr) (4) Did injury oeeur in or about home, on farm, in industrial phcc in pubhc p!aec?
(¢) Place: burial or cremation
. t [ place
| 18. (a) Signature of funeral director. While at work? (smn__f_, (:l)” .i{p )of injury.
b} Address } ?
“ 23. Signat . M (M. D.orother) ¥ 1% /@ 0
19. (a) ) : ,é[c';;.—/\ File—
(Dats recetved hocal rexiatrar) (Registrar's dgnature} Address. Jol8 Date signed







