"'- THE DIVISION OF HEALTH OF MISSOURI

. Enter only onecanse per

18, CAUSE OF DEATH 77
I. DISEASE OR CONDITION
DIRECTLY LEADING TQ DEATH* ()

BDICAL CERTIFICATION

INTERVAL BETWEEN

line for (s), (b), and (¢}

L
Ll

*Thir does not mean | ANTECEDENT CJ"\USE...S

ONSET AND Dz 3

the mode of dying, such
o8 heart fallure, asthenia,
ete. It means the dis-
caze, infury, or complica-

Morbid eonditions, if any, givmg DUE TO (b)
rise to the abore caude (o} stath m
the underlying cauase last.t . - C o

DUE TO (¢}

11. OTHER SIGNIFICANT CONDITIONS - Tt vl

5. No.300
ALED FEB 2 1950 *STANDARD CERTIFICATE OF DEATH curriene JAB6
BIRTH no.______________f REG. DIST. MNO. _ALK FRIMMAY REG. DIST, m& Rem.r#mr.lNa .3.}.3 ........ —
1. PLACE OF DEATH hET 7, ! 2. USUAL RESIDENCE (Where dacossed lived. If lnstitution: residence before
a. COUNTY o - . STATE R b. COUN diniosion}.
Jackson'<* i- > : Missouri: 8K son L
y b. CI"I;Y (f outeida corpurats limits, write RURAL ug':&y. » & Algg:qifl i: n&i) <. CITY (If outaide carporate limits, write RURAL aad etve townaifh “f (5 ‘1-'
TOwN Independence S0 mo. TN Independgnge, 2]
a ’ d. FULL NAME OF {1t not in hoapital or in.mum ive street -ddn— or location) d. STREET (1 rural, give locatlon)
o HOSPI R ADDRESS .
0 INSTITUTION Residence, 827 M. Dodglon 827 M. Dodgion
g . 3. g&%%ﬁs%% s (First) ” --: ;- P (Middle) ¢ (Last) “Ta DATE Month)  (Day) - (Year)
- (Type or Print) Vlrglm.a‘ ! Ann Barham OEAH Jan. 27, 1950
é *|[ 5. sEx l 6. COLOR OR RACE |7 #&%EggﬁggggsRmED 8, DATE OF BIRTH 9. I.:GhEdrg:d:.).n P: m‘::n 1 YEMR | O peoER u n.
L . . ! . ) (Hpedity) ' . t ¥, o Days Hnur_n Min,
= female | white widowed i. A= Sépt. 7, 1852 97 | |
E 10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
= done dusing moet of working life, even if retired) DUST . / COUNTRY?
| A Housewife Self emplo_fed Henry County, Tenn.
< 132, FATHER'S NAME 13b.- MOTHER' S MAIDEN NAME ] 14. NAME OF HUSBAND OR WIFE
o James C. Ywen Hartha Hall - . James T. Barham (deceased)
[* i5. WAS DECEASED EVER IN U.S, ARMED FORCES'-‘ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
| (¥ea, oo, orunkoown) | (If yes, xive war or dates of service) - ) 5 NO.
= na no - none W. L. Barham, Independence, Mo.
]
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WRITE PLAINLY—USING UNFADI

tion tohich caused death,

Cunditions contrilruling to the death dut not
related to the dizease or condition causing death. -

191

19a. DATE OF OPERA-| 180, MAJOR FINDINGS OF OPERATION' ° . _ - oy N 20, AUTOPSY?
" TION ' P, S S
- . . ves [ Nog
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY te.s..inorabout | 2lc. (CITY. TOWN, GR TOWNSHIP) - (COUNTY) {STATE) *
SUICIBE bomae, Inrm. factory. street, office bldg..etc.) e e N -
HOMICIDE . . . -
21d. TIME (Month)  {Day) (Year) (Hours) 21, INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
oF WHILEAT[ ] NOT WHILE .
INJURY - = | "WORK AT WORK .s- - T
2. I hereby certify that I attended the deceased from ﬂ#,«d_; mﬂ to _/L’;L 139_‘? that T last saw the deceased
alive on , 196 and ihat death occurred at A a7 AROEUE UMK ord, i, the date stated above.

23, SIGVTUR.E 'é 2 Q M S(Dewmaruue)

23b. ADDRESS gt Nai'l. Bank Bldg.
INDEPENDENCE MO, -

vzl

BURIAL, CREMA: | 24b. DATE

bufial

TION REMO VAL(MD @30 1950

DATE REC'D BY LOCAL
, REG.

24:. NAME OF CEMETERY OR CREMATORY

UNERAL DIiECTOl 3 SIGNATURE

ZQM-/

- 25.

24d. LOCATION (Oity, town, or wun_t.y)
Independence, ko

(State)

"AbORESS
Independence,Mo.




FEB 1 RECD

STATEMENT BY LICENSED EMBAILMER

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

Studeant Embalmer No.

working under my personal supervision.

Student cocueisesasnrsnsansssennarraasiasas
Student Embalmar
Licensed Embalrfier Np....ﬁf_ -
P. Q. Addrese=Z% 2 ,7/70
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure to comply with
the above constitutes grounds for revocation of license.) ’ -

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