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

1

DEPARTMENT OF COMMERCE

Registration Distrlet No. ... 1_318

THE STATE BOARD OF HEALTH OF MISSOURI

=X ﬁMED “IUlt 20 19455 TANDARD CERTIFICATE OF DEATH
Primary Registration District Nowoo o 1 0 0 3

1)

Aw 11 2

State File No.

Registrar's No._......._..

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED;

Co

q

{State ur I.‘un:ign cot}n'ug)

14. Maiden name. ... ___ —UﬁkO'Wi‘rf
. Birthplace......Unkowm

(City, town, or county)
Inforranne BOWLN M Warner
Address..2243 Chippeva, St Loms Missouri

Burial (B Date thereofJ une_6,1946
(Burul. cremation, or fofmoval) ¢ - ﬂnlz (anl (Yur)

ie. (0 s'mmél.%ﬁﬂ i ppewa,St .Lou1s Hi§s6uri ™

+

{z) County St LoHis (@ Stawe__ Migsouri % County
(&) City or town 2 . St Louis 9{
(If outside city or town limits, wrile “RURAL™ and name of township) {¢} City or town -
(¢) Name of hospital or institution: (If outsids city or town limila, write RUHAZ‘ rd /
St._Anthony 7, treet
{If not in hospital or institution, write street nu:gher or location) {d) Street No. 5243 ”Chlppﬁ&aﬁusml'ﬁ'&'io;“m """""""""""""""""""""
Length of sta In hospital titution.........2. S&YS -
(d) Lengt y: In bospital or institutio dorami | @ Citizon of foreign country? No (Ves or/No)
In this community. Lli e
years, months ar days) If yes, name country.
: . MEDICAL CERTIFICATION
o FINT  Dr Fred Gail Warner J
20. DATE OF DEATH: Month__ % W€ gy Lt
. Social Securit
3. (%) 1f veteran, 3. (9 iy year. 1946 hour. 7 minute, 00 AM
name war, No.
I hereby certify that I attended the deceased from
5. Color or 6. (6) Single, widowed, married, ar (%, w4 py4 1., ‘f‘
1 sex._Male Q ree Rite divorced MBITIOAS |\t | 1ast saw b fastcative on C‘Z&‘-—‘LF—-— 3 3 1046,
6. () Name of hushand or wife........... 6. (¢) Ageof husgand ot wife if || and that death occurred on the date and hour stat&d above. Puration
Cora K Warner ative 9 1 cauge of deagh...... £, S
ST <o S F
7. Birth date of deceased.... MBT.CH A 1946 dt rolie. .f rvffﬂd( Py 4»4 9 Zs
(Montb) {Dny)} (Year) %(.4/] W_ M
8. AGE: Years Months Daya 1f less than one day b .."_."."_'L /ﬁl f% 3 .
. A
/ 70 3 0 hr. min !‘j\J
Due to 3.5
9. Birthplaces.c..r BUELBLO. i, - NEw York _Jo - ~
t.?hwwn,l ntceqlualy) {State or foreign l:ﬂlxn!-l"f) ) i / I g”
10. Ustal occupation ye n O&E.i‘;ff;deﬁﬁﬂ.?, within 3 monthe of death) 4 / &7
11. Industry or business = f PITYSICIAN
- . . Major findings: . . . —_—
{. 12. Name _Charles M. Warner . 2 z Of operations lotchn 1 .. - " Underline
th to
$3. Birthpl _ Vermont / By ehich death
o (City. town, of county) (State or {oreign country}) Of autopsy..r...... R should be

“tlutim“y,

22. 1f death was due te external causes, fill in:thc following:

(a) Accident, suicide, or homicide (speciiy)

lores .

{City or town) (County} (3tate)
(d) Did injury occur in or about home, on farm, In industrial place, in public place?

pecily typo of place) .o -
/ %ﬁ_.._._ {¢) Meansofi m]ury..._._.... M e
(M. D. cmioey).__.... 5"

{#&-‘;.___ Date stgnﬂ:"' %‘",‘/G

(&) Date af occurrence

{¢) Where did injury occur?

\Vhl.le at m:lrk?

3. Siguature.. -

3 720 Lt/

(b) Ad _4__1_&6)/;5 _ixmﬂmmm‘m’ Z:

19. (a)
Data received local registrar)

\kf

{Licensed Embplmer's Statement onﬁevcrlo Side)




Dr Powell
3720 e
Dr Robert G Warner

STATEMENT BY LICENSED EMBALMER

'r__\ I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.... e

ey Registered Apprentice Now-.. oo oeoveceeeeeen. ,

________________________________ Tbers et

Licdrised Embalmer No Zé7f
P. 0. Address, L8/ Y S Prracierasy

warking under my personal supervision.

Signed..

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

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




