S THE DIVISION OF HEALTH OF MISSOURI . , -
xs00 | FILED AUG 2- 1955 STANDARD CERTIFICATE OF DEATH1 0 0; P L\ rard

10.48 -
t
BIRTH NO._ REG. DISY. NO. 31 8 PRIMARY REG. DIST. NO. Repistrar's No 57 73
1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whera decossed lived. 1 inatitution: resldencs bafors
0 a. COUNTY a, STATE . b. COUNTY admissfon).
Misgouri
b, CITY (1f outeide Limita, write RURAL and . LENGTH OF . CITY . Residenc -
R o corparate fimlta, write l.:’:n..hlp) ?‘.TAY {in thin place) ¢ OR ¢ l-';n, m';un:humww
ToWN i ToWN _St. Loulis ) 01‘”?# 7
d. FULL NAME OF (If not in bospital or institution, give streot address or location) . STREET (11 zural, give location) s "D
HOSPITAL OR y . ARPRESS B
iwetiiotion  BARNES HOSPITALI 1 4541 Taclede Avenus.,
3. NAME OF a. (First) b. (Middle) 7 ¢ (Las) 4. DATE (Month)  (Day)  (Yew) -
(Typeor Print)  Warren Malady DEATH July 2, 1955
5, SEX 6. COLOR OR RACE | 7. MARRIED NE\YEECESRRIED 8. DATE OF BIRTH 9. I:Gshi:;:-;n h:; ur VYEAR | OF UNDER u W,
(Bpaci; t ¥, on Days | Hours | Min.
Male White ‘Marrie Sept 19, 1901 l |

102, USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | f1. BIRTHPLACE ., NS NE
douduriummd-orunuf.."m!:!nt::) = DUSTRY (City «nd State or Foreiga Country) O CSEJ.%EQ?FWHAT

Foreman Sts Louis Dalry| Dent County, Missouri - U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND‘OR W¥IFE

' Pator Maliady . | Sarah Jane M_ent__‘__* G :
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S 51 GNATURE OR NAME ADDRESS

(Yea, 0o, ot utknown) | (If yes, give war or dates of service) NO. .
No | f 412-0’.5-'?32% Goorgia Maledy, 4541 Laclede Ave.,
18, CALSE QF DEATH MEDRICAL CERTIFICATION lgfﬂv.:lig%m
. Rutet only cpecauseper | 1. DISEASE OR CONDITION s x . L "
Hme for (@), (by, and (& | DIRECTLY LEADING TO DEATH® () __ Myocardial infarction stg days
- ANTECEDENT CAUSES
*Thiz does not meon .
! the mode of dging, wuch | Morbid conditions, i any, glsing DUE TO (v _Arteriosclerotic heart disease Sev. Yrs.
| a# Beart fallure, asthenia, | rive {o the abeor canse (o) dating S -
| de. It means the dit- the underlying couse laet. i
' eare, infury, or complica- DUE TO (¢)
tiom which eoused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuiing to the death but not
related to the dizease or condition causing death.

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

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF CPERATION 2. AUTOPSY?
TION
YES E wo LJ
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (eg..incrabout | 21¢, {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farm, factory, sirest. ofion bldy., e0.)
HOMICIDE
2id. Tfl)l;-"E (Mogth) (Day) {(Year) (Houn 21s. INJURY OCCURRED | 2M. HOW DID INJURY OCCUR?
INJURY = | "work L] "x7work Y200
2. ] hereby certify that I attended the deceased from __June-8—, 1955, (o + 10.85., that 1 last saw the deceased
aliveon —Julx 2 1966 , and that death occurred al __pa),Opm., from the causes and on the date stated above,
23a. SIGNATURE T {Degres or titlnb 23b. ADDRESS T 23c. DATE SIGNED
e A L Y M. D. BARNES HOSPITAL o /o fe
24a. BURITAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olity, town, or connty) = (Biate)
TION, REMOVAL (Bpecits) . =
Removal 7=-5=55 Stonehill Cemetery | Stone Hill, Migsouri.
DATE REC'D BY ml. 'S SIGNATURE 25. FUMERAL DIRECTOR'S SIiGMATURE ADDRESS

JUL 5 1855

7

lbert H. Hoppe, 4700 Washington Blv




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my perscnal supervision..

Student...oo i aiasaiaaaas
Signature of Student Embalmer

Licensed Embalmer No. %7‘¢

P. O. Address, Chtig s

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

-




