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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE
UREAU OF THE CENSUS

ALEDAPR & 198

STANDARD CERTIFICATE OF DEATH

THE STATE BOARD OF HEALTH OF MISSOURI

State File No. 9285

Z O

Registration District No._. Primary Registration District No. M MY ¥ Regisirar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: s ET -} -1 4 -t
wrence el S e

{a) County. L2 @ S, Missouri O Coniy. Andrew o

(¢} Cityor town.......... LEFANE voLere

m’w or town limits, weite "RURAL” nad name of township)

RS N I 2 N PRI T
W “Savannah

2
L/
4

{I1 autail t
{¢) Name of hospital or institution: (e} City or town... (Ir outside cll.y oF town lmnu, write]” "RURAL"}
—..Msgsouwei State Sanatorium (@ Street No..= o 1 T
+'  {1f oot in hoapital or institution, write street pumber or location) {if rural, 'we lumlion)‘ " - -M
(d) Length of stay: In hospital or institution.......d....g....dayB........................... L oo
(Specify whather || {(¢) Citizen of foreign country?, (Yes or No) /
In this community....__,,,,.....3:,[1&“’?3
years, months or daye) 0 .~ If yes, name country, .
~ MEDICAL CERTIFICATION
3. (&) PRINT .
FuLL NaMmE.... Sterling Leroy Warner . ... .
oy\ 20. DATE OF DEATH: Month____Jan. .. _day 5t.h

3. () If veteran, 3. (¢} Social Security

‘\\
name war. No No_sw-{)rznsss‘_s
0 5. Color or 6. (8) Single, widowed, ma:éd\?,

4. S‘ex.me racc...,...mt.a

6. (b) Name of husband or R N

dworced.-smgle

6. (¢) Age of husband or wife if

18. (o)

21, I hereby certify that I attended the deceased from

Jhour

Jan._2 1948 oo

that I last saw b {10 ative on Jan. 5

N 19.68;
1048;

and that death occurred on the date and hour stated above.

Duration

- alivc.._...............:._:...3;cars Immediate cause of death
7. Birth date of deceased...\... . Deﬁ. ................ l%bm.w 9161‘ ____________ Massive. terminal..
: e il e il .. pulmonary. hemorrhage
8. AGE: Yeara Monr.hs Days If less than one day Due to,..... Fﬂmmcdhﬂmmry’
31 | o 22 o T | pwm— Tuberculosis. ..
Due to..
5. Pirthpinc.. Andrew. County: ... ..M ssourd. ( = -
(Cily, town, or co l-)') {Btate or foreign couniry)
Ot el CORAR OIS e oo ee e e e e e mnn
10. Usual occupation Truck, Driver {luclude preguancy within 3 months of death)
11, Industry or butiress P ey o e e PHYSICIAN
- jor findings: .. . -—
B 12 Name 0¥ Warner A, || apetattons. ezt e D Underl
4 nderline
= Andrew County . Missourd b AEN the cause to
I & 13- Birthplace. . P S 28 which death
er munl.)) (State or foreign country) Of autopsy ' i ?ﬁﬂ? should be
§ 14. Maiden name. Opﬂﬁ. 0 ' l o rt:h::rgeﬁ 8ia-
I 15tically.
§ is. Birthplace........ éﬁd‘f‘ﬂr—g‘:&"}-‘lﬁy m;—u—n;;~ 22. If death was due to external cz{uses fill in the following:
= . , ¥
16. (@) lnformant. E.mm:mchﬂ EJ _Recoaord. Glerk e {a) Accldent, suicide, or homicide (specify)
®) Addrezs_._ MO, tﬂt@-s an.M:!‘.. .._MQ._... (8} Date of occurrence
17. (a) ..._P= - b) Date thereof ) bt I?.-.ﬂ (c) Where did injury occur? (City or town) {Couxty) (J1ate)
{Buria}, cremation, or removai) (d) Did Injury occur in or about home, on farm, in industrial place, ia public place?

(¢) Place: hurial or cremation,

jrecior.

Signature gf funeral

A
% e

&) A
19. (a)} .. E. £
(Date

K_..m @ -

mnr)

(Specify type of place)

‘While at, .work?..

o ,@m

23. Signature..
Address

(e} Meansofi m]ur;_.._

(Licensed Embnimcr’a-étutement on Reverao Side)




RECEIVED o :
District Health Officer No. 8, : .
District File Numborﬁ;ﬁé-ﬁ - 339 e

- ——

Date Fied __MAR 317948

"o e

nd
"

STATEMENT BY LICENSED EMBALMER

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

@. )&Q——- , Registered Apprenti;:e No..:

working under my personal supervision,

T

. ¢ - Licensed Embalmir No....r 8.2

P.0, Address_.M .............. 5.20e.......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)
" Tf this body is not embalmed, fact should be so stated above. .

-~




