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ALED FEB

- BIRTH RO.

10 1950

nte. oist. wo. 840

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. OIST., NO. 4558

1846

Registrar'a No., ..,Z........_..........-..--.-.

State File No.

1P PLACE OF DEATH

2. USUAL RESIDENCE (Whers d d lived. If fnsti id
a. STATE

" Hissouri b COUNTY o w Madr 1

befors
bmion).

T OOUMY New m_aﬁrid

CIOTRYfm outdd. eorwurll- umu. write RURAL and give c.

LENGTH OF

c. Cg‘g (If outaide corporats limits, write RURAL and give townsbip) ﬂ 7J

nahip) | STAY (i this place)
TOWN n tomneliRl| 2 i TOWN Lilbourn )
. FULL NAME OF houpital ot Instirat] ad locatiom || o STREET If rusl,
USLNAME OF at sl ia o T give sireet o ADDRESS ¢ phrs loaationd
-INSTITUTION - =~ _-Home-- -
3 NAME oF .. fl-jmn_ B. (Middle) <. (Last) 4. DATE (Montty  (Day)  (Yem)
(Typeor Pinty  Willliam H. Barnes DEATH Jan. 28 1850
5. SEX 6. COLCR OR RAGE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH S. AGE (In yenrs| I UWOGR | YOOR | 7 Woomn o .
O WIDOWED, DIVORCED (Bpucity) o last birthday) | Months l Dass | Hours | Min.
Male ¥ | White | Married T | oct.o6 1868 8] |
10a. USUAL OCCUPATION (Grekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BERTHPLACE (State or forelen countes? 12, CITIZEN OF WHAT
ng Ufe, evan if retired) DUSTRY COUNTRY?

Retired”

armer

New Madrid Co,.,Missouri| U.S.A.

c £l ’ .
alzveonﬁh‘_l,7_

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Amos Barnes Unknown 1
15. WAS DECEASED EVER IN U.5. ARMED FORCE? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(YT‘nn . or gynknown) | (I you, xive war or dates of sorvioe) NO. . . P . .
Q None W.A.Barnes Lilbourn,M¥issowi,
18, CAUSE OF DEATH - MEDICAL CERTIFICATION" lg;gslt!\_m. BETWEEN
| Enter only onecausoper | I DISEASE OR CONDITION AND DEATH
line for (a), (b}, and (c} DIRECTLY LEADING TO DEATH'(,‘) D,
*This doct mot mean | ANTECEDENT CAUSES S‘ 7 ':-: - p
the mode of dying, such Morbid conditions, if any, glring DUE TO-(b) 1 == W b3
a2 heart faflure, asthenia, | rise to the above cause (a) Hating / - . : b
de. It means the dis- the underlying cause last.
case, infury, or i DUE 1‘0 (3] _
tion which caused deazh, | 11. OTHER SIGNIFICANT CONDITIONS ~ - '
Conditions contributing to the death but not . '.5 X
related to the disease or condition cousring death.
19a.”DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION 20. AUTOPSY?
TION :
. . : _ . ves (] wo [
21a. ACCIDENT (Bpecity) 21b. PLACEQF INJURY (sx.. Inetubeus | 216. (CITY, TOWN, OR TOWNSHIP (COUNTY) (STATE)
SUICIDE home, farm, factory, sireet, ofion bids.. et0.)
HOMICIDE
21d. TIME (Month) {Duwy) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
INJURY . - - WHILEAT NOT WHILE
WORK AT WORK
2. I kereby cegtify that I attended the deceased from 23~ 19%2 Jan 28 19...5Q that T last saw the deceased

1990 . and that death occurred at _9..:_3._0§m from the causes ‘and on the date stated above.

Zis. SIGNAHJ WM ” {mq

{Degros or uuau

K 2

23b. ADDRESS 23. DATE SIGNED

BURIAL,

Tl% REMOVAi gﬂé

24b. DATE

Jan.3d 1950

24z, NAME OF CEMETERY OR CREMATORY
Mounds Park

| 244 LOCATION (Qlty, town, or i
Lilbourn,Missouri

= (State) -

DATE REC'D BY LOCAL

Tk 5 /450

25. FUNERAL DIRECTOR'S 5 GNATURE ADDRESS
Ponder Funeral Home,Lilbourn,Mo.

REG?RAR'S GNATURE 1%
ol ng_ﬁ éjdﬁg‘z
(Lice Embsmer"s S*te.mtm on Reverse Side}




L RECEIVED FEB 6 1950
District ‘Heaith Offloe No. ‘2,
 District File Nesbercd o Q.7 1L 14

'lh FH mm————— o e e el

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 by —— oo

Student Embaimer Mo,

SimeiM{ /éj sl

Licensed Embalmer No 334{7
Student ‘Embalmer

P. Q. Address %Mfw

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

If this body is not. embalmed, fact should be 50 stated above. -

working under my personal supervision.

-




