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STANDARD CERTIFICATE OF BEATH
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0o
N B - Registrar’s No

1. PLACE OF DEATH:
(a) County

2, USUAL RESIDENCE OF DECEASED:

Missouri

A

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

) City or town St. LO\liS . (2} State (b} County A
{If outsida city o town limita, write “RURAL" nod name of townahip) ) City or town Ganton, O
(¢} Name of hospital or institution: D """ (If outaide city or town limits, write "RURAL') -
.. Lukes Hogpital @ Sueet yo.n. HO08 Lewis St., /
(” wt in bospital or fnatitation, writs street e e {If rural, give location) =
(d) Length of stay: In hospital or institution 11 G% *‘le ..3:48 dk A no
(Specify whether (&) Ci of foreign country? {Yes or No}
In this community.
yeara, wonths of daye) If 5e8, MAIIIE COUMIY . e ern it i nramas - oroescerreememsmsssreresncemtmee e rsmems pemsereeera st e bzt ampbar
. . ~MEDICAL CERTIFICATION
ol Py JENNIE SUE. BARRETT,
FULL N Dec 3
o T R R — 20. DATE OF DEATH: Month . day
. . i
@ vetersn. no 1: . no ¥ vear, hour. 10 40 minute. P . M.
[43
Tae war 21. I hereby certify that I attended the deceased from. Oﬂbhe\f \'%t
5. Color or 6. (6} Single, widowed, married, 1988 1 _Thane vnaoer d.. 1943
s sexfemale l Jhite givarceg N 1dOWEA ) 2
. SeX. f ra; that I last saw he3 v alive on._De’_'e.k\q\r.)eﬁt_.__ 19%
6. (5) Name of husband or wife.. ... 6. {c) Age of husband or wife if || and that death occurred on the date and hour stated above.
. Duration
Harry H, Barrett, alive.. == years §memate cause of death o yCh L ac&a\\u e . _.._.'.‘f.._‘._..
7. Birth date of deceased Nov., 16 1869 LAAE\Q Laim\ess, RProoainly
{Month) {Dax) (Year) \"\r\c;Ssxu@...OQC\us LS. C.OVQV*&V"W__."._,_._ Sb—xw\uﬁeg
8. AGE: Years Months Days If less than one day Due to.} \g\mhncm“o C,b,v.,,d ke 3 \\4;28\" b
| 79 |- - 4 17
Canton M;'S oin 1”'(1\ Due to uperieraive. cavdio vas B —
a
9. Birthplace ]
v e o B 000S 2 L i avbestesc\erovis Aveary
10. Usual occupation at home - 0&:‘:;::21:;‘:, R e deiy é‘
t1. Industry or busineas PHYSICIAN
. Major findings: . Ly r Ly
g 12. Name Dan-d R,. ASbury » . 'ajofrot;’e.rar;iggns._Nn\nc| ’l f .U et
nderline
S\ 13, Birthptace unknown Ky. /] the cae to
2 {10 sostenao - DETEE Btapl ggrerimmioia || ot autore. Morae thould be
14. en name. r sta-
nknown Mo : : tistically.
S{ 15. Birthplace 4 U 22, If death was due to external causes, fill in the following: Y\c-
= (City, town, or connty} (State or foreign connl.ry)
16. (s) Informant MI‘S . P Horner (a) Accident, suicide, or homicide (specify)
@) Address 421 West Polnt Gourt. (5) Date of occurrence
17. (@) Buri al @ Date therecf 12/6/48 {c) Where did injury occur? ey Tty P
(Burial, cremation, or romaval) (Manth) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public piace?
{¢) Place: burial or cremation canton MO * -~
18. (a) Signature of funeral director. ¢ 'RBiupton & Sons L] While at work? __'_______.___'____E"__‘_“!___’ “;;” Iifign;?of injury... 0 o
elma Ve (i : { A 3 ( }9 “
b) Add I Sod - dliiipyivis . Wmiueiifl 0 TP 4 SO,
o UErE‘ [ é L£3. Signatu & SR § " 5 + X orotherh\b,
19. (@ ® M.a,ZZ..-ﬂ
{Dato received bocal repistrar) £ar 8 signature) res%é-d . Date signed. B
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STATEMENT BY LICENSED EMBALMER

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

...................................... , Registered Apprentice No )

working under my personal supervision,

' @M,/ _______________________________________
A lfedl.......

(Failu rcé comply with

Licensed Embalmer N,

+ P.O. Address.... 2%

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

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




