r

THE DIVISION OF HEALTH OF MISSQURI

59-004907

Health, :
B.P\VI:Iilfau D A 9 TQQ STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER =ty
Fublic
Service MAR Registration District No. v g'"“z _______ Primary Registration District No. :3_—Q A& Y .. - Registrar’s No.___gegfl i ........
- r 4 [ |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resédonce b)elom
. . COUNTY . STATE b. COUNTY admission
%0 ° (’o—»& : Misgour Cole 4
1-57 b. CITY [If Ou'side corporate limits, give TOWNSHIP galy} Inside Jimits . CITY ¢l e % Inside Limits
C! OR 4;& Mo [ OR Yos[X Ne[]
p y Towd  Jafferson City
c. zgls.;.i NAL PF g spifal give locetjonf AL ength of stay in 1b d. STREET {If ourside, give location) Reside on Foarm
TA ADDRESS
INSTITUTION aizA40- 206 Chestnut Street Yes 7] No (X
3. NAME OF DECEASED Riddle Last 4. DATE Month Day Yaar
(Type or print} OF
DEATH

Locror, coroner, ef&. Must use only stangard nomenclature tn tfem J8. No symploms will be listed.

All disoosas in Part | must be cousally related.

WILLIAM FDWARD BARGER

February 28, 1959

5. SEX o | ¢ COLOR OR RACE 7- warriEo[Jnever marrien[ ]| & DATE OF BIRTH 9. AGE {In ywors |F UNDER ) YEAR] |F UNDER 24 HRS.
last bigthday} [ Months | Dgy Hours Min,
Male White wooweo[) I pivorceo[]| Sept. 18, 1897 3 A ) I

10a. USUAL OCCUPATION (Give kind af work done
during most of working lifs, evan if refired)

Retired Army Master

10b. KIND OF BUSINESS OR
INDUSTRY

rgeant U.S.Army

11. BIRTHPLACE (Ciry and stote or country)

Milan, Tennessee

12. CITIZEN OF WHAT COUNTRY?

USA

1

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Nora Barger
l.: WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SQCIAL SECURITY NO.| 17. INFORMANT Address
(Yos, knawn)f (1F , g date wrvics}
Fag ™ orid Har I | 219-32-5072 | Mrs,Catherine McMikel Jefferson City, Mo,

INTERVAL BETWEEN

Death oceurred at

w
]
=}
a
o 18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), agd (c).)
w PART 1. DEATH WaS CAUSED BY: i:\ C fa ﬁ - ONSET AND DEATH
w IMMEDIATE CAUSE {a) (_’_/Ou
g |
=
g Conditiens, if any, DUE TO (b)
> which geve rise 10
- gbove couse {a), }
z stating the undar
8 F lying edausa last. DUE TO (¢)
o= PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the termincl diswass conditien given In PART | (9) 19. WAS AUTOPSY
@ ! PERFORMED?
1 H H2c YEs[]) no[] ¢
¥ 21 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
- ('t
« ¢ O O O
"1 K
f: Gl Me. TIMEOF Howr Month, Doy, Year
o ga INJURY a.m.
it E p.m.
5 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE J farm, factory, street, office bldg., etc.}
£ WORK AT WORK r
hJ
21. | attended the deceased from ;ﬂ_ I——"'" ? ;10 2 ? J’A‘J' 5—9 and last sow hh:uliu on 2 2 é :‘ é ,g 2

m on the date stated above; and 1o the best of my knowledge, from the causes stated.

22b ADDRE, 22¢. DATE SIGNED,

22a. SIGNATURE {Degrgm or title) D C @ 0
fm / ;’t' /L@ 1A ey R4
230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMAT! Y/ 73d. LOCATION (Citgflown, o county) {State} ° 4
REMOVAL (Spon{y)
Burial Mar,2,1959 Hational Cemetery Jefferson City, Mo.

L‘Ej’““)@,‘mﬂu

25. DATE RECD, BY LOCAL REG.

A Narcl 1757

4 Embal

on Reverse Side} 7




A

Cig

s

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY Lttt ireiie et e s sasas e s rarnrrasbaa s e et arrmrretins ., Student Embalmer No. ...................

working under my personal supervision.

Student oo s e Signed ... 5 B ool &
Signature of Studeat Embalmer
Licensed Embalmer Noj:?p/
P. O. Address.......... 07" S, K0T
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwtiting.
If this body is not embalmed, fact should be so stated above.




