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THE DIVISION OF HEALTH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

FILED DEC 17 1956

41330

STATE FILE NUMBER

-
9’ g‘q 76 p_.s"t, Registration District No.....[...é....é----------,-Primmy Registration District No. 5-‘9: ..... Registrar's Mo, ‘2?_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacsaosed lived. I institution: Rusidcn:._lnflnre
o COUNTY  Johnson a STATE b. COUNTY sdmissian)
]
b. CITY (If outaside corporate limits, give TOWNSHIP only) } Inside Limits e. CITY I[U Insida Limirs
OR . . OR -
Town Washington Township Yest  Nop TOWN - 05 e Noo
c. Eglgé.l_?:t\SOF {1 NOTin hospl!ul igéo;alion) Length of stay in ib 4 STREET {(1f outside, give location) Reside on Form
INSTITUTION W%Ew ADDRESS YesO NoG
3. NAME OF First Middle Last 4. DATE Monith Day Year
DECEASED OF .
(Type or printy Wanda Jeanette Barrett OEATH December 12 1956
5. SEX . COLOR OR RACE 7. B. DAYE OF BIRTH 9. AGE (Jr years | IF UNDER | YEAR hF UNDER 24 HRS.
l waRRiED [} NEVER MARRIED Bd fost Sirindayy e Do """"l s
Female White wicoweo [ oivorcen [ 1] Dec 56

110a. USUAL GCEUPATION (Give kind of work done

during mos of werkiang life, even if retired)

105. KIND OF BUSINESS OR INDUSTRY

Ln?

11. BIRTHPLACE (City and atato oe country)

USAF Hospital, Whiteman

Base, Misgnn

12. CITIZEN OF WHAT COUNTRY!

{5

13. FATHER'S NAME

Robert Earl Barreti

M MOTHER S MAIDEN NAME

Virginia Louise Brewer—

15. WAS DECEASEB'EVER IN! U, S, ARMED FORCES?
(Yes, no. or unknowmd. | {If pre, pite war or dater of servies)

16. SOCIAL SECURITY NO-| I

NFOR N Del,

Virgihia Louise ( Brewer)Barrett

Knob. Nﬁs‘oer 3

18. CAUSE OF DEATH [Enter only one catire
H PART |, DEATH WAS'CAUSED BY:
! IMMEBIATE. CAUSE (@) _|

Conditiona, if any, | | DUE TO Og

M@ﬂaf‘ Ates conplls,

INTERVAL BETWEEN
ONSET AND DEATH

approx,_ 20 hr

whick gare risg fo
abore cause (8h
sating the under.
tping cause lost,

———

2.5

F
o [ PART 1l. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH BUT MOT.RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[r)- 19 :«'Ai SU;L%F;;Y
= ERFOR
\ .
g H ves (3 wo [
= 20a. ACCIDENT SUICIDE HOMICIDE |'208: DESCRIBE HOW INSURY OCCURRED: {Enter nature of infury in Part I'or-Part 11'0f ifem:18.)
i a )
=] - -
2 [ % TIME OF  Hour  Monih, Day, Yégr
b INJURY  a.m. .
o p.m.
o - -
X | 20d. INJURY OCCURRED 20¢. PLACE OF IMJURY (e. g., in or aboul home,. | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ farm; foctory, street, office bidg.. etc.).
WORK AT WORK - ! -
2. 7 attended tho docoased from 11 Dec 56 . 10 12 Dec 56 her 12 Dec 56

g:25

and last saw RiB0 alive on

Death pogurred at A m on the date stated abaove; end 1o the beat of my knowledge, from the causes atated.
Za: ic zzb. aooress UoAF Hospilial B¢, DATE SIGNED
RO BAS APT "USAF (MC) Whiteman AF Base, Missouri .|12 Dec 56
23a: BURIAL, CREMATION, | 235. DXTE. 23;. NAME OF CEMETERY OR CBEMATORY | Z3d. LOCATION {City, tgrn, or county) (State)
MOVAL (Specify) ~Z A R
: J2-13-3 : Y2

24, ginERAL Gl (=) ADDRESS

{Licensed Em

5. DATE RECO. BWLOCAL REG.

12/73/)S b

25. REGISTRAR'S SIGNATURE
Herrmas L.

ﬁwa;

tmes’s Statemant on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emr
by me, or by s s e ceremeaesecracaaes , Student Embalmer No.........

working under my personal supervision..

Student....coconneien e aanes Signed........ LA ,/tf ...... e
Signature of Student Embalmer

32

Liicensed Embalmer No.7..”. .. o

-

P. O. Address fgect Lty

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




