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

| FILE{]'MAR

11955

' BIRTH RO. J‘?ﬁr js-n:s DIST. NO. 3 /7

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATHQ Y siae Fic Ne..

Wo._— T - : Regi.

PRIMARY REG. DIST.

6718

sirar's No. ....‘2..3 2 —

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. I & : residence befare
COUNTY .STATE' AR b. COUNTY adimimion).
2 COUNTY g4 7 g Z || v ST Ry, St Louis ™™
b. CITY (l outsfde corpurate limits, writa RURAL and give STA‘;(ENGTH OF ¢. CITY ¢t cmlddo corporste limits, write a5 give township)
in this )
oW Clavten 1D, AT AT Town Lemay Y
. FULL NAME OF (f not in hoapital or i ion, give atreet addrees or location) || d. STREET. razal, .mlmum),‘h-b
HOSPITAL OR ADDRESS
institurion DOA St Lo‘uis County Hospital 9837 #errin ave, . e
*Otteasep o Y b- (Middle) o Last) N |4 DATE _(Mouth). (Day) (Yew
(Typeor Prine) JBNEB Kirk Warren e Jaruary 29,1955
5. SEX 6. COLOR OR RAGE | 7. M%ﬂgg rslserrggcrgsnmﬁn | & PATE OF BIRTH : 5. l:\fm:;)m ;: moca ) YR [ ¥ ot u .
3] (ﬂneclh' N an Days | Hours:f Min.
Male | White never married ‘Uamary 11,1955 S~ | 38157

10a. USUAL OCCUPATION (Citvie kind of work

10b.

KIND OF BUSINESS OR IN- 11. BIRTHFLACE (8tate or foreign oountry)

12 CITIZEN OF WHAT
UNTRYT

(If yoo. kive war or dates of service)
none

nons Cecil K, Warren

done during most of working Life, even if retired) é o
wamaeAlO N Clayton,Mo, .C.A.
13a. FATHER' S NAME 13b. MOTHER® S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE ™
Cecil Kirk Warren- Gladys Grecey Ry V7Y 4
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURH‘J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown) .

9837 Ferrin ave. Iemay,Mo,

18. CAUSE OF DEATH
. Enter only onecanse per
line for (a), (b), and {(c)

*This does not mean
the tnode of dying, such
a heart fallure, asthenia,
eie. It meana the dis-
eate, Infury, or o

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(5)

ANTECEDENT CAUSES

« Morbid eonditions, if any, gleing DUE TO (b)

MEDICAL CERTIFICATION
UNENCYN NATURAL CAUSES

INTERVAL BETWEEN
ONSET AND DEATH

rise to the obove cause (o) stating

- the underlping couse last.

DUE TO (c)

tion which caused death.

[i. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but x0f

related to the disease or condition causing deafh. A‘ B
19a. DATE OF OP_FE,JN 19b. MAJOR FINDINGS OF OPERATION ' V' » 20. AUTOPSY?
7955 | w0 w®

21a, ACCIDENT (Bpecily)’ 21b. PLACEQF INJURY (e.g-.dnorabout | 21¢. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)

SUICIDE N bome, farm, fagtory, strest, offics bldg..e14.) . .

HOMICIDE '
214. TIME (Month) * (Day) {(Year) (Hounr) 21e. INJURY OCCURRED | 2if. HOW BID [NJURY OCCUR?

INJDURY WHILEAT[—] NOT WHILE

WO RK AT WORK

22. I hereby certify !hat I attended the deceased fram

alive on

, 18

and that death occurred af

19— o . 19

, i};m.ttl last saw the fjec;;;ed
m., from the causes and on the daie stated above.

JoeDe Local Replsirar

23b. gDDREES

51 s. Brentrrpod Blvde

23¢. DATE SIGNED
2 s

= sonm e un R dl oo
Herbert ¥. Domke, H. Reg g

24a. BURIAL, CREMA-

TION, REMOVAL (Bpedix)
ial

DATE REC'D BY LOCA

RS T4 -

24b. DATE

Jan

_.31.19_5_5_St,1r_1.ni:l'.y_c_emem
REGISTRAR'S iIGNATU !‘ | D

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (City, town, or county)

2000lenay Ferry Road Lemay,Mo.

7 (Btate)

FUI:gHAL DIRECTOR'S SIG“ATURE § DRESS
E JHoffmeister U.&.L.Co., 7814 .Broadway

Ky O_(Liremed Embalmer’s Staternent 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——

. s Student Embalmer Nowueisuesereonnascssens
working under my persona! supervision,
. - - Ty lll
Slgnedecviecrrrrasiaces crrerereinaaninnens S TP 3,?‘7/
Student Embaimer Licenzed Embalmer No

P. O. Addrcss_z.&fyé "1 =2

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

~ - 1f this body is not embalmed, fact should be so stated above. T . .

L] +* . . . »




