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Coroner connot certify to o death due to naturol causes.

Doctor, coroner, etc. must use oniy stondard nomenclature in item 18. Mo symptoms will be listed. All
. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casually related.
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THE DIVISION OF HE

FILED JUL 26 1957 STANDARD CERTIF
Registration District Mo. QQI_  Pri

ALTH OF MISSOUR) 24 88

ICATE OF DEATH P
TATE FILE NUMBER
mary Ragistration Distriet No. .. 6 [ b g - Registror's No. .Zkéu«....—----

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deteosed lived, If institution: Resdcnjo hdwe}/
. STATE b. N camatsion
a COUNTY Stnddard ° Mo, COUNTY 3toddard /
b. CITY (If outside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY ) Ipside Limirs
OR OR
toww DBolle Ci ty Yostt NoX TOWN Belle City /D(% U Nede
c. Egké_l_?:ﬁ%gf: {1f NOT inhospital, givelocation){Length of stey in 1b d. STREET {li sutside, give location) Reside on Farm
INSTITUTION 5 Yrs. ADDRESS Yed3 Mod
3 :::‘lngr First Middle Lot 4. DATE Month Day Year
ED OF
(Twpe or print) James B, Barnes ati Jan., 19,1957
5. SEX 6. COLCR OR RACE 7. . 8. DATE OF BIiRTH 9. AGE (Fn years | IF UNDER 1 YEAR |IF UNDER 24 HRS.
O w MARMED NeveR MaRRIED [} | Iﬂ!iffﬂﬁdﬂ‘) | Manthe | Days | Hours | Min.
Male hi te wipowed [J owvorcen (| 0Ct. 28 P 1916 0 ‘
“§10a., USUAL OCCUPATION {Give kind of wwork done [106. KIND OF BUSINESS OR INDUSTRY [ 11, S8IRTHPLACE (City and atafe or country) / 12, CITIZEN OF WHAT COUNTRY? ‘
dm' mosl of, r{ g life, coen if retired) ‘
Harmyf Farming Mississippi U.S.A
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Francis Andrew Barnes Ethell Iital

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(347 . or unknown) | {If yrs, give war or dales of sersice)

16. SOCIAL SECURITY NO.

17. tNFORMANT Address

es

1,29-12-872p

Addle Johnson Iilbourn Mo,

18. CAUSE OF DEATH [Enter only one cause perdt
PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

e for (a), (b). and (c}.]

INTERVAL BETWEEN
ONSET AND DEATH

(e X%

D e

Conditions, if any, DUE TO (B}
which gace risg fo ; A
ahove * caute :e). - /
stating the under- . .
- Iving cause last, DUE TO (¢)
=] PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY
= i. ; PERFORMED? )
3 ) 4 ¢ I ves [J wo [
:E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part For Part 1F of item 18.)
& O ] a :
o w
-(l 20¢. TIME OF Mour Month, Day, Yeor
0 INJURY  a. m. .
E p.om.
E 120d. IN}JURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or aboul home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT HOT WHILE ] farm, factory, street, office bidg., ete.)
WORK AT WORK

2l. 7 attended the deceand from :/éﬁkt_%ﬂland last saw :‘Tn alive on’M_LZ#
Death occurred at 1 1( on tho'date stated above; and to the best of my knowledga, ifom the causes stated

Vo PRV Y]

ZZD ADDRESS’ 22¢. DATE SIGNED

VA Opls - o

3/ L7

2la. aunuL. CRIS;unluu‘. 23h. DATE 23. NAME OF CEMETERY OR-GREMATORV . I-Z.'.!d LOCATION (Cifp, fown. or county) (S;lm i
EMaVAL { Specify) | . R . y . L ) .
rla Jan.21,1957] “Shoemate Cem:’ Clarkton Mo,

24, FUNERAL DIRECTOR ADDRESS

Russell Mortuary Piggott Ark,

(s Tso

AJE RECD. BY LOCAL REG.

26, EGISTRAR'S SIGF{ATURE m

{Licensed Embolmer’s Statement on Reverse Side)




-

STATEMENT BY LICENSED EMBALMER . |

1 hereby certify %ﬁ the body whose name is recorded on the reverse side of this certificate was emt

by me, or byfﬁm ............. Ceveeeerieseseeeaieseeiesaasiie., Student Embalmer No..........

- -

working -under my personal supervision..

; T Licensed Embalmer ch%?

- ) - oo T ' , P. O. Addre@%ﬂ/%..
o L --'/

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).

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, -

Student ..o iiiiieaiaie e,
Signature of Student Embalmer

)



