WRITE PLAINLY—USING TINFADING BLACK INE—MAKE A PERMANENT RECORD

Nl
ol

FILED SEP 10 ‘857
REG. DIST. NO. g 3_

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH-

V40419, |
PR IMARY REG. DIST. NOeIOOD Registrar's Na..../../7..

b. Cl'll;Y {1 outoide corpurate limits, write RURAL and give

BIRTH KO.
1. PLACE OF DEATH 7. USUAL RESIDENCE (Where deconsed lived. 1f lostitation: ‘revfiencs” befors
a. COUNTY - e 8. STATE, . " b, COUNTY s nkelons.
Barry 0. Barry
c. LENGTH OF

c. CITY ) v = a7 Reslgence withiy lrats of”

Q townahip)| STAY (io this place) # £y & Incorportied town!?

TOWN Monett TN Cassvilie. m— 1 .

. FULL NAME OF (If not in heapital or lostltution, give streot sm pijocation) . STREET (If rgral, give location) M&U
HOSPITAL © ‘A—CJ_‘ / * ADDRESS &
INSTITUTION oyef 2 mitea Nopth of Cnageyilie

3. NAME OF a. (First) b. (Middle) c. (Last}
OrmMe o8 v 4DATE  (Mouth) (Dsy) (Yewn
t Twpe or Print) ALMA MARTE SHELTON DEATH 8 19 1957
5, SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yeara| IF UNER 1 TEAR | o UNDER 4 wms.
V}DOWED DIVORCED {Bpeci Last bistbdey) |Months| Days ] Hours | Min.
Fepale |White idowed 73.. 18128 |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE - : . 12. CITIZEN
df_rodunn; most of working life, |:|nnl.f ,.Jz:'a) ) DUSTRY {City oxd State or Fereign Country) é COUNTRY?FWHAT
ouse wife Hoime Crocker, Mo. USA
13a, FATHER'S NAME 13b., MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
» Willlam Sears Betty Stokeg |
|S. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 00, or unknowa) b(ll yos, give war or dates of service) . NO,
none - | M., W, Shelton, Casavilie, Mqﬂ'
18. CAUSE OF DEATH MEDICAL CERTIFICATION ITERVAL BETWEEN
. Enter only ope corise per 1. DISEASE OR CONDITION N ONSET AND DEATH
Iine for (a), (b}, and (¢} CIRECTLY LEADING TO DEATH @)
*This does nol mean ANTECEDENT CAUSES
the mode of dying, such | Morbld conditions, if any, giving DUE TO (b)
o8 Beart fallure, asthenia, | rise to fhe abore cause (a) staling
de. It means the div-| e undrrl.yma eouse loat,
case, infury, or complica- DUE TO {¢)
tion which caused death. } 11, OTHER SIGNIFICANT CONDITIONS
Conditions eonfributing fo the death but nof )
reloted to the disease or condition causing death.
19a. DATE OF OP%%Fﬁ 19b. MAJOR FINDING_S_ QF OPERATION 20, AUTOPSY? 2—
H200 | i wld
21a. ACCIDENT (Bpeciiy} 21b. PLACE OF INJURY (s.g..inorabout | 2lc. (CITY TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE boms, txrm, Isstory, street, office bidg. ewe.) 1 .
HOMICIDE ’ = W
21d. TIME (Moath} (Day} (Year) (Hour} 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF . WHILEAT[—] NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I allended the deceased from 724

197, to F-,7 , 1957, that I last saw the deceased

aliveon __£— +% _ 192 7, and that death occurred at .-_3_...{%,9_ m., from the couses and on the datc stated above,

(Degree or titlcb

ey 5N s

23¢c. DATE SIGNED

Fo lecgusd /95]

23b, KDDRESS

/;1 ..:: .

24s. BURIAL. CREMA- | 24b, DAYE 24:. NAME OF CEMETER
B-21-57 -

DATE REC'D BY LOCAL

7- 2 .57 REG.

Oak-Hill Cer

Y OR CREMATCRY Astate)

gy

1_")_937_;!“(_!:-\“ [l =

24d. LOCATION {City, town, or connty)

Tlorﬁ&n}%ﬁﬁn
RAR'S TURM
o (P)).

(Licersed Embalmer's Statement on Reverse Side)

e

Py




BARRY COUNTY HEALTH UNI
.CASSVILLE, Mo, T

v 987 4c7

DATE REC. 9-—,9._{57 )

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

3720 ¢ LT 0 - RSP Cemrenen R Studeﬁt Embalmer NO,.cvocevecrann.

working under my personal supervision..

Student .. cocviomeiiiiainnrinnancncimasmzerniareneennes  Signed®Ip LTS 7M. 2 T
Signeture of Student Ezbalmer

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

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

17 this body is not embalrned fact should be so stated above,

-~ - ~ M -
- -~ - s . A .

. . .-



