MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH z - .
Fl LEDRGQBrEEn%E:Zi:JE(??.-----j llv_-___}‘rimary Registration District No@g__;:__l'(equml‘ s No, -/._Za___---- STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
1. PLACE OF DEATM 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
VS 300 8 a. COUNTY Barry a. STAAT_Ei s souri b. COUNTY Barry asdmission}
Rev. 4/59 % b- Cg’;f (If cutside corporate limits, give TOWNSHIP only) Length of stay in b < cnRY inside Limits
[¥4)
> TOWN  Monett 16 days own  Purdy Yes O Ne §g
1 P re < c. FULL NAME OF (if NOT in hospital, give location) inside Limirs d. STREET {If cutside, give location) Reside on Farm
——LL ."'_" n‘?ﬁP{Tﬁ\rL OR ADDRESS
2, | IS STUTIoN 3¢, Vincent Hospital |Ye& NeO R.F.D. Yejg NoD
3 / ER gAME OF ‘DECEASED First Middle Last 4. DOAFTE Month Day Yaar
r ry -
: Yie of peint) Thomas Albert Warner peam December 24 196 2
4 7 5. SEX 6. COLOR OR RACE 7. Married Never Married [] [8. DATE OF BIRTH_| 9- AGE (lant birthday) [ IF UNDER | YEAR IF UNDER 24 HR
5 Male White Widowed biverced 1 FUNE 7 , 1889 74 Months | Days | Hours | Min.
————-‘L—-- i0a, :SUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY] 1. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& v uring m fr‘fﬂrg lifa, aven if retired)
g bz o gty Missourl U.S.A.
7 g 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
@ 15 willi o
am Warner 3alina Jane largen Lucy M. Warner
'S L
8 _; Z 2 ¥5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, or unknown) | (If yes, give war or dates of service)
9 - Ré | 375-22-4627 | Tucy Warner - Purdy Mo. R.F.D ‘
———-m—- ot [ 18. CAUSE OF DEATH (Enter only ona cause ptr [ine f ). (b), and (z). I;ITER:IAL .BETWEEN
<
10 z PART I. DEATH WAS CAUSED B . m ONSET AND DEATH
2 o E IMMEDIATE CAUSE (x) / '
1] [w] ]
Ul ]
w (o]
12 &bk o Conditions, if any, DUE TO {b}
2 -2 | :;:, which gave rise to
Iz abave c}:uund(l), k
= tating t -
\] 3 2 "2 = I‘y?nlgnq cauguu Iu::. DUE TO (c)
% z FART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH buf not related 1o the farminal FART Tl If decemsed  wes Tamals  wah|
g disease condition given in PART { (a) thare a pregnancy in last 90 davs.!,
v H
z g . [D Yer l O we LD Unknown!
= [ 19. '\’V'EJ;EOARL':'\I'PDP?SY 20s. ACCBENT SUICD|DE HOMchlDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARY {1 or PART Il of item 18.)
2 o ves ) No @
z Y o
=3 X | "o TWME OF  Ho Farth, Day, Vear |
Z ﬁ 121 ThNoRY L am. ,

x 8 gl o am

Z ® 20d. \NJURY OCCURRED 206, PLACE OF INJURY (e.0., in or sbout homs, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT WORK O3 farm, factory, street, office bldg., erc.)

¥ O i NOT WHILE AT WORK (]

U o ja] B A y

S O "E é 21. 1 attended the decessed from. [&.-.AO - . m#gii-nnd last saw .o alive ou_j‘L;M

@ g ol ' Death o-c:urrz a on the date stated sbave, and to the best of my knowledge, from the causes stated.

i = "

g E 8 6 [§ ree or title) 22b. ADDRESS 22c. DATE SIGNED
- s - 6&
= v = =

- z 23a. BURIAL,ICI sMA f-y}N' Ib. DATE 23c. NAME OF CEMETERY OR CREMATO own, or county)
o a REMOVAL (Speci
z T Qqurial Dec.26, 62 | Muncey Chappell Barry Co., Mo.
= <« | "2a FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S Wruns
w >
= %| McQueen Funeral Home, Wheaton, Mol /Z- Zfl -4 2 m , (V71 @0—0/%
e

{Licansed Embalmer's Staterment on Reverse Side)
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—ed

STATEMENT BY LICENSED EMBALMER

| 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 vnder my personal supervision.

Student Signed @AL B AJ—UJ-"‘E//\’

Signature of Student Embalmer
Licensed Embalmer No. # ..5 7 é
P.O. Addressw&,;mo .-

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




