Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH " 045174
FILED Viiilsénﬂﬂ D-mru:tlg.s_g_B.L Y Primary Registration District No. ____——=________Registrar's No. ___\_5_:__.,&_-- STATE FILE NUMBER

NDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencs bafore
a. COUNTY a. STATE - = & COUNTY admission)
8t. Francois Mt saouii Dunklin
b. CITY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b . CITY Inside Limits
oW St.F ois Twp. 3 Yoo O N ®
rancois Cardwell =0 ne
<. FULL NAME OF [if NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Roside on Farm
HOSPITAL OR ADDRESS
INSTITUTION I_Iighway 67 Yes O NoXi R F D Yes J Nnﬂ
3. NAME OF DECEASED Firay Middle lLast 4. DATE Month Day Yeor
(Type or print) OF
Cmer Davld rerbay CEAM Dec. 31 - 1959
5. SEX 6. COLOR OR RACE 7. Morried [T Never Married 0 [6. DATE OF BIRTH | ?- AGE (last birthday) [IF UN;'DER IDYEAR I:UNDER 24 HR
Widowed [ Divoreed [] Months l ays ours Min.
Male white Jul. 7 1839 20
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City, and state or ¢ountry) | 72. CITIZEN OF WHAT COUNTRY
ring mogt of working life, aven if retired)
Henurac turl ng Alreraft RFD Dunklin Co,Mo UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Clarence H, ngr_ba{% lva Barnes Single
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address St . Fra ne i a
{Yes, no, or unknown} { (Iif ves, give war or dates of service)
I 430 72 2628 | Mo. State Hgw Patrol, Mo Co.
| 18. CAUSE OF DEATH (Enter only one cause per line for (s), (b), apd {c). H BE
Z PART |. DEATH WAS CAUSED B & Cldren H. Overbay,Card#e} o
§ IMMEDIATE CAUSE (a)
U -
o} . ‘
(=] Conditions, If any, DUE TC (b) o v 2]
which gave rise to
above cause (a),
stating the under- N
Iying causa last, DUE TO (c}
F4 PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal [ PART LI, 1f deceased was female wWas
g disease condition given in PART | (a) thers a pregnency in last 90 days.
§ !DYQ;]DNoIDUnkmn
E 19. WAS AUTOPSY 20a. ACCﬁENT SUICIDE HOMICIDE DESCRIBE FOW INJURY QCCURRED, ar nature o Al ar W.)
& PERFORMED? [m| [u] ,amq/
(3] YES [J NO w .
-l
& | "20c. TIME OF Hour Month, Day, Year
o INJURY
2 am Pae.3
20d. INJURY OCCURRED 208, PLACE OF INJURY (e.g., in or about homn, 204, CITY, N, O LOCATION OUNTY STATE
WHILE AT WORK J ar gtory, spreet, office bidg., etc.) -
NOT WHILE AT WORK (X ) ,
I'd
21. | artended the d d from to. nﬂd last saw h'm slive on
Death occurred at 11 45 «&1 the date stated above, and to the best of my knowledge, from the causes stated.
L
6 (Degree or title) 22h RESS [3 GNED
.
- M Losspt Yo /, J—
% ] | 23b. DATE 23c. N, OacwEMETERY OR BREAPTORY 23d JOCATION %""Hf& of cwmyhrka' (s:lu:
E E Removel | 12/31/1959! 6& SwSk: Cemet ery Em& q-s-e-u-r
| « 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. gISTRAR‘s SIGNATU
S
@ CZBopyerr& Son Desloge,Mo W 0 MM
Statement on Reverse Side)

{ \ / [7pna

{Licensed Embalm




-

STATEMENT BY LICENSED EMBALMER AN 11 145

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

or by Student Embalmer No.

working under my personal supervision. /_‘_’__
Student SignedMi*a/
Signature of Student Embalmer ’ : /
Licensed Embalmer NQM

P. O. Address.

. . V.
Nofe: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
with_the above constitutes grounds for revocation of license).
" TIf émbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
N t .



