Health,
. Welfare

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

QLQ@S'?

Public
Service istration District No. oo e ..Primary Ragishutinn District No, R,g,, s N21
1. PLACE QF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence fo,.
00 e COUNIY a STATE Misgouri b COUNTY admi s3iph)
1-57 . CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CBTRY Inside Limits
LS .
,2& TOWN 3t. Louls Yes [ Ne[] TOWN St. Louis Yea[ ] Mo [
62 c. f‘g!s.é_nr:lACA%gF (If NOT in hospital, give location) [ Length of stay in 1b d. STRE 4044 C feulmdeiglve locotion) Reside on Farm
. A ADDRESS
}ﬁ‘ 98 0 uTinution  Clity Hospital ave Yes ] Nol]
¢ 3. NAME OF DECEASED First Middle Last 4. DATE Month ear
{Type or print} James Barr DEOAFTH Feb 28 1959
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE FUNDER i YEAR| IF UNDER 24 HRS.
Male 0 Whi te MARRIE%EVER MARNEDD 1 b.’:o:;:;’; Months | Doys l Hours I Min.
a . WIDOWED oivercen[}] May .27 ,1883 “?‘B
: 109 USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
; MarAte rayrdly ot  EmEPEBh Electrile Scotland *+ U.S.A,
]

13a. FATHER'S NAME
Charles

Barr

13b. MOTHER'S MAIDEN NAME

Mary 0O'Gorman

| 14. NAME OF HUSBAND OR WIFE

lBessie

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
{Yas, no, uNrbnewn]|(" yes, give wor or dates of service}

14. SOCIAL SECURITY NO.

495163041

7.
Besslie Barr

INFORMANT

Address

4044 Cleveland

PART 1.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {(a}

Canditions, if any,
which gaove risa 1o
above covse (a),
stating the wnder-
lying couse last,

18. CAUSE OF DEATH (Enter only one cause pa? line for (a), (b), and {e))

DUE TO {b)

!

DUE TO {c)

INTERVAL BETWEEN

2 7 ONSET AND DEATH
-y

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dlueu;clpndllinn given in PART { {a)

19. WAS AUTOPSY
PERFORMED?

YES{] NOER 2.

MEDICAL CERTIFICATION

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART eoe F’ART I of item 18.})
] O A
20¢. TIME OF Hour Month, Doy, Year
INJURY a.m.
p.m,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must ba cousally related.

204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
\VHFLE ATD NOT WHILE D farm, .ctory, street, office bldg., ete.}
AT WORK o
21. | atrended the daceased from M , 10 - - and last inwm‘ alive on - -
Deoth occurred ot 9 H 40 P}1 m on the date stat above; and to the best of my knowledge, from the causes stated.
22u. SIGNAW (Dagrae or title) 225 ADDRESS 2. ﬁ su';NEn
Zive 0017455 Ao pasee
— R 23e--BURIAL, CREﬁA'HON;' r23b, DATE -~ - 1 23c. NAME OF CE“ETER\' "OR CREMATORY 4 23d. LOCATION {City, tawn, or county) (State)
EMOV ecify)
BEP 3.3_59 Memorial Park Cem. St. Louis, Coungy, Mo,

N'EﬁE%T“?? Stuart

- 1%¥5 Jnion Blv

-
MK 258
{Licersed Embalmer’s Statement on Reverse Side)

g. DATE RECD. BY LOCAL REG.

Wit Foith . 1.5
e




) oo
- e . e - .. . . - w—. d.‘

STATEMENT BY LICENSED EMBALMER

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

DY M, OF By ottt ittt cr et ee e et e s et era e et e a e e rania , Student Embalmer No. .........c.vueee

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer / /0&
P. O. Address

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. . .




