IRI DIVISION OF HEALfH—STANDARD CERTIFICATE OF DEATH

E[LED VéBiI}JHUﬁE?I g-i!h'glﬂfl?.s ___________ 3.1.8_Primary Registration District No. _1003___anistrar‘l No. __,___6_6_39 ) S-TA:E FILE:.N::'MBER ,.

=60—-028465

NDED a P
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f .institution: Residence "before
a. COUNTY a. STATE b. COUNTY sdimission)
Mo, St.Louls .
b. COITRY (1f outside cerporate limits, give TOWNSHIP anly) Length of stay in Tb c. COIEY A Trside Limits
own 834, Louis 16 yrs own  Undiveraity City Yol No[J
€. ;LJOléPﬂ?\TE OF {If NOT in hospitel, give |ocation) Inside Limits d. P%l!)g%EE‘SS {If cutside, give location) Reside on Farm
tNSTITUTlONwDOA Jewish Hos pital Yegyy No O 808 Kingaland Yos 1 NoXD
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print} OF
MRS. ANNA BATTY BARKIEY JACEKMAN pEATH  June 29, 1960
5. SEX 6. COLOR OR RACE 7. Married [ Never Married (1 |8. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER 1 YEAR _IF UNDER 24 HR
F w Widowed (X Divorced [] 1/18/188p 77 Months Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

B1E¥E "vH' BaTR "Degt Sc%ewoot St., Louis, Mo. U.S.A.
1

(Licensed Embalmer’s Statement on Reverse Side)

F3a. FATHER'S NAME IDEN NAME 14. NAME OF HUSBAND OR WIFE
Ira Barkley "1 Julda Bauman Arthur E., Jackman
|5 WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
o, or unknown)[ [If ves, g r or dates of service) hJ
To™ " otis Mrs. A. MCDaniels 808 Kingiland 30
| 18. CAUSE OF DEATH [Enter only ene csuse per line for {a), (b), and [¢). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: ONSET AND DZ;TH
% IMMEDIATE CAUSE (a) W Za“"""zﬂ""’
[
| g MW WJZ@W W
at Conditions, If any,}  DUE TO (b) __ /2 =
‘ which gave rise to [
above cause (al
stating the under- - 2 é
lying cause last. DUE TO (c) W) 7 Z
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 26 the terminal PART IIl. If dec was female was
g disease ¢ondition given in PART | (a) there a pregnancy in last 90 days.
S M.@ [3 ves [ BNo | O Unknown
E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. fEnter nature of injury in PART | or PART |l of item 18.)
[ PERFORMED? O i} ]
3] YES B NO [
- -
& | 720c. TIME OF  How Month, Day, Yoar
a INJURY  a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, stree1, office bidg., etc.}
NOT WHILE AT WORK [J
21. | attended the deceased frum_.l&%._/,«_fiég, to. "J g 6c)and last saw n;e':‘_aliva on JM.L c/[ el
Death occurred at é_f%m on the date stated sbove, and to the best of my knowledge, from the causes stated.
8 224, S| TURE J (Degree or title) %ﬁ 22b. ADDRESS ‘? /6 r-pf-‘ﬂf 4—/J j22:. DA';OSIGNED
= ST fow’/S Do, Arg Yo 'O%
<>( 23a. BURIAL, CREMAT'ON 23b. DATE 23c NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, towA, or couhty) {S1ate)
[a) REMOV, (ﬁﬁif 1
Z Remov ail | 7/2/1960 Mentor Cemetery Painesville, Ohio
< 24, FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR‘S SIGNATURE
b
5| Alexander & Sons 6175 Delmar Blvd.  JUN 30 1960 %a ,uﬁ P
ra - o




Dr. Weinhaus .

Med .Arts.Bldg.
7165 Delmar _
PA6~6900 ) .
" 12 Inov ity S LT LR
- P o
’_ ,' ' ".‘ - - 2 PR - . . -
r;—‘\ - - . -
. .. . [ ) - v 1 : : . - ¥ i FG

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
|

working under my personal supervision.

Student Signed @/@d ﬂ){// &
J

<

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address é/ ftg

v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
with the above constitutes grounds for revocation of license),

_ If embalmed by a STUDENT, he also shall sign in his QWN handwrmng

" frthis body is not embalmed, fact should be so stated above. ‘ . ’ ’ ..




