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FUEDFER' 6 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No

1884

line for (a}, (b), and (¢}

*This does not mean
the mode of dying, such
at heart feflure, asthenia,.
ete. Il means the dip-

27

eade, infury, er complics-

D[RECTL‘I’ LEADING TO DEATH'(”

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the above.cause (a) sating -

" the underlying cause last.

. . DUE TO {0)

_ Il e ceccee

! BIRTH NO. - REG. DIsT. o, 2 WD erinary vec. ‘wast. w0 R0 Y Reginrars Noo. 02
1. PLACE OF DEATH TS E e v . -~ |l 2-USUAL RESIDENCE (Whery deceased fived. 1f Inethiction: residense baore
a. COUNTY a. STATE b. COUNTY adiimion),
Newton Miasouri ' McDona 1d
b. CI'l'Yal tebde Umits, write RURAL and ¢. LENGTH OF || e. CITY (If ootxlds vorporsts tmits, write EURAL and townahig)
ouekde corpumsie . kil STA6Y (in e place) o -~ e 0 60 0
TOWN Stella hrs., TOWN Rural-McMillen
d. FULL NAME OF (1t ta) . . d. STREET .
ALEoR (If ot in hospltal or instisction, give strest sddrem or location) de Clltnu.l.dnlnaﬂn) . .
INSTITUTION. cardwell Hospital Rt.2- Andereon, Missouri
3. NA?EESQEFI': 8. (First) b. (Middle) ¢ (Last) 4 DSEE (Maonth) (Day) (Year)
{ Type or Print) Sarah Jane Penn ‘DEATM Jenuary 7, 165 0
S, SEX 6. COLOR OR RACE ] 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yesrn| @ R | VLR | ¥ Goex b E3n,
i WIDOWED, DIVORCED (Bpecity) - last birthday) | Monthe Hours | Min
Bemale White Married July 29, 1927 | 2% rn kAl
Wa, USUAL OCCUPATION {Qlekindofwork | 10b. KIND OF BUSINESS OR IN- | . BIRTHPLACE (State or foreizn sountry} 12, CITIZEN OF WHAT
doge during moet of working Lifw, sven if retired) DUSTRY . . COUNTRY?
Housewife Own home Anderson, Missouri . 9.4,
13a. FATHER'S NAME f3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. . ) .ﬁ%de;éson, Mo
William M. Barker Lena Robertg 1 galy enn :
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17, INFORMANT' 5 S1GNATURE OR NAME ADDRESS
(Y. 00, orunknown) | (If yes. give war or dates of servies} ' .
No 408~ 28~ 6151 Calvin W, Fenn
18. CAUSE OF DEATH MEDICAL CERTIF!CA"I'ION INTERVAL BETWEEN
. Enter only onecanse per 1. DISEASE OR CONDITION

ONSET Aﬂi DEATH

tiom wohich caused death.

11. OTHER SIGNIFICANT CONDITIONS

. =

WORK AT WORK

Conditions contributing to the death but not - Lo pd & .
related to the disease ;:'vmduion cqusing death. . 09“;}" '
19a. DATE OF OPERA- | 1b: MAJOR FINDINGS OF OPERATION T 20, AUTOPSY?
TION )
. ,. _ 4" . . .. . his- D NO D
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY {e.g.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) - {COUNTY) (STATE)
SUICIDE bome, farm, (aotory, street, offios blig..ew.} : -~ -
HOMICIDE -
2d. TIME  (Moath) (Day) (Year) (How) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY - . WHILE AT NOT WHILE -

22. I hereby certify thai I attended the deceased from
alive on ~hpeta 7 1922, and that deatWoccurred/at _/ X', frém the causes and on the date stated above.

1647, 10

19.?.:‘3, that I last saw the deceased

I oo I T2

I Z3c. DATE SIGNED

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

Z3b. ADDRESS

-244-LOCATION (Oity, town, or con

-28 1950

~

sb‘io

BURIAL, CREMA-~ | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY.
TIDN REMOVALTM,J
Buria 1-8-10650 lanagan Qamed
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

) - (State)




RECEIVED

\igtrict Bealth OPflcer Wo:lldiideda 4“’%“27)’@7“2%
Tietriot Pile Number. é%.;’.i,z....
Date Fizea LEB 5 1 i

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 .

g™y
O

Student Embalmer No,

working under my personal supervision.

SEUJENT yevsseccesncsanrasnssanrssnsnns Signed.. A 6 ... 6 ........

Student Embalmer er No lf/é/f’(é

Licensed Emb

- P. O. Address

L}

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

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




