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WRITE PLAINLY—USING TUNFADING BLACK INE—MAEE A PERMANENT RECORD

ilhm APR 15 1952
'BIRTH uo._[é’_l—L

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST, no._.?ié_rmnmv REG. DIST. NOM. Kaegistrar's No, ........[.;.2\......_.

9590

State File Mo

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lived. If Lowtl tdence before
. COUNTY( , STKA adminglon},
° St.Francois o STATE 114 sgouri b. COUNTLy Francoi »
b. CCI,EY (TP Ep rmlng llmll.- wtite B.U‘.B.Al.nnddn §‘1-Al;,E'NGTH ofF ll e CBTF}' (I outalde corporate Limits, write RURAL and give township)
L8 townahip) tln this plare) .
TOWN RURAL St Francois 1-1/4 da' . Town Farmington Va4 ¢ /
d. FU(I)_SLPfI‘IAME OF (Moot ln & ftation, give streot add or loath ASDTDR% (I raml, give location) 5
TNSTHORioN. Mi ssouri State Hospital No. l, 328 Taylor Ave.
3 NAME OF A iny b. (Middle) = {Last) 4 DATE (Montr) _(Day)  (Yeur)
{ Twpe or Print} JOSEPHUS - BARBIER pearn April 6, 1952
5. SEX ¢ | & COLOR OR RACE ) 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH 5. AGE o yeun| v voer | i | 3 wocn s
. - (Bpacity) L . on Hours | Min.
Male White Divorced 4 Janvary 11,1913 | 59" ['5™| 3% |
10a. USUAL OCCUPATION (Give kisdof woek | 10D, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Stta or forsign sersntry} &7/ | 12.CITIZEN OF wiAT
aoaB uring most of workiog His, sven if retired) DUSTRY . COUNTRY?
utcher and grocery|Clerk Perryville, Missouri U.S.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
W. . Barbier Anna Mae McNew Rlizabeth Kelley
I5. WAS DECEASED EVER IN U5, ARMED FORCES? | 16 SOCIAL SECURITY | 17, INFORMANT 'S SIGNATURE OR NAME ADDRESS
o mrrmneme) | A sivemaror darssolasries ecords,State Hosp:ltal No. 4, Farmmgton Mo,

18. CAUSE OF DEATH MEDICAL CERTIFICATION " Igggrvﬂ& m
e for (35, (b, and () | PIRECTLY LEADING TODEATH*,y _ Delirium Tremens - - - - ~ — - - - - 30hours
ANTECEDENT CAUSES
*This does nt mean 4
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B) Alcohelic Pavchosis - - - - = - Tnknown
s heartfallure, asthenia, | tise to the above cause (a) slating .
dte. It memns the dia. | Lhe underiying cause last.
ease, infury, or complica- DUE TO {¢) : '
tion which coused death. | 1§, OTHER SIGNIFICANT CONDITIONS L y
Conditions contributing o the death but not Cirrhosis of the liver.
related to the discase or condition causing death.
19a. DATE OF OP;:Em 19b. MAJOR FINDINGS OF OPERATION 3 f) : || 20. AUTOPSY?
. 7X ves [ wo B
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (a.g.. lnoraboct | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, farm, lastory, streat, ofics bidg., et0.) - .
HOMICIDE
21d. TIME (Moothy (Day) (Yesr) (Houn | 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
_ INJURY "Work L] 'ATWORK
22. I hereby certify that ] attended the deceased from __EI.il._éu__ 19 52, to ril 6 19_12 that I lest saio the deceased
alive on _ADTIL 6, 19 52, and that death occurred al *m., Jrom the causes and on the dale stated above.
Za. SIANATUR ¢/ or title) | 23b. ADDRESS 2. DATE SIGNED
ol ¢ . tate Hospital No.J,,Farmington,Mo.4-7-52
0 Rl A‘}.A.LCREMA- b. DATE 2l:. NAME OF CEMETERY OR CREMATORY . | 24d,.LOCATION (City, town, or county) (Btate)
(Bpecity)
ia?l 71 4-8-52 Cedar Fork Cemetery Perry County, Missouri.

REC'D BY LOCAL
REG

v 8 953

2 ¥7-0

25, FUNERAL DI RECTOR'S 81 GMATURE ADDRESS
Miller Funeral Home, Farmington, Mo.




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, 0f by ocereemeens

........................ e m et et venrent st e anres tan s asmeas an e prreres sraeas R Student Emsbalmer Ho. —
working under my persona! supervision. .

Student ..... b edaeimasensrsenacnerennaanen Signed..
Student Embalmer

Licenzed Embalmer No..jz/’ad

P. O. Address : ‘Q«'%Cu

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 so stated above.




