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CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important. —
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1. PLACE OF DEATH:
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(b)) City or town,..._

(If ooteide city or town limits, wr{ *“RURAL’ and name of township)

{¢) Name of hospita.l or institution:

Mount St.Rose Hospitsal.

« (If pot in hospital or institotion, writs street numper or location
(d) Length of stay: In hospital or imitution_é___ﬁ_lg A= P

In this eommunity.
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{Spocifly whether
ears

years, months or days}

Registrar's No../@_q__._
2. USUAL RESIDENCE OF DECEASED: 4

(a) State MO L} ()] CouutyM__

(e) City or tnwn_.........B..l.g..mond Height s,Mo,

(If outalde l:!tym I-o'nltmil.l wrie "RURAL")

(d) Street No..............l&é4 Dalﬂ___éve. £ =

(11 rural, give Jocotion)

{e} If torelgn born, how long in T7. 8. A2

* i ¥ie.___Clarence W.Bahn. ‘- % 4 _

8. (b) If veteran,

8. (¢} Soclal Security

N 493-01-37111

MEDICAL” CERTIFICATION ;ﬂ w
20. DATE OF DEATH: Mont "l day.
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2L. T hereby certify that I attended the deceased fro
Mal B. Celor or 6. (o) Single, widowed, married, |} II ? 3 7 10 . to aﬂ é 19
4 Sex. MBLE | e NLTE divereed MATE1 d that1last eawh L\ nliveo ___&__w__“ 192
6. (b) Name of husband or wife. 6. (¢) Age of husband or wife if || 20d that death occurréd on the date and hour gtated above. Dur
n.llve......&.&.w...yun Immediate cpuse of death -~ <y
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0. Birthp!aceﬁ..,,gi ) Pa) . )
{City, town, or coauty) (State of forelgn cormtry) - S
. Other conditio: ﬁ'\- '&—*"u‘v
10. Usus! oecupaﬁol;o_p_tic.ian- . " (Ttode p unnu“%m - I; r; i of et
11. Industry or business. PHYSICIAN
Major findings: —_—
E { 12. Name William Bahn, . , Of operationa Underline
: 13. Birthplace CinCi rmati 3 OhiO . ([ o et} ~ wkhl.!i :7"1
; (City, town, or county) (Btate or l'u?kn comntry) Of ante }:u M .M ( U-Zmu .’:‘
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16. Birthplace ... Pt 22. If death was'due to external causes, fill in the following:

16. {a} Informant’s own signature

{b)} Address

Hek

ﬁfgbio. . ““““i
P 9%_ (22273

17. (a) i

{Burial, cremation, or removal)
{c) Place: burial or cremation
18. (a) Signature ¢f ?.nenl directorz

19. (a) A UG

(Date received local relhtrl.r)

(b) Date thereof Aug 8 1939|

(Month) (Du) (Year)

M%iii“f“f@_a_/

{a) Accident, suicide, or homicide (specify)
{&) Date of occurrence.
{¢) Where did Injury cecur? :
(City or town) (Coanty} (State)
(d) Didinjury oceur in or about home, on farm, in industrial p!a.ce in public place?

(Spoc!l' 13 f place)
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STATEMENT BY LICENSED EMBALMER , 5. .. ° ,

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed-Gy me, or by e

.., Registered Apprentice No

Signed.,, jzé/«/&q 77/ =
‘ L Licensed Eélmer No......: 2 féﬁp ...............
. ' . + P.O. Address 3?%3‘?»44"——

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

If this body is not embalmed, above space should be left blank.

working under my personal supervision.
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