THE DIVISION OF HEALTH OF MISSOURI
Health,

L, Wellare STANDARD CERT"ICATE OF DEATH 3 ) STATE Fa'g UMBER B
Public . ; . ‘ Ia
Service __' i | “___ _______________ . . i 7: h i istri .. Y . Regis e e
. B 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacecsed lived. |f institution: Residence befere
a0 O a. COUNTY S+, Louls o STATETLLINOIS b COUNTSL, (1efdpigsion)
1-57 b. C:)TRY {If outsida corporate limits, give TOWNSHIP only) | Insida Limits < CITY Zid o Inside Eimits
“ oM St. Louis Yeos B No ] rom Washington Park § | Yefd veO
c. FngL-I NA{%%&JF {H NOT in hospital, give tecation) | Length of stay in 1b d. i.lr)%%EE‘gS {I¥ outside, give location) Reside on Form
HOSPITA
04‘ nsTiTuTion Barnes Hosp. 3 _dyas Tl 2300 N, 53rd St, Yes [ No[g
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoor
(Type or print) . OF
LOWELL JOSEFH .. BARNERD DEATH Oct, 30, 1958
5. SEX o 6. COLOR OR RACE| 7. MARRIEDB}{EVER marrieo[ ] 8. DATE OF BIRTH 9, AGE Ei,:‘m:;; ::‘r:ﬁER;:yEAR l:el:I‘:{-DER z;:ns i
Male whi te wooweo(]_oworceoD)| Nova 7,1913 | LT | l
100. USUAL OCCUP ATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
iunni{nOGCaiwnrkl life, wven if retired) |ND§TRV R - ,
Ch New York CenesR.R. Sparks Hill, Il1l. U.8.4.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14- NAME OF HUSBAND OR WIFE
Nathaniel Barnerd Elizabeth Newton Elsia Barnerd
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? us socm. gcug'rv Nn 17. INFORMANT Address 2300 N, 53rd .
no, or unknawn) dates ol satvice)
o R | (1A 2 6 A l1sis Barnerd East St, Louis,I]11,.

13 CAUSE OF DEATH {Enter only one ] line for (@), (b}, and {c}.)

PART 1. DEATH WAS CAUSED £Y: ! /
IMMEDIATE CAUSE (q __/ AAAARS Ay M M—'C-

Condiion, 1f o } DUE 7O ( L8/ , -7_0-“444—' (%d lo. )

INTERVAL B \"l;rEN
ONSET Al

above couss (d),
stating the wunder-

lying cawse last DUE TO (¢} ;
PART Il, OTHER SIGNIFICANT T h o, termingfhe) gnd 19. WAS APTOPSY |
PERFDRMED?
YES[{f] NO []

200. ACCIDENT SUICIDE HOMICIDE JU (E |

O O 2l Sleieiley O %ﬂ/
Xc. TIMEOF .Hour Month,Day, Yeor N/l « , ARttt J/ it
/oS gm (PR NSE 4%

20d. INJURY occuRReo. 2We. PLACVSH Y(eg,t or shout home,| 20f. CITY, TOWpY OR LOCATION T"U COUNTY STATE |
WHILE AT~ NOT WHILE — farm, tdg., etc.) * 277 |
WORK AT WORK a (-

MEBICAL CERTIFICATION

USE ONLY BLACK INK CR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cousolly reloted.

_ 21. | attended the deceased from ’V - and lost Enw: alive on
Death occurred ot /0\56 4 m on the date stated obove; and to the best of my lmowhdqc, from the causes stated.
. /223 NATURE | {Degrog or title) 22b. ADDRESS . 22¢. DATE SIGNED
< //ﬂ Z,@/ @M (o] M ro37/SE
23a. BURIAL CREMATION, | 23b. ﬁ ’ 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cil;,'lnwn: ‘or county) {State}
210 o - w et 11/3/5'8// Mt., Carmel Belleville, Illinois
24. FUNERAL DIRECTOR YDDH ESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIG URE
95}7!.} I/East St. Louis, Ill DPT3 1°EQ

rcoreed Eonoimers on Reverse Side) & g'da. /



T
T
- - * - ‘ - -
STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ......oooovinnnniil 2t ool W‘—"‘Q—""e#— .................. ., Student Embalmer No. ...................

working under my personal supervision.

Student ooeeevniiiii e e )
Signature of Student Embalimer

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

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

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

=




