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WRITE I:"LAI‘NLY-—US!NG UNFADING BLACK INE—MAXKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

F"_ED OCT 29 1949 STANDARD CERTIFICATE OF DEATH |
REG. DIST. w0. F 2D _ PRIMARY REG. DISY. NO. éa.' S4.

>4 )
State File No, 3()1!.:’1.

BIRTH NO. Registrar's Neo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whars deceased lived. If institution: residence bdnrl
a. COUNTY 2. STATE b. COW ads
oy AL . £ AL 775 ;
b, CITY (r outeide corpurate limits, writs RURAL snd give c. LENGTH OF ¢. CITY (If ogtaide carporate limits, write RURAL acJ give t{wmhip)
TgR townghip) ﬂ lhi- phm TgwR o
N AU A gannn B R AAA 4w 2
d. FULL NAME OF (If oot in bospital or institution, give -!.r-l or lmdon) d. STREET (If ranl, give locaticn)
HOSPITAL OR ADDRESS o
INSTITUTION. —_— |
3. NAME OF a. (First b. (Middle) . (Lnast) s
A ( } - _ 4. DATE {Month} (Day) (Year)
(Tvpeor Print) (X ) CH-ARA) Carton)  Barrger et Sont /] Sosg
5, SEX 6. COLOR OR RACE | 7. MARRIED, N IED, 8. DATE OF BIRTH 9, AGE (in years J UNDER | YEAR | O UNDER u i3
WiDQWED, DIVORCED (Bpacify) Indlﬂbdl!) oﬂu’ Days | Hours | Min,
M IA/ “MA \ ZMA A > 7 ! ﬂ’[ I
102, USUAL OCCUPATION (Give kind of work | 10b, KIND OFIBUSINESS OR IN- | 11, BIR'I'HPLACE (Suu or foreign sountry) ,@ 12, CITIZEN OF WHAT
done during most of working lifs, sven if revired) DUSTRY . COUNTRY?

. Enter only onacsatse per

FARME R ACRICOLTUREN L g ' .
138, FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME F HUSBAND OR WIFE T
JdoHn = . BARBER |Mary £, SIAVEATERL VIR 61
15. WAS DECEASED EVER !N U.S5. ARMED FOREES? | 16, SOCIAL SECURITY |17, IWRMANT' 3 ATURE OR NAM ADDRES
{Yea, 8o, o unknown) | (Il yes, glve war or dates of nervice) NO. . . J(M’VLJ %‘a
} AAAAL IM
MERICAL. CERTIF : INTERVAL BETWEEN
18, CAUSE OF DEATH : TIEICA OeET AN D

1. DISEASE OR CONDITION

line for {a}, {b), and (¢) DIRECTLY LEADING TO DEATH® ()

*This doer not mean | ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)
. rize to the obove caudte {a) stating
the underlying cauae lost.

the mode of dying, such
&3 heart fallure, asthenia, -
ce. It memns the dis-

care, injury, or compiice- BUE TO (c)

15. OTHER SIGNIFICANT CONDITIONS

 Conditions contribuling o the death but not
- related to the disease or condition cauting death.

tion which caused death.

23]}

19a. DATE OF OP_FIROAPJ 196, MAJOR FINDINGS OF OPERATION L 20. AUTOPSY?
ves [ 1 wo
21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (e.z..incrabout | 21¢, (CITY, TOWN, OR TOWNSHIP) {COUNTY) | (STATE)
SUICIDE home, tarim, faototy, street, office bldg..sxed :
HOMICIDE )
21d. TIME (Month) (Day) (Yewr) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT[™} NOT WHILE
INJURY = | “work AT WORK - . o
2, I hereby certify fhat I aitended the deceased from 4&%,2, 19 , lo ‘;4%1,2, 19 , that I last saw the deceased
alive on " 19____, and that death occurrell el —_______ m., froi the £guses and on the date stated above.
Za. SIGNATURE /7 (D ef ) |23, An, . 23c. DATE SIGNED
: . = Ly
s |\ ks
Ua, 1AL, CREFA. . DATE 24c. NAME OF CEMETERY OR CREMATORY | Z4d. TION (Cfty, town,cr county)  ABtatdy
SR Dok f v | T,
- ML .CT¢g oy A

pAl REC'D BY LOCAL ISTRAR'S SIGNATUR

REG.

[ 3+

] Fﬁmny%s SE T % “wowcis

met’s Statement on Reverse Side)




RECEIVED /0-1%-Y7
Piatrict Health Officer NOc..lj..--“-sm
Tistriet File Fomber L2 9.-.1.34

Dat'e Filed-_—---- --—-Lgm_qg-r--n--nn.-l,_‘

STATEMENT BY LICENSED EMBALMER

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

,,,,,,,,,,, Studant Embalasr ¥o.

working under my persona! supervision.

Student uuisasrrsouvacocsotsotinannian .
Student Embalmr

Licensed Embalmer % A/é a ,/
P. 0. Address F

7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for trevocation of license,)

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




