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WRITE -PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD “J\\

FILED OCT 14 1949

BILATH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH q;%{ Stat Fie No.... 28

REG. DISY. NO. _L PRIMARY REG. DIST. N.L‘ﬂ_ Registrar's No 6’

22’7

1. PL.ACE OF DEATH

2. USUAL RESIDENCE (Wbere decsnssd lived. 1f lostitotion: residencs befors

8. COUNTY a. STATE . . b, COUNTY admimion).
Barry Migssouri Barry -~
b. CITY (1 outeids corpurnte Limits, weite RURAL and give c. LENGTH OF ¢. CITY (If outslde eorporate Limits. write RURAL and give towaship) /
Rural. j townahip}| STAY (in this place) OR R -
W Liimah Juis a Boirn TOWN ural
d. nﬁ%sLPNAME OF (1f oot in bospital or inativation, du sirsot address or loetion) 'ASDTDRESS (f rumsl, give location) .
INSTITUTION 0
3. NAME OF 8. (First) t b. (Middle) c. (Last) 4. DATE
DECEASED S0l or 9_ l)l T3 49(Yur>
{ T¥pe or Print) olomon b, Sparkman DEATH
SEX {6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 5. AGE (In years| ¥ omGR | YEAR | ¥ oo M ms.
mal 8/ / white I WED, DIVORCED (Bpecity) i last birthday) |Months| Days | Houm | Min
/ Oviad 3-22-1068 81 |
10a. USUAL OCCUPATION (Cive kind of work IOb. KIND OF BUSINESS-OR IN- | 11. BIRTHPLACE (8t ——
done most of working lifs, swen if nt:r:) N DUSTRY o or sowatzy) mccc)lI]rlN:Tz%“}I")F WHAT
armer Migsouri HEL:
I.‘.-Ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. B. Sparkman | Nancy Jane Millesr €lementine Sparkman
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT " ¢
{Yaa, po, or unknowa) I (If yeu, cive war or dates of service) ' RO. * SIGNATURE OR NANE ADDRESS
no : Aléé?rg Park Washburp, IMis souri
18. CAUSE OF DEATH MEDICAL CERTIFICATION lgfugrvhg?g%u
. Enter only coeoatmoper | 1. DISEASE OR CONDITION N .
Iine for (s), (b), sad (¢) DIRECTLY LEADING TO DEATH'(” P
*Ths does not mean ANTECEDENT CAUSES ﬂ '
fAe mode of dying, such | Mortid conditions, if ang, giving DUE TO (b} B ¢ Koo o o
a# beart fellure, asthenic, | . rise to the above cause (a) stating L
de. It meons the dis. | ¢ vaderiying couse last.
case, infury, or complica- DUE TOQ (c)
tion which caused death. | [1. OTHER SIGNIFICANT CONDITIONS i
Conditions contributing to the death but not Z/.'Zo,,/
related Lo the disease or condition ecausing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSYT'
TION
ves (] wo B
21a. ACCIDENT (Bpecity} 21b, PLACEOF INJURY (ex.. inoraboat | 21c. {(CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE ' bome, farm, fastory, sirest. office bldy..ev0.) ’ .
HOMICIDE i . !
21d. TIME “(Month) (Dey) {Yean) (Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILE AT NOT WHILE Y,
INJURY m | Cwork AT WORK o

1949, w0 , 19__, that T last saw the deceased

., from th] causes and on the date state@ above.

21 heréby certif; .that I attended the deceased from %—
alive on _*ZZ_LLL[_?_ 19___, and that death occurred ot _ DS m

" (Licensed Embalmer's

77

2. SIGNATURE, (Degree or titls) | 23b. ADDRESS j:\ﬁ.sususn
Yo Y/ 9
%a. BU E!MI a\h.LCREMA- 24b. DATE 3} . NAME OF CEMETERY OR CREMATORY . | 24d. LOCATION (Olty, town, or county) 7 ¥ (Btate)
, REM (Bpesity) .
urial 9-1%-1949 yashhnrn Prajirig Hashburyg, 14488ouri
DATE REC'D BY L%CEGAL REGISTRAR'S slG% 25. FUNERAL DI nzcmn' 8 SIGHMATURE - 'Anontsz

Staternent on Reverse Side)




RECEIVED 0CT 4 1949
District Health Office No. 8,

District File Number 13 44 q-1108
Date iled _L & — W - <9

8961 c3 4y 3

STATEMENT BY LICENSED EMBALMER
4
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b}'__“.,_“_..f,‘

1

Student Embalaer No.

o~

working under ty persona! supervision,
Sime&/%.-_.%,.ww ...........

Signed...iivervsacuccsscssncssatsrrssccrorcssses Licensed Embalmer NO%A.&:K«....._-....--_.
Student Embalimer .
P. 0. Address_£, _ ,2;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply +

the above constitutes grounds for revocation of license.)

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

»




