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

.

DEPARTMENT OF COMMERCE
Bumgav oF THE CE

FILED FEB

Registration Disttict Nol

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE

Primary Registration Distrlct No. 427 .

3437

State File No

F DEATH
4

R

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

Putnam é}é

. \ Ty v,
AR Plice? burial| or crzmatmn._._ o

" {a) County B Putnam (a) State Mo, (8) County.
{®) City or town Rural, FElm Tmp, B
(if ontaido city or town Limits, writs “RURAL" ond name of township) (&) City or town Rural
(c) Name of hospital or institution: (if outaids city o= towm Tiber e R HORAL™ O
Livonia, Mp, (@ Street No Livonia, Mo.
(If not in bospital of institution, write strest number or location) / (Il roral, give location)
Length of stay: In haspitgl or instituti . ; .
@ math of stays In hospgl o institulon (Specify whethar || (¢} Citizen of foreign country? NQ. {Yea or No)
In this community - ) et ! p
years, months or days) If yes, name country
) PRINT MEDICAL CERTIFICATION
ol e _Johnie_ Lee_ Barnhart D 14
3 o o 20. DATE OF DEATH: Month. MgC. _day
B , . Social Security
3. (b} If veteran - @ 1944 hour minate 30 P,
name WAar. No.
21. I hereby certiiy that I attended the deceased from.
0 5. Color or 6. (o) Sipgle._widowed, married, Pige. Juf 19¥Y to e, I 19‘/?
s sex.. M race divorced ez || that Ilast saw hyepem.. alive on_%g. Py, 2 5 19..s
6. () Name of husband or wife....—.. _{f_________ 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
v Immediate cause of death
7. Birth date of deceased Dec. [t et
- o + (Maonth)
85 AGE: Years Months Days If less than one day Due to
Yecee v - oot i
‘1 hr. min
IR I3 Due to
0. Brmomee. PUtnam County Mo, RV
- . * {City, town, or county} p : {State or foreign country) o N
: d4 i Other conditlons
10. Usnal occtipation ﬁﬁﬁﬁ#ﬁ.ﬁﬁ TR -- ; (In:.ll:]dc:m‘:znnn)' within 3 moaths of death)
e 3 = . LR s . s P B -
11. Industry or business el . A PHYSICIAN
Majol di _—
B (12 Name.. DeFlle Barnhart A {-,{O;;,:,"ggn, _______ n.ha
& T I N T U U A thUnderlh:;
13. Birthplace Mo, ) ) t wtfig:‘:‘i!;m
(Cicy, to county nnu-nmu, Of autos should be
’*’ . Maiden same ... WL C e Corfh ALY n autopay g
g M ;{’ } ....... tistically.
S | 15 Birthplace - : Qs 47 551 death was due to external causes, fill in the following: e
- 1y/Jiwn, or te or foreign country)
16, '(-c)\[n}o g/ oAl i (¢) Accident, sulcide, or homicide (specify)
(b) Addﬂﬂ ‘T.%xr rmi R “0 -~ {#) Date of occurrence
17, (ﬂ)""’ "‘.p”” ial . ‘(Y Datc thereof. l.._____._g""'q‘}"' j—4d () Where did lojury occtr? e w“) o
% (Burial, crmmation, o ““’"” (Moath) (Day) (Year} (d) Did injury occut in or about home, on . in industrial pla.ce in pubhc piaoe?

{Specily type of place) 5
P -While at work?w T (4] o{ 1:_1,|ury_-.3 e e

23.
Addn:as

(Lleen.od Embaiger s Stotement on Reverse Side)




4.

o i District Healih Cificer No. 10
' X : Dlstnct File humbarc’?.--.@_‘za flﬂ
‘ Dato Filed aemmtk E_.LLJBAS.“

T REL‘.EIVEB T

STATEMENT BY LICENSED EMBALMER

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

.

, Registered Apprentice No

working under my persenal supervision.

P R DO P T | W
Note: The above MUST BE SIGNED BY THE LICENSED EI\IBAL!\IER in I:us OWN HANDWR]TING (Failure to cogply with

the above constitutes grounds for revocation of license.) .

If this body is not pmbnlmed, fact should be so stated nbhove.



