THE DIVISION OF HEALTH OF MISSOURI

[ 1Nl
o.300 ! 4 . g §
o e Ly MAY 17135 STANDARD CERTIFICATE OF DEATH St i o A IR
BIRTH NO. — _I_I_E_G_- DiST. NO. _31— PRIMARY REG. DIST. ND-J_0.0B Registrar's No, ,_,....Q...jé;&d
1. PLACE OF GEATH : 2. USUAL RESIDENCE (Where decessed lived. 1f institution: residence before”
a. COUNTY . a. STATH isgouri b. COUNTY adinimion},
o} - H. ab. CITY (f outeide corparate limita, write RUML-ndglv;m g:rAl;{ENGTH- OF-f - c.'ng R i I AR N .
! I this )] |
TOWN . St, Louis, Mo, . e uBmiel youn St Louis . 2 H "“m'
d. FULL NAME OF (If aot ia hospital or Insthation, give street address or location) . STREET (p
HOSPY : P % 0
SIS  BARNES HOSPITAL (oores  4848"TEEEYSs Pl 73
3. NAME OF a. (First) b. (Middie) c. (Last) “DATE (Man) (Day)  (Yew)
( Type or Print) William Thomas Warrance DEATH May 6, 1954
5, SEX o 6. COLOR OR RACE | 7. M{AR%‘I"EB. E%ERC%SREIED'/ 8. DATE OF BIRTH 9.¢G5hgnd:;;.n h: ur LYER | o owoem u s,
. . (Bpecif; it ont D .
Male | White Hern Poq o @) | Mar 31,1886 )| Dar | o) i
w:ﬁ;iun OCCUPATION (Givebiud of vrk | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLACE (1) sad Seace o Poreign Camatey) D 12_CITIZENOF WHAT
ootrician Maintenance St Louis Mo .S.
i3a. FATHER'S NAME : Co 13b.. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
i George Warrance 1 Anna Lowery J Katherine Warrance
lg{. WAS DEC%E:) E\(IER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLTJ 17, INFORMANT' S StGNATURE OR NAME ADDRESS
o, 30, OF U/ wh, N or dates of servioe} . .
o ™ RIS : Unknown  |Katherine Warrance 4840 Cupples Pl
18. CAUSE OF DEATH - : : MEDICAL CERTIFICATION . ISIEHVAAL BL;I‘EV:I::I_EN
 Enteronl I. DISEASE OR CONDITION H
Hige for (a3, (b, and @ | PIRECTLY LEADING TO DEATH®(y) Aspiration Pneumonia . Seyeral Hours
J—— ANTECEDENT CAUSES
$This does not acan Gastro-enteritis Hemorrhagic 5 Days

the mode of dying, such | Morbid conditions, if any, gloing DUE TO (b
ot hearl failure, osthenta, | rise fo the %ﬂ;ﬂfﬁ) dating . : cen e
ee. It means the dis- mderly T y e \

veue, infors.on comtion. puETo (¢  Hodgkinis Disease : 10 Months
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS .

Cnditions contributing fo the death but not
related o the disrease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS QF OPERATION . . ‘| 2. AUTOPSY?
TION . ) .
. - & YES E NO D
21a. ACCIDENT (Bpedily) 21b, PLACE OF INJURY to.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) ({COUNTY} (STATE)
SUICIDE home, farm, Iactory, streat, offics bldg.,ate.) .
‘HOMICIDE . . .
21d. ngE (Mouth) (Day) (Year) (Hour 2ie. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
. L ) T . WHILEAT NOT WHILE
INJURY . = | “work AT WORK 20/ 3(
. I hereby certify that I attended the deceased from Apr, , Iﬁ_i’-k lo __Max._._ 19_5’4_ that I last saw the deceased
alive on _ 6 , 1 , and that death occurred al from the causes and on the date siated above
. 23a SiGNATURE L. . (Degme or titl 23b. ADDR . 23¢c. DATE SIGNED
‘ ﬂm & M. D:b! BARNES HOSPITAL ,55'-.-7.;‘-3{

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

TlO BUR IA‘}. CREMA; Z4b. DATE . i 24c AME OF CEMEI'ERY OR CREMATORY 244, LOCATION (City, town, or county) . 4 (Btate)
REM {Bpadly’ .
i AEL 5-8-54 | alvarv St. Louis Mo

MAY Ys A S 15“""151313’;55”3"%0 \ias%‘ifhgton

(f-_Jr-n.r s S ouR Sid!)

e S




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
DY Me, OF BY ..ottt ittt itarrra e rnre s a s aeananaa e PN . Studeﬁt Embalmer NO,..........

working under my personal supervision.. : ™ . b

Licensed Embalmer No..é.{/d‘
- P. O. Address..,(ﬂayﬂ

------------------

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
7 this body is not embalmed, fact should be so stated above.



