IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

NDED

FILEDVS JuL 211

DOCUMENT

BY AFFIDAVIT OF

Registration District No. —__

9

e
2{..&--____Jrimary Registration District No., __——=______..__Registrar’s No. ___a__y..-i------

59-026344

STATE FILE NUMBER

2. USUAL RESIDENCE (Where deceassd lived, If insfitution: Residence before

1. PLACE OF DEATH "
- CONI®L ., Francols Mi¥souri  pewRrancols m?ﬁm
b. CCI)‘RY (If outside corporate MR aivy PATIIORG | gith of stay in 1b e %}Y Inside Limits
OWN Farmipgton -rural 3 Yrs. TowN Flat River Yes G No O
c. ;%éP'I‘TAATEO?F {if NOT in hospita), give location} Inside Limits d. ASEJ%EEEES {If cutside, give location) Resida on Farm
NsTiTUTion: Thomas Dell Nursing Homa nenO 401 Third St. Yes [J No BT
3. NAME OF DECEASED First Middie Lost 4. DATE Menth Day Yaar
(Type or print) ~ OF - r
JOHN THOMAS WARREN oeatH July 12, 1959
5. SEX & COLOR OR RACE 7. Married [  Never Married (] [8. DATE OF BIRTH | 9 AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
male Whi te Widowed [] biveeed 0 |10/14/18 4 74 Menths (l?ayl Hours Min,
10a. USUAL OCCUPATION (Give kind of work done | 106. EIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, aven if retired)
Carpenter Van Buren, Mo. U.S.A,

13a. FATHER'S NAME

Williasm Warren

13b. MOTHER'S MAIDEN NAME

Nancy Stratton

14. NAME OF HUSBAND OR WIFE
Ilah Caroline Warren

MEDICAL CERTIFICATION

15. WAS DECEASED EYER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address
ki i d it
(Yes, 'ﬁa’ unknown) I (If yes, give war or dates of service} no Mrs. I. C. Warren Fla t Rive r, Mo
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {cL INTERVAL BETWEEN
FART |. DEATH WAS CAUSED BY: CINSET AND DEATH
immEDIATE cause ) Congestive circulat i4 Br
Inanition and debilitation and
Conditions, if any, DUE TO (b) I'O].O e _L——rs
which gave rise to
above c;um d(a).
&r- 2
bing " cause taer ] oueto o _AXThritls yrs

PART M1, If deceased was female was

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the ferminal
disease condition given in PART | {2} there 8 pregrancy in last 90 days.
][} Yes I {0 Ne I O Urknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I ar PART It of item 18,)
PERFORMED? [} o o
YES O NC@
20c. TIME OF Hour Month, Day, Year
INJURY a.m..
P.m.

20d. INJURY OCCURRE
WHILE AT.WORK

|
NOT WHILE AT WORK [

)]

20, PLACE OF INJURY (e.g., in or about home,
farm, factory, straet, office bidg., etc.)

20f, CITY, TOWN, OR LOCATION

COUNTY STATE

20

| attended the deceased from

7-11-59

"0—‘1:12&9———-——Ind Iast uw.ﬂhi‘:‘ alive onl"ll" sq

: 48 A *m on the date stated above, and to the best of my knowledge, from the causes stated.

Desth

23a. BE&IAVLAC‘EMA-T;, )N.
R peci
Buriai

 ha/195

St. Francois Memorial

(earee of title) 2%b. ADDRESS Jic. DATE SIGNED
D. 0. Farmington, Mo. T=-15-59
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {5tate)

st . PFrancois Col Mo.

24. FUNERAL DIRECTOR

Murphy L. Sparks Flat River, Ho.

ADDRESS

25,. DATE RECD. BY LOCAL REG.

(Loguflé

26, ISTRAR'S SIGNA

{Licensed Emba1rner'ﬂ5mtem-nl on Reverse Side)




Y

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal supervision.
Student Signed ‘_llA ..44/4;’-:_. O WL Iy~
Signature of Student Embalmer
- -y - - - - e Licensed Embalmerflo. -

. . DPLEN / ’ C.]
P. O. AddressSCZ_F .'L-.‘_.

Note: THe above MUST BE SIGNED BY THP LICENSED EMBALMER in his OWN HANDWRITING, (Failure to com
with the above constitutes grounds for revocation of license).
' If embalmed by & STUDENT, he alsc shall sign in his OWN handwriting. . N

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

N . 1 1



