AGE should be stated EXACTLY. PHYSICIANS should state
. Exact statement of OCCUPATION is very important.

EATH in plain terms, so that it may be properly classified

tem of information should be carefully supplied.
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- . MISSOURI STATE BOARD OF HEALTH
CWOFEB 21 1939 BUREAU OF VITAL STATISTICS _
W CERTIFICATE OF DEATH 1498
1. PLACE OF DEATH . Do not use this space.
(a) County. Andrain Registratlon District No. 26
(b) Township..S81lt River Primary Reglstration District N05054 ............ Reglstered No 4
(¢) Oy Mexieo:. MO {d) Btreet No. st

(H death oecurred in Hospital or Institution, write its namo Instead of strect and number)
(e) Lengthof resi.dem:e In city or town where death occurred yri. mos. ds. {f) Howlongin U. 8., if of forcign birth? yra. mos. ds,

2. PRINT FULL NAME Portar. V.. Bazner

(8) Residence, No.. Bo.. 31 St D
(Usual place of abode, il no street eddress, write county or city) (11 nonresident, glve city or town and State)
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3, SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR .
DIVORCED (twrite the ward) 21. DATE OF DEATH (MONTH, DAY, AND YEAR) ~ — <7 193 7
Male White Mﬂrried. EREBY CERT Y., at I sattended deceased [rom
5A. IF MARRIED, WIDOWED, OR DIVORCED — 7
HUSBAND of L 19N b0 T S o SO & i +
(oR) WIFE OF Genelle W. Bezner
O ‘ : ﬁ 19470 Desthiasaid
6. PATE OF BIRTH (MONTH, DAY, AND YEAR) Jan 2 8- I 905 to havae occurred on the dafe'stated above, nﬁgdd F
7. AGE YEARS MONTHS Dars I LESS than 1 {| The principal cande of death and related causea of fmmportance were aa followa:
N [ | e—
33 11 12 of.... . m:; Date ol oaset
F4 8. Trade, profession, or particular kind of o
Q workag,ne.uuwyer bookkeeper, ete.. .Sgtl M. Hat! LAl
E 9, Industry or business in which wurlﬁ 3
E was done, as saw mijll, bank, etc.... Armorx .....
3 19. Date deceased laat worked at 11. Total time (yefg
8 thm pation (moqutg spent in this
B0 0 - R .7 1Y . S pation
12. BIRTHPLACE (city or Towny.... Shanandoah, Iowa
(STATE OR COUNTRY) -
E 11, name John Je Bezner
I
=y \
14. BIRTHPLACE (CITY QR TOWN) .
P ( STATE OR COUNTRY) Towa
- ‘What test eonfirmed diagnosis? -
4
u 15. MAIDEN NAME  cagperia thite 23. It death was due to externsl causes ('ioléce) fill in also the following:
= icide? IATI b f IDJUTY...ooimrrrrereiien 19......
© | 16. BIRTHPLACE (CITY OR TOWN) Iowa ‘:::‘d‘"d‘;d";"fid" orh : ate of lnjury g
T arg n [ O PP OUU PP TR P RTOP DT PP PRPRIER Y
z (STATE OR CounTRY} ey (Specily eity or town, county, and State}

Specity whether injury cccurred in industry, in home, or in public place.

17, INFORMANT. Mre.. Ganelle. W. Bazner ... '
ADDRESS]

Maxi n(;.l.z = | 1 n‘;A Manner of injury

18, BURIAL, CREMATION EMOVAL Naturs of injury . -

race.. Bawood ,Mexilco,,Mp 1/11/39 1.

24, Was disease or injury h? related to oecupation of dummd’lo

19. FUNERAL DIRECTOR (manE)_(hasge. Arnold Jre ] 1ts Yot SR 2
(ADDRESS Mexico, Mo. o M .......... - ; AR

)
». FILED%GA‘V.JI 137 @f%bé_.‘-_)m 7T Addrem. y L T
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STATEMENT BY LICENSED EMBALMER

¢

" 1 hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was embalmed by me, . R i
c]:lgs - AI'DOl d Jr. . , or by
e 1 B A .. H
Registered Apprentlce No . workmg under my personal supervision. s ’

P oTird g

-

2 it LlCEl’lS&d Emba 91' No.... 35 69 !
. .. C ) s :
I S e F A ar? ; A, A
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.) . . s

If this body is not em.balmed ahove space 'should be left blank. * o Co.
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