MISSOURI DIVISION OF HEALTH - STA DARD CERTIFICATE OF DEATH _ .
DEPARTMENT OF PUBLIC HEALTH AND WEL FARE j 385 XC-132 59 9

DO NOT WRITE AMENDED ggmmiz\_ .D_-:rmif _lv-lo [ — ——-Primary Registration Dlatrict Ng, Qﬁ_?_-__negmnr'- No. _KZ'_‘:_?_--____. 63 mfﬂm
THEED AG 2 51963 -

ON THIS STUB

t. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I1f institution: Residence before

a. COUNTY BUTLER . s, STATE ARKANSAS b- COUNTY  CLAY edmlaslon}
b. CITY (If gutside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

125 POPLAR BLUFF 30 DAYS own  RECTOR, ARKANSAS Yer [0 No O

. :I%éFII\‘ITAATEOgF (If NOT In hoapital, give location) Inside Limits d. :I;%EREET (if outside, give location) Reside on Farm

msTTUTIoN VA HOSPITAL Yo Ne[J 106 FORDYCE STREET Ye O Mo i
J. NAME OF PECEASED First Middle Lant 4. DATE Month Day Yaar

{Type or print) JOHN COLLIER BARKER D?AFTHw AUGUST 9 1963
5. SEX 6. COLOR OR RACE 7. MarriedX]  Never Married [ [6. DATE OF BIRTH | 9 AGE (ast Birihday) [IF UNDER | YEAR | IF UNDER 24 Fig
MALE HH lTE Widowed [J Divorced (] 7'8"94 69 Months ] Days Hours Min,

10s. USUAL QCCUPATION (Give kind of work dong | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY

during w?zﬁlﬁvgﬁmq life, even If ratired) FARM |NG RECTOR , ARKANSAS U. s . A.

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

WILLIAM BARKER PHOEBE STAFFORD WINIFRED BARKER

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |[17. INFORMANT Address

(Yen. ngpeigurknown) | UF vepgip wor o datws ofaervigel L_as VA HOSPITAL RECORDS, POPLAR BLUFF, MO.

18. CAUSE OF DEATH [Enter only one causa per line INTER'
PART I. DEATH WAS CAUSED BY: ONSE¥AALN%EBVEVAEFE

mmepiate cause ) GARDIAC FAFLURE

v$ 300
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[=]

stating the under-
lying cause last.

which gave rise 1o I E“s I UE CJU{DIO SE

sbove cauwr (a),
FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1ll. If decoased wos female was
disease condition given in PART | {a} thare a pregnancy in last 90 days.

MITRAL STENOSIS ]TjYﬂ | 0O Ne l O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART I or PART 11 of item 18.)
PERFORMED? m] m] a

¥EE NoO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p-m.

20d. INJURY OCCURRED %0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)

"3101 WHILE AT WORK (]
7=10-63 Yo 8-9-03 o=t evwe L v om.

T‘U Bh a. m. m on the date stated above, and 1o tha best of my krnowledge, from the causss steted.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. (nﬂended the decessad fr

[22c. DATE SIGNED

(;Degrae or title} 22b. ADDRESS
QALY ez ,M%is, VA Hospital, Poplar Bluff, Mo. | 8-9-63
230, BURIAL, cn§m1fl3N 23c. NAME OF CEMETERY OR CREMATORY 2;?1&\11 N (City, m@ or cofnty) (State)
EMOVAI.( i {:Z 7 ZZ ‘ E % .
ﬂ;‘ 7. %:e ; ) /
24 FUN RAL DIECTOR ‘ § | 25. DATE RECD. BY LOCAL REG. [26. REGI ‘IR’ARS SIGNATURE

[Licensed Ewbalmer’s Statement on Reverss Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED - EMBALMER

-
| I PO

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

or by ' A : Student Embalmer No.

working under my personal supervision.

Student,

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revocation of license). . . B Tpuy P (.

If embalmed by a STUDENT, he alsc shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated abave.




