No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INE—-MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

ALEDOCT 7 1943  STANDARD CERTIFICATE OF DEATH State ile Mo.. S%Q%D
.am-'ru ND. i REG. DIST. MO, 3 la PRIMARY REG. DIST. no]O_O_B_. Rmulmr:No........:...._..:._..._..........
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Wbaere dessased lived. If institution: residencs before
a. COUNTY a. srlgm ssouri b. COUNTY 3 _‘.gmh.hmr.

b. CITY (I'outslds corpurate limits, write RURAL and give ¢. LENGTH OF I «¢. CITY (It outxids sorporate limits, write RURAL and giva township) V/
OR townahip)| STAY tin this place) OR
Town  St.Louis TowN  St/Louis

d. FULL NAME or inuir.u n lt-rut ddrl- ot loeation) d. {If rural, give location) i
".?ssr';s%.éﬁa%ﬁg#‘& N Dﬂﬁﬁ— 3400 S.Grand Blvd. O

S.gE.l‘\:ME %F;) a. (Flrst) b. (Middle) c. {Last) 4 p,q'rE (Month) (Day) (Year)
m-peormu) Albert Warner DEATH September 26,1949
6. COLOR OR RACE ) 7. MARF‘!..:ED IBIE\}ISSCESRR]ED' 8. DATE OF BIRTH -] §. 1.‘Jl\‘.(‘?.E (Is years 1: OO 1 YEAR | I ONDER M ks,
{Bpacify) ] oatha| Days | Hoorm | Min.
Malo [ | i e WigovED, oRCED eomi)  Mar .10, 1877 72 g 13815
10a. USUAL OCCUPATION (Giwe kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forstén oountry) 12. CITIZEN OF WHAT
done duting most of working Life, even if ratlred) DUSTRY Y1
Laborer Buna , Switzerland Selle
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME Jfa. NAME OF HUSBAND OR WIFE
Jacob Warner . Katherine Rugge
I5. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURLTJ 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
(Yea, 0o, or nnknown} | (If yes. sive war or dates of service) . Sister II‘BIIS ] 5400 S.GTand Blvd.

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

DONSET. AND DEATH
| Enter only onecsussper { 1. DISEASE OR CONDITION ‘d I( ‘) _
Jine for (a), (b, and (o) | DIRECTLY LEADING TO DEATH® (5 MW—I— WJ—-.Q_, l’r: .

*This does not mean | ANTECEDENT CAUSES b > e !

the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b) c l"’ l“ ALg a&”"q

s hear! folltire, asthenin, | Tise £o the above cause (o) sating . — i
the underlying couase last.

e, It memns the dis-

case, infury, of complics- DUE T°““’ - : -
tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS :
Conditioms contributing to the death but 7 - —— 0
related to the disease or condition causing mm /}
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION ' ; /20, AUTOPSY1
TION
~— e , _ ves L) wo [J
2la. gUmICIPDEETP (Bpecity) 2ib. PLACEOF INJURY (-;‘;houbm 2lc. (CF .T(inOR TOWNSHIP} (COUNTY)
e boma, farm, [sotory, sireet, ofics bldg. e10) ’ ' ' '
HOMICIDE — ' Onnss 4 3 2 W-
210. TIME (Mooth) {(Dwy} (Tew) (Hewss | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?  °
. WHILEAT ] NOT WHILE
INJURY —— m. | woRK AT WORK
2 T hereby cerjify 4hat I attended the deceased from?%j_z 1917_ o -26 19 , that T laat’Zw the deceased
alive on 2l 19_1_‘]:, ond that,deat occurred at %90 Ay, , Jrom the causes and on the date a:ated above

b Dq;reeor l.ll.le) zab ADDR )1 E Z su;;

dN REHOVAL ety 24, I\AHE‘OF CEMEFERY OR CREMATORY .| -244. LOCATION {Oity, town, or oounty)’
Tal o 9/57 /49 St .Peter&Paul . Cemetery .St Louis . MO.

BURIAL, CREMA-

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGMATURE ‘ADDRESS
SEP 26 187 5 /7 é . Py JohnH, GebkenSonsUn d1Co,2630CGravois 4ve,
) (Ticensed Embalowr's State Side) o

] on R




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

et LS Redd et oo et am o e n et e S eE e A et 18 ARt ek s sme e sem e eoe A So a4 ee A4 ee et e b ee e oot nee e ne e sreramen Student Embuimer No.

“Signed e test 7,/_:@.4%&&/ ......

ST gNed.ivasenssccsacoscsaccnsessssssnnanncanvas Licensed Embalmer No
Student Embalimer
P. 0. Address__ 2300 S,Grand Blvd,

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.)

IF this body is not embalmed, fact should be to stated above. .

- 0 - "




