MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE
ON THIS STUB

AMENDED

Registration District No. . ________

.}..?._-..annry Registration District No. _3____9__-5.__,Regluur s No. ____2.‘4‘_4

VS 300
Rewv. 4/ 59

]r‘:/J 2/

DATE AMENDED

1. PLACE OF DEATH
a. COUNTY

T

Bates

2. USUAL RESIDENCE (Wharc decensed lived.
b, COUNTY

a. STATE

Mo.

If institution:

Cass

Residence before

admission)

TOWN

b. CITY [If outside corporate limity, givea TOWNSHIP only)

Butler,Mo.

Length of s1ay in Ib

7 days

c. CITY
OR
TOWN

Archie

Inside Limirs

Yas [ No ac

HOSPITAL OR
INSTITUTION

¢, FULL NAME OF (If NOT in hospltal, give location)

Bates County Hospital

Inside Limits

Yes @ No [J

d. STREET

{If cunide, give location)

APRESY Miles East

Reside on Farm

Yes [] No Ii

3. NAME OF DECEASED
{Type or print)

First

Middle

Last

4.

DATE

Month

Yeoar

Cora

Barnard

December

DEATH 16 1963

May

5. SEX
Female

4. COLOR OR RACE

White

7. Married 1
Widowed &

Naver Married ]
Divorced O

8. DATE OF BIRTH

1/28/197

L

. AGE {last birthday)

89

IF_ UNDER ) YEAR
Montha Days

IfF UNDER 24 HR
Hours Min.

10a. USUAL OCCUPATION

Give kind of work deng

10b. KIND OF BUSINESS OR INDUSTRY

1.

BIRTHPLACE {City and stale or couniry}

12. CITIZEN OF

WHAT COUNTRY

during mest of working life, even if retired)

Betired
T3a. FATHER 5. NAME

John Demott-

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, no, or unknown) [ (If yes, give war or dales of sery
[ L)

Bates Coz: N&:) . ISA
14, NAME GF USBAND OR WIFE

oster Arthur Barnard,Dec.
17. INFORMANT Address

Mr,John Barnard Archie,Mo.

INTERVAL BETWEEN
ONSET AND DEATH

No

a Foster
T3b. MOTHER'S MAIDEN NAME L4

Elizabeth

16, SOCIAL SECURITY NO.

IB. CAUSE OF DEATH [Enter only vne cause per |ine
PART t. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

1 "y [

AL -, PJ__._ o
O

. ~

DUE TO (b} _w_éd#ﬁ%g
DUE 10 () &'ﬁ-ﬂﬂ.—‘—d J@&/‘—v—‘ﬂ-l_—‘-

there a pregnancy in last 90 day

TING TO DE;H but not H!llEd 1 the terminal
A - . 'E Yes | O Ne I O Unknow

S
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)

7 g

DOCUMENT

Conditions, if any,
which gave rise 1o
asbove cause (a),
stating the under-
lying causa last.

PART 1.

/8977

w
[
[=]
<
ui
=
w
<

PART ILI. If deceased was female wa

_ WAS AUTOPSY | 20a. ACCIDENT
PERFORMED? O
yesO ~NoD | .

TIME OF Month, Day, Year |
INJURY

sOILIDE  HOMICIDE
m] a

I

MEDICAL CERTIFICATION

Houl
am.
p.m. e

. INJURY QCCURRED 20e.* PLACE OF INJURY {e.g., in or about home,
WHILE AT WORK farm, far.?ory, streat, office bldg.. etc.)
i

. N'OT‘WHHE.AI: Wi s P £
z - /?60 _AM_LG’,—H nd last sawj&ulive ° / . L (< ;

,b 0 m on the data mated sbove, snd to the best of my knowledge, from the causes stated.

Death occurred at :
22&.?".“!5 gegrec or'hﬂe) @
23d. LOCATION {City, town, or county)

232, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
Adrian,Mo.

REMOVAL (Specify)
BuI‘laT 12/19/12)2:%5 Crescent szﬁlgfkrsgggng?oeci REG. | 26. REGISTRAR'S SNA'IURE

24. FUNERAL DIRECTOR
Ia-/F 7943 -
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20f. CITY, TOWN, OR LOCATION COUNTY

RK [

- 1
. | attended the deceased from

22¢. DATE SIGNED
13/

{Srare)

22b. ADDRESS

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

m-—m-w ’ﬁﬁcbﬁfz{ MM; Mme.

{Licensed Embnlmer s Statement on Revarse Side)




1. -t .
*STATEMENT BY I.ICE__NSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - a : - Student Embalmer No.
working under my per's;onal:supél;visibn'.

Student

Signeture of Student Embalmer

Licensed

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

. If embalmed by a STUDENT, ‘he also shali sign in his OWN’ handwrlnng

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