§
-~

5-17-3

-

éggf

>
€,

I

WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

BuRRAU OF 'I'H

ED AUG } 61945 STANDARD CERTIFICATE OF DEATH Stte Fite o

Registration Diutrict No............__ ..'3.. ...... . Primary Registration District No.._ﬁ.gj_.g____ Registrar's No.

{
DEPARTMENT OF COMMERCE MISSOUR! STATE BOARD OF HEALTH 2 9 J Q ,

1. PLACE OF DEATH:

{s) County. SCott
{#) City or town SlKeston,

{If sutside city or town limits, wzite "RURAL" and name of township)
Ae} Name of hospital or Institution:

 DroMeCoMills Clinie . . ..

(If not in boapital or institution, write streat number or location)
(&) Length of stay: In hoaplta]._ox_' Institution

(8pecify whatder

In this community. b4
years, months or days}

2, USUAL RESIDENCE OF DECEASED: /I‘/‘i

{a) State.nia_soun;.. (8) County. Neu m‘dr 1d

(c) Cityor town Rural o
(It outside city or town limits, write “RURAL") o

@ sueetNo.. D _Milas So,. Wast Of Matthews.

(If rural, give Jocation)

(e) Citlzen of forelgn country? Noe (Yes or Noy

If yes, name country.

#ull ame___Haxley Dean Warren. .

MEDICAL CERTIFICATION

{City, town, or county) {Suats or forsign country}

16. e} InformnnL__ ~LeM.Warren
® Address Matthews ' Mo oR.F oD

17. (a) ..,,ﬁm.:i.ql___ ) Daethereor, B/B/A3__
Burial, cremation, or remova) _h'!onth) Day) (Year)

1G] P}acc: burial or aemuomgfgsj _l..” { ~ S

18. (@) -Simtum: of funeral dmtorHewlAlbrltton

T 20, D Mon 8
3. () If veteran, 3. (&) Soclal Secarity 0. DATE OF nmjz_l;s 'k - day
naine war. b .4 No b 4 T. ........19. > hour. e
21. I heseby certify that [ attended the deceased from.
M 5. Color ow 6. {¢) Single, wi:;wed. married,
4. Sex.. face divarced. £L T that Iast saw b alive on £-/3 e 1983
6. (3) Name of husband or wife.o..overeeoeeeeeee. 6 {¢) Age of hushand or wife if || and that death occurred on the date and hour ataled above, D "
uratlon
ie.............. — gan lmmediasmpu Ef death...,. m.‘ SN -
7. Birth date of deceased 3 3 ]
(Month) (Day) (Year) /
8. AGE) Years Months Days If less than one day Due to 4
8 4 1 9 ! hr. min
. Due to.
o. Binsonce NOW HMadrid Co, Mo 2
. {Cisy. wwa, or county) (State or forelgn country} pys
o Other conditions. T ok ;
10. Usual accugatia 3_ (Include pregnancy within 8 montks of death) .« % M:-L v
11, Industry or bus ' ' : PHYSICIAN
| R Major findings: 4 _—
= 12. Name Gow Warren 4 Of operntions Tl Underline
i3, Birtnpiace... Mo Jeo¥d . = Ark, ...~ - — 0‘1 the cause to
L tate or romgn oountr:'
{ 14.- Maiden name ﬁba& ucmihnd / Of autopsy. - 7 \ ]lhou:g'?:
o Ha tistically.
........ i
1. Blrthplace_._. " (City &mti llﬂ’ """"""" Ar'k. "1} 22. If death was due to cxr.emal causes, fill in the followi g \

7

{a) Accident, suicide, or homidde (specz[y)
(&) Date of occurrence.

¢} Where did injury occur?

@ (City or town) {County) ﬁ tate)
(d) Did Injury occur in or about home, on farm, in industrial place. in public place?

(Specily type of place)

b - While at work? __g. i (¢} Means of INJUrY .o
(b) Adgd:;m _‘ —;—-—-—-Si '&'to;n"-—--“ v ——— 23 Si_l“'lﬂ'“" L W (M‘@
19. e - .7 ) L b A - [ 7 =
O e ol aegimiart, (Registrars dgmstore) /7 Addr L0 Date

j 3 /? e (Liconsed Embalmer’s Statement on Reverse Side)
L )



i | . | RECEIVED _
© R ' . District Heaith Office No. 2,

- . " District: FJle Number E{i:.l/ﬂ ‘
| Dave Filed T__.__, __Em?_‘.(__--_
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. . .
STATEMENT, BY LICENSED EMBALMER
I hereby certily that the body whose name is recorded on the reverse side of this certificate was e.mbalfnedfby M, OF BY oo
b . e Reglstered Apprent:ce No . ,
working undeér my personal supervision,
| e s,g,,edﬁ/ (U WN
' L:censg;ls Embalmer No...- 4 810 .........................................
' RN m@ﬁh M
. e Address"Sikesto 0 | 7~
s Note: The above MUST,BE SIGNED BY THE LICENSED ENIBALMFR in hlS OWN HAI\DWBIT[NG (leure to comp]y with
. the above constitutes grounds for revoeation of license.) ~ ) . . . T

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




