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21d, TIME  (Monoth) (Day) (¥Year)* (Hou) 21a, IRJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
A WHILE AT NOT WHILE

INJURY - ) = | “woRrK AT WORK
2. I hereby certify t}uu I attendcd the deceased from 18 , lo , 18 , that T last saw the deceased
alive on , and that death occurred at ‘L‘i._ﬁm ., from the causes and on the date staled above. :
GNATU Degroe or ti 23p. ADDRESS N 3. DATE SIGNED
BURIAL, CREMA- | 24b. DATE 24c. NAME OFIGEMETERY OR CREMATORY 24d, LOCATION (Qity, town, or county) . (Biate)
'non OVAL ) . ’
emovse 1-19-119 abanon Cemetery Lebanan,I1linois

.300 ', a:
7| FUEDFEB 2 1943  STANDARD CERTIFICATE OF DEATH State Fite Noor %ﬁx,;
. . \‘ . L)
’ - BLRTH NO. REG. DIST. NO. _3_1_& PRIMARY REG. DIST. NO. ]mg_ Registrar's No,
1. PLACE OF DEATH § 2. USUAL RESIDENCE (Where deceassd lived. If iostitution: residence befors
a, COUNTY a. STATE Mis Souri b. COUNTY /ﬁ M-dm‘!:(h/m
£
b. CITY (M cutclds corpurate litalta, wtite RURAL and give ¢. LENGTH OF ¢. CITY (If cutaide oorporate limits, write RURAL aad dvy
OR : s STAY e CR "F‘"” -
5 own St.Llouls onahin) nsm el towN St.I nun.s % 7 .7
d. FULL NAME OF {If not in hoapital or Institutbet} give street addrem or looation) d. ) -
HOSPITAL
o WSohoh enroute to-Uity Hospital B  g1" Bhestnut Ave. j :
Q 3 NAME OF a. (FIrst) b. (Middle) o (Last) l 4 DATE (Month) (Déy) GH |
& {Type or Print) Roy ©Oren . Warren DEATH Q49
ﬁ 5, SEX 6. COLOR OR RACE | 7. MARRIED NEVEEchElngIED 8. DATE OF BIRTH 9, AGE (n ro)on " oo 'pﬂ 7 e 4 v ‘
8 - O Hogrs
| Male ) White |NeverHarried |July 11,1806 | BX™ e =
2 m:;muggﬂ; ﬁfﬁ:ﬁf (Ghrskiadofxork | 10b. KIND OF BUSINESS ogr N[ 1. BIRTHPLACE (Btate or forelgn eountry) 12, CIYIZEN OF WHAT
& e Machinist ~ Center Cityp Illinois oS
< 13a. FATHER'S MAME 13b, MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND 'OR WIFE
N James D.Warren | Elizabeth Sanders None
ﬁ 15, WAS DECEASED EVER IN U.S. ARMID FORCES? | 16, SOCIAL SECURITY |'T7. INFORMANT' 5 S/GNATURE OR NAME ADDRESS
g Yeu [Wep1a Wit ‘N6Y |498~05-U4515| Edne Schneider 323 Eldredge RockHil
| {[e. cavse oF peatn MEDICAL CERTIFICATION INTERVAL BETWEEN
i || Enteranlyonecanseper | ). DISEASE OR CONDITION . ONSET AND DEATH
Z || 'timefor (a, oy, und () | CPRECTLY LEADING TO DEATH® ()
i *This doer not mean | ANTECEDENT CAUSES w ,(.‘C. @ . )
3 the mode of dying, tch M"gduumﬂ""' i a(ﬂg"gzzw DUE TO (b)\j [ | LM-M-U
THE a e cause {a
é : :‘mg fﬁ‘:: c;:.l;n;::: " the underlying cause lant. - . d ﬂ / ’
o case, injury, or complica- DUE TQ (e}
5 || tiem which caused death. | 11. OTHER SIGNIFICANT CONDITIONS * P
a : Mmmmmmammw J 3 f?)
- related to the direase or condition cavring dealh
i || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATICN . Y é/ 20. AUTOPSY?
= TION b [ w0
= ) . Yes NO b
@ || 2te ACCIDENT {Bpecity) 216 PLACEOF INJURY (o orabout | 2ic. (CITY. TOWN. OR TOWNSHIP) (STATH .+ -
E PONCIDE h»o‘mn.!nm. ln?or:.nrm.oﬂnuds..m-) . . ¢
s
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DPATE REC'D BY LOCAL REGasr 'S SIGNATU 25. FURERAL DIRECTOR'S 81GNATURE ADDRE SS
JAN 18“5@4 a ﬁu-.vfz:._, Albert H.Hoppe Inc 4700 Washlngton

“(licersed Embaimer's Statement on Reverse Side)




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

g ,  Student Embslmer No.
+ working under my personal supervision. W
Student soaeveansncennenes teeersansarsinans Signed..\ )’y\ M
Student Eabalmer 3 7 7(?
Licensed Embalmer No
i

(
P. O Adc:lresa.'._di/_.z_(:..._.Zéﬂz"/bf.(Jl;\.J m

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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