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, lo 4.8. 19 6 19 , that I last saw the deceased

., Jrom the causes and on the date siated above.

22, [ hereby certif; th #I altended Jw deceased fromjl’w_c,.%
L 195 F

alive on and that death occurred at =~ "

o.300 } .
o2 STANDARD CERTIFICATE OF DEATH e Fite s
BIRTH NO. REG. DIST. NO. 1 &0 . PRIMARY REG. DIST. NO. i/& Registrar's Nom%fgﬁ.
q D 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. 1f Instisution: residence befors
3 , a. COUNTY Gentry ] a. STATE M.O . b. COUNEentrv adininaion),
H b. CITY (If outelds eorpurate limita, write RURAL and give ¢. LENGTH OF c, CITY d. I
/ OR townabip) Y (ig this place) OR o e aeatest s
P, ral
o Town King City gﬁ. l&‘rs o Town King City 2 WG
1 d. FULL NAME OF ¢If not in hoapital or institution, give streot addrees or locatlon) o STREET (If raral, give location) P f [
Q HOSPITAL OR ADDRESS & 3 C)
o insTiruTion - At Home
a BgE‘AcMEESOEFD 8. (First} b. (Middle) e, {Last) 4. DATE ] (Month) (Day) (Year)
= (Typeor Printy  CLOTE B Warren . DEA'n-I 4.8, 1956
é 5. SEX / 6. COLOR OR RACE | 7. ﬁ&%ﬂﬁg EF\YOEQCQSRRIED" 8. DATE OF BIRTH 9. I:Gg'g::l:t;n LI; m':::u tTEAR | o OWDER 4 was,
% {Female '|White W N 10.11.1880 S bisdnos | Somaa ] ‘Dare | Houee b
11, 75.1. 12 8
; 10a. USUAL OCCUPATION (Glekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12. CITI
5 Hgnﬁdurh: mmmfﬁruum...:‘:ﬂ :.‘,;:rg) 0 DUSTRY OB ri an U e(C:ty and State or Foreign Country) / U COUN%ERP“(?FWHAT
= S2ewor game nn
B .
< 13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
o | John W. Mcpbee Khoda #c Re Kobt. S. Warren
1= I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S. SIGNATURE OR NAME ADDRESS
< {Yos. 0o, or unknowa) | (If yee, give war or dates of sorvice) NO.
= none Allce Kizer. Mexico Mo,
! 18. CAUSE OF DEATH MEDIgAL CERTIFI 1ION Imzﬂv».\‘lag%rg\qﬁiu
= . Enter only onacause per f. DISEASE OR CONDITION R ;5’
Z || 1inc for (), (o, and ey | DIRECTLY LEADING TO DEATH" ) 9’ M&L
E *This does not mean ANTECEDENT CAUSES c € m z 7 9‘98
= || #he mode of dying, such | Mortid conditions, if eny, giing DUE TO (b) b A
| a8 heari faflure, asthenio, | 7ite to the abooe cause (o) stating
& de. 1t means the dia- | the underlying cauase last.
o case, injury, or complica- DUE TO (c)
= tion which cavsed death, | 11, OTHER SIGNIFICANT CONDITIONS
- Condilions contribuling to the death but ot .
a related Lo the disease or condition cousing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
= TION L 29
= 2 ves [ wo [ ]
=
o 21a. ACCIDENT (Bpecifr} 2ib, PLACEOF INJURY to.x.. inorsbeut | 216, (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE}
h SUICIDE . homa, farm, factory, sirest. office bidg..ete.)
L’: HOMICIDE
g 2id. TIME (Moatb) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if, HOW DID INJURY OCCUR?
I INJURY WHILEAT NOT WHILE
) WORK AT WORK
o
174
o
-t
]
B
2
[~
2

23a. A {Degroo or tit} 23b. ADDRESS 23c. DATE SIGNED
& 53’4/0/6 4- M ?’ King City Mo .10.56
%4& NBgRIAL 24b, DATE 24c. NAME OF CEMETERY QR-CREMRTORY 24d. LOCATION (Oity, town, or co:mty_) {State)
BURTaL " 4,10.1956 | Klne Citiy King Ccity Mo
DATE ISEC D BY LOCI:EAGL REGISTRAR S SIGNATURE ~ . ’J}L.Dl RECTOR® SLGNATURE ' ADDRESS
Gl ST\ 7 oecte Willianss ] V2 S"Ring uity mo

(Licensed Embaimer's Statement on Rev

Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs:
DY I, OF DY ittt it it iitaicmaiesisasaansrem e m e raaabaaaa—a , Student Embalmer No............

working under my personal supervision..

Student.............. Meemeiteeisaissinsesesnananinranns
. Signature of Student Embalmer

Licensed Embalmer No.?. 563
P. O. Address.k.(.i:.r}.g..g.j:?’.x..lf&.c.

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

If embalmed by a STUDENT, he also shall sign in his OWN handwnttng

T this body is not embalmed, fact should be so stated above.




