THE DIVISION OF HEALTH OF MISSOURI

ho-300 l FLED APR 2 1943  STANDARD CERTIFICATE OF DEATH st e o, LOILY
6 ’BiﬂT"l NO. REG. DIST. NO.J[ 7 PRIMARY REG. DiIS5T. No-‘?_oéi_. Registrar’'s No qu-‘l

q 1 PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosssd Lived. 1f instlhution: residance before
J' a. COUNTY St Louiﬂ County a. S'TATEM18 souri b. COUNTY St Lowj:;-ion)

b. C(I)TY (Xt eutsida corsumte limtis, welte RURAL and alve | £ ENGLH I’;:.)F c. cg’g (If outaide porporate limits, wrte BURAL and glve townahip) / z
oww  Clayton, MissousT™”|* Y ¥“§a Fh 1om Ferguson
d. FH&)'SLPWAH?_E OF (If not in hospital or Instiution, give strost sddress or lq:,aon) d. A%?RF.SS {If rural, give location) '
wstotion: St. Louls County Hospital 9809 Ventura L 7
3. NAME OF a. (First) b. (Mlddle) ©. (Last) 4. DATE (Month) (Day ear
(Tvoeo oy WARREN Q. THORNBURGH oS Peb, 10, 1949
5, SEX @ 6. COLOR OR RACE | 7. MARRIE% NEVgEchéBRR 1ED, 8. DATE OF BIRTH 9, AGE (l:;:;;n LI; UNDER | YEAR ;:::: H WS,
Mays White "WEEL OO Sept. 4, 1859 BT |MET| AB| ") e
‘D:mus«i".ﬁ ﬁg?::m&tk;:n;ml; 10b. KIND OF BUSINESS ?JETE“E 11, BIRTHPLACE (Ssats or forsizn eountry) ] ' 12, CLTP}TZIE{\"?FWHAT
None Marine, 11linoils
138, FATHER'™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR IIFE
William Thornburg H Sarah Crandall | Susan McFadden
Eff.,?fff.ﬁﬁf E‘&f?..'".i‘.’.f.fﬁ“ﬁ&i?ﬂfﬁ’ 16. SOCIAL SECURE'& I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
| : E11 Thornburgh Above address

18. CAUSE OF DEATH ME| CERTIFICATION INTERVAL BETWEEN
Enter only onacsuseper | 1. DISEASE OR CONDITION . - osshi:r AND DEATH
lne for (a), (b), sind () DIRECTLY LEADING TO DEATH® ) _&%_

“Thir does not mean ANTECEDENT CAUSES -

the mode of dying, such | Morbid conditions, if any, giving DUE TO (D)
a8 heart faflure, asthenia, | rise to the above cause(a) eating -~ -

G TINFADING BLACK INK—MAEKE A PERMANENT R.ECORD\J.

de. It meens the diy. | A underlying cause losl

ease, infury, or plica- .- DUE TO (

tion which caused deazh, | 11, OTHER SIGNIFICANT CONTITIONS

Conditions contributing to the death bud nol W
related to the disease or condition cousing dealh. .
19a. DATE OF OP'FIRCJAP«; 195. MAJOR FINDINGS OF OPERATION T U ‘ 20. AUTOPSYT — °
AT :
. - - : . 1y 7 ves [ ] wo E/

21a. ACCIDENT {Elpacily) 21b. PLACE OF INJURY (ag.. norabont | 21c. {(CITY, TOWN, OR TOWNSHIP) ‘ {COUNTY) (STATE)
h SUICIDE . home, larm, fagtory, streat, office bldg., e14.) CEE B
é HOMICIDE . ’
g - 21d. TIME ~ (Month) (Day} (Year) (Houn .| 2la. INJURY OCCURRED 21f. HOW DID INJURY OCCURT

WHILEAT[—] HOTWHILE - .

J‘ INJURY. . WORK AT WORK
» 2. I hereby ‘certify that I attended the deceased Jrom Feb., 1 19 49 lo Feb 19 , 19_2¥ 49 that I last saw the deceased
E alive on _EQD_JE_ 49 | and that death occurred at B_._QQ.Bm., from the causes and on the date stated above.
5 2. SIGNATURE ) {Degree or r.me) 23b. ADDRESS l TE SIG
] DN é m /)d—% St-Louis Co Hospital Clawvton N/ Z € 9
E BURI CREMA.- | 24b. DATE 24e. M\\IE OF CEME!'ERY OR CREMATORY 244. LOCATION (City, town, or oounr.y)/ (#ate)

TION REI {Epecity) P m somrl
§ Burial 2-99_40 \ ﬂ_[‘\_ a%er son, Mis 4

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU ,

Byl ALY v 7

o =3

fatetmenit ofi 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.

- . Student Embalmer No.

working under my personal supervision,

Student ..... deseccennan E;“;.'. ..... treanuass Signed %f @W
Student almer ) . . F

= AP o . Licensed Emhalmcr Nogé g_ﬁ

P. O. Addre&.ﬁ / l{)

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWRITING. 0 comply wit
the nbovve constitutes grounds for revocation of license.)

chubodyunotembalmed.faashouldbemmedabwe.




