DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED APR 17194

THE STATE BOCARD OF HEALTH bF_MlSSOURI

STANDARD CERTIFICATE OF DEATH .

Primary Registration District No......g..!..g..:]_.._...

Registrar’s No

Registration District No.... LT M.

1, PLACE OF DEATH:

{a) County Shannon

{b) City or town., ..-l‘-urﬁlg eecemeean Wimn& _MD_

{1f outside eity or town limits, write “RURAL’" and nnm; o! W\lnlhlp) -

(c) Name of hospital or institution:

None. /
{If Dot in bospital or institution, write strest number or location)
(d) Length of stay: In hospital or Institution No

(Specify whether

2. _Months

In this community........
years, monthbs or days)

2, USUAL RESIDENCE OF DECEASED:

(=]
(@ sae. Missonrl () County.... Shannon_,/ 4
(c) Cltyortown ... ‘ Vinon&; ..... M O 0
(1f cutside city or town limits, write "RURAL")
(d) Street No. nural =
{Lf rura), give kocation)

(e} Cltizen of foreign country? No (Ves or No}

If yes, name country.

full NamE___Claten dayle Warren ————

MEDICAL CERTIFICATION

: 20. DATE OF DEATH: Month ADYI ... .day.... 000
3. (%) If veteran, 3. (¢) Soelal Security 1o 6. minute. D5 .M
...hour minute... 24D ]
name war. NO No.....NoO e
21. I hereby certify that I attended the d d from
5. Calor or 6. (a) Single, widowed, martied, 19, to 19
4 m 'M m—— %— """ race. ¥ divom-_'"ghild“'-c ’thﬂ,t l laxt saw h alive on - 19 _______ :
6. (5) Name of husband or Wile....._..—.ccownee. 6, () Age of husband or wife if || 8nd that death occurred on the date and hour stated above. Duration
alive. ... Immediate f death A
7. Birth date of deceased..... BN, 12th 1947 || ! ~ : -- g i-w sttt &
(Month) (Day)
8. AGE: Years Months Days - If less than one day Due to
g 3 hr. min
Due to
9. Birthplace..... ounty., _miasouz:i
{City, towp, or county) te or foreign country)
. ' ¥ Other conditions
10. Usual occupation L - (Inctude pregnancy within 8 months of doath) .
11. Industry or busi PHYSICIAN
- Major findings: . i —
a 12. Name.-RO1phus H. Warren ... ... £y || - Ofcperations .. I e Undertine
[ -
21 13, Bintholace........SR8NN0N Ccm.nty WO 4DDIPIONALL._the cuse to
?} '“' or count, (State or foreiga °"“"‘"’) Of autopsy T manid m}]ﬂ’ﬂm hould be
g 14, Maiden name. _.. ﬁ .- .-A tki.ns ...................... ourru IOH fﬁfgeﬁ sta-
*ﬁEﬁBﬁﬂ . Jtiatically.
s 15. Birthplace . Aﬁﬁhﬁwm_aountYr é 22. If death was due to external causes, filiin LWED
= —— ‘\:\ —- Q_Chy, town, of mty) ‘ (Sl-lu aruan uuun!.r_r) ) ')
hi id .
16. ta) Infurmant_ _______ Dolph,us O Wa ppen e || (@) Aeccident, suicide, or homicide (pecify)..- EPENE
- — . N
® Ad\.;dm =0 Winona s-Mo_ ._,_“_\._.._.._..... ._|{ (& Date of occurrence.. ’;4 S \
. - > N k
7. ?3) Burial = (b Date thereof.__4/b L Whess dld infury RN ? l (Cntya towh) (County) %  (State)
(Month) ‘D") “Foar) Did i m]ury occur inor about home. on farm, in industsia? place, in public place?

e (Bunnl, mmdnn ax Te
A \. TN ‘ Y
{¢) Place: burial or cremati

Signature of funeral direct;

addresitiountaip/ V
o) ®

(Registrar's signature) P

(Spmr:r trpeolvl- )
Menns of i m;ury —

,A,A,....‘.,__MQ____..__._._. Date mgned,fzfig]
7

(Datn teceived Jocal rexistrar)
S0l

(Licensed Embalmer’s Statecment on Reverse Side)

2




" )

STATEMENT BY LICENSED EMBALMER ) ¢ -
I -

I hereby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by me

I , Registered Apprentice No

working under my personal supervision,

Signed /1 ///%%;M/M" ‘
Sop ol 6
W Mj "« Licensed Em No @i / [ P
YN, G
P. 0. Address?. 2., /At d. L4 RAASL £ o,
Note; The above MUST BE SIGNED BY THE LICENS EMBALMER in his OWN HANDWRITING. (Failure to cnmpl;w

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.

L
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L v]

DEPARTMENT OF COMMERCE
, BUREAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Suate File No. _)?L

Registration District Noaj_lf_ Primary Registration District Nn.lLLa__—J Registrar's No. #
1. PLACE OF DEATH: S I! 2. USUAL RESIDENCE OF DECEASED: '
{a) County. - 3 1| (e} State (8) County
(8) City or town......... " o el = -
(lfout.n ecﬂ.y ar town. lu “write - Al and pame of towns! ip (¢} City or town
(¢) Name of hospital or institution: (If outside city or town limita, write “RURAL™)
{If not in hospital or institation, write street number or location) (d) Street No {If rural, give location)
(d) Length of stay: In hospital or institution
{Specify whether || (¢) Citizen of foreign country? (Yes or No)
In this community. ﬂ
years, months or duys) If yes, name country. «2
MEDICAL CERTIFI
[50. DATE OF DEATH: Month.... .

3. (¢} Social Security
No

3. (&) If veteran,

name war.

6. (@) Single, wido
divorced..
6. (¢} Age of husband or wife if

, married,

. 5. Color or
N| e Lo

G. (b) Name of husband or wife...._....oeooo..

4, Sex

7. ‘Birth dat;:-_ of deceased.........)

8. ACE: Vears nths ’ !@

year..z.._

Due to

Due to

9, Birthplace <3
¥, towek or %) (State or foraign cMoiry)
. Qther conditions.
10. Usual occ \-\:’/ {Inclads peegnancy within 3 months of death)
11, Industry or hrm'nﬂ PHYSICIAN
a2 \""..’/ Major findings: P
Of operations. i
g 12, Name pe. .
Underline

& a ﬁ/ the cause to
& | 13. Birthplace 7 's;( which death
o . {City, town, or county) (State or foreign country) Of autopsy.. 2 ~ should be

14. Maiden name L charged sta-
g . tistically.
2 15. Birthplace (City, town, oF county) (State o fareiga countery 22. If death was due to external causes, fill in the following:
= f
16. (g) Informant. (z} Accident, suicide, or homicide (zpecify)

(b) Address (b} Date of occurrence

{¢) Where did injury ocenr?.

17. (a) {#) Date thereof ! (City ox town) (County) (State}

{Month) (Day) (Year)

{Burial, cremation, or removal}

()

Did injury occur in or about home, on farm, in industrial place, in public place?

(¢} Place: burial or cremation
L
13. (a) Signature of funeral director. While at work?...... .. ‘S:p"_nry “?" 'f&:a;)of Y oo
b} Address a'
@ 23, Signature A C / (M., or ot/
19. (o) @) N - v /? ¥ 7
{Dato received local repistrar) (Begisirar's signatore) Address. 00 p & coail ol o] _. Date signed_ »

H o






