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WRITE PLAINLY—USING UNFADING BLACK INE~—-MAKE A PERMANENT RECORD "“"'-CQ'
: <

FILED APR 10 1051

! BIRTH NO.

STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

State File No.

9200

REG. DIST. NO. LS_L PRIMARY: REG. DIST. m.ﬂl_ Registrar's No....ff_ ........ -

1. PLACE OF DEATH 2 USUAL RESIDENCE (Whare decessed llved. 17 lnstitaton: residence bafare
. COUNTY . . STATE ‘ - X diviamionl.
: Linn * STATE Missoari b CONTY Linn soiston). |
b. CITY (I outelds corpurate limits, write RURAL and give ¢, LENGTH OF ¢. CITY (If outaide corporate limita, write RURAL and give township)
OR . townatip) | STAY (in this place) CR . ) b
Towd Meaduiile 2 gears| T Meadville
d. FULL NAME OF (If nos in bospital or i ion, tive streot add or Looatien) d. STREET (It vurs), ghve loeation)
HOSPITAL OR ADDRESS
INSTITUTICN
3 EE%IEE S%FB a. (First) b, (Middie} ¢ (Last) 4. DATE (Month)  (Day)  (Year)
{ Type or Print) e lier Henry Barber o App/ / - /4{/

|

5. SEX é 6. COLOR OR RACE | 7. MAH%!'EB Ig%‘\fgsclgs 8. DATE OF BIRTH 9. AGE (Inn)ln ‘:' KR |£ o MDXR H RS
’ . (Bnuifﬂ : birthday onths Hours | Min
Mate whte Married an.y, /878 £2 '
Iﬂa USUAL OCCUPATION (Gwetnd of work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHm (Btate or forelgo eountry) 12. CITIZEN OF WHAT
mont of working lifs, svan if retired) DUSTRY 0 COUNTRY?
armer Me‘u{mue Missownl WS A,
13a. 'FATHER'S nmz 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSEAND OR WIFE
bary Clay Abrber | Em:-rm Whood r‘u leennie réer
I5. WAS DESEASED EVERI IN U.S. ARMED FORCES? . SOCIAL SECURITY ORMANT' S SIGNATURE OR NAME ADDRESS
Yo unkaown) [ (Il ymn, aive wur or dates of servios) - . .
No" \ T -1~ 1733 A Mrs W. M. Berper; Meady jie Missowr;
18. CAUSE OF DEATH MEDICAL CERTMWFICATION INTERVAL BETWEEN
. Exiter only onecausper | 1. DISEASE OR CONDITION _ 2 é 0/ % | OSET AND DEATH
line for {n), (b}, and (o) Di REC'I’LY LEADING TO DEATH (a)
*This doer not meen ANTECEDENT CAUSES
the mode of dying, such. | Morbid cmditions, if any, giving DUE TO (b}
ar heart fallure, asthenio, | Tise to the abose cause (a) stating .
ee. It means the dis- the underiying cause last, )
case, infury, or complica- |- DUE TO (‘_’)
tion whleh caused death. | !1. OTHER SIGNIFICANT CONDITIONS
. Conditions contributing to the death bul
related to the di or conditien mudﬂﬂ dcd.h . )
19a. DATE OF OP'FFOAPJ 19b. MAJOR FINDINGS OF OPERATION ' 20. AUTOPSY?
’ ) 3 / 0 YES D NO g
21a. ACCIDENT (Hpacity) 21b, PLACEOF INJURY tex..inarabomt | 21g. (CITY, TOWN, CR TOWNSHIP) (COUNTY) (STATE)
SUICIDE i bome, farm, faetory, sireet, offior bkig., ete)
HOMICIDE .
216. TIME Mooty (Day) (Yea) (Hown | 21s, INSURY OCCURRED | 21f, HOW DID INJURY OCCUR?
' T | WHILE AT NOT WHILE
INJURY m | " woRrk AT WORK

2. I hereby certify that I aitended the deceased from & > 19 9’? 1o %"' q 18537, that I last saw the deceased
) ___%__SL_ 195, and that death occun'cd at '30 Prn., from the causes and on the date stated above. :

alive on
23a, SI1G {Degres 23b. ADDRESS . ,TE SIGNED
U RIAL, CREMA; 24b. DATE . I 24c. NAME OF CEMETERY OR CREMATORY | 24d. I..OC'ATIOH (UHY. tovrn.or wun:y) J‘(S‘I’.Ib)
g TP & -7 - &1 Mea.dw”e - N\ea,du:lle Mnssou,r)ﬁ“m

DATEREC'DBYLOCAL

). 7—/251

nm:ima's ssc;nxruge /b

25. FURERAL DIRECTOR'S SIGNATURE
—

h T Embal -Sf

on Reverse Side)

ADDIESS

. Chillicothe. Mao.




Date Recelved‘ APR 9 1951

. | DISTRICT HEALTH OFFICE #2
S X , S - District Fije Number H-B-42,
P L . Date Filed: AR ¢ 105

STATEMENT BY LICENSED EMBALMER

I hereby ccrtzfy that the body whose name is recorded on the reverse s:de of thig certificate was embalmed by me, or by.....

Student EMbalmer Nowuvsususvsuesansoees [

.\'.'orking under my persona! supervision.
: "' Signed. &35”/ Qaé W

Licensed Embalmer No #'0 Jé

Signediveacasn teerarreassitasnnann e o
o : -Student Embalmer : )
' . P. 0. Addream&ﬁu .%Zﬁ

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fall:.u'e to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.
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