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THE PIYVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

f.ﬁ.fg APR 2 8 1959-gism:ﬁor[ District Na.,.....__l.__;sé“__ > ______Primary Reg_islrurion Disiric_i_No 3”052_6 _____

STATE FILE NUMBER

Registror’s Na ,--_{K

2

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived, |f institution: Resci’de_nc_e beim/e
. COUN ) STATE b COUNTY acmi$sio
o COUNTY Jackson Missouri Jack
b. CITY (If outside corporate kimits, give TOWNSHIP only) { tnside Limits e. CITY q o005 Insidd Limiss
Yes B No[J OR o Yesfgk No[]
TOWN Independence es o TovN _ Independence *
c. FgLL NACAI(E)SF (If NOT in hespital, give lacation) | Length of stay in 1b d. SEIEERE'ES {If outside, give location) Reside on Farm
HOSPITA A E
instiTution Indep, San, & Hosp) 8 vyrs 932 So, Noiand Yes [] No[3kx
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
(Type ar print) s}
ANNA JANE BARR OEATH  April 21, 1959
5. SEX 6. COLOR OR RACE| 7. MaRRIED[ JNEVER MaRRIEDD] 8. DATE OF BIRTH 9, AE.Ee Ei,:'z;:;; :;TEER;LEAR I:nlIJ:l'DER 2:4:»25.
Female White wiDoweD . pivorceol]) Aug, 29, 1887 ]
10, USUAL DCCUPATION (Give kind of work done | t0b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siata or country) 12 CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY |
Housewife Domestic Shabona, Michigan U.5.A,
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Alexander Mc Larty Martha Sanderson Bert Barr - Dec'd,
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yes, no, or unkno If yus, give war or d f servi
{Yes, ne, or un nowﬂ)l( yes, give war or dotes of service) None Mrs. Beu lah Silverthorn, HoldEH,_MiSSQuri
1&8. CAUSE OF DEATH (Enter only one cayse per line for {a), (b), and [c).} . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: A . ONSET AND DEATH
IMMEDIATE CAUSE (o) Intestinal Obstruction Two weeks
Conditions, If any, DUE TO (b} Gall stones impacted_in- the Tleum Two weeks
which gave rise fo }
obove couse (a),
stoting the under-
g lying couse last. DUE TO (c)
E s . PART,I.:OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass cendition given in PART { {o) 19. gézécl,JTOgSY
- . . . RMED?
9 Cholelithiasis - Diabetes 5704 YES[) NO[A
E| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
8 o o O
5[ 20c. TIMEOF Hour Manth, Day, Year
5 INJURY  o.m.
X p.m.
204. INJURY OCCURRED 206. PLACE OF INJURY (e.g., in or abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY | . STATE
WHILE AT NOT WHILE D farm, factary, street, office bidg., ete.}
WORK 1 AT WORK . :
21. | attended the deceased from 412 5-2@;53 Lo 4-2 '59 and lost sawh._ulwe on Ll' 21- 59
Death occurrm Ao m on the date stated obove; and to the best of my knowledge, from the causas stoted.
22a. smmrun% (De S )"(l A ¢ | 2> ADDRESS 22c. DATE SIGNED
Drss-—8&rabske f ﬁ 1 10901 Winner, Indep., Mo. L_21-59
230. BURIAL, CREMATION, ! 230, DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (Sm.)

R}gg;ﬁ\;:ilm 4-21~59 L ale Michigan

24. FUMERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 4. ISTRAR’S SIGNAT
Geo.C.Carson & Sons, Indep., Mo. 6( 2/~ 59 %ﬁfg

{Li d Embal on Reverse Sqdoi




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No, ............. e

L T T o N s

working under my personal supetvision.

Student oo s
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG (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.




