WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

s

l

DEPARTMENT OF COMMERCE
BUREAU oF TEE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registraetion District No._mm_,_m Regisirar's No,_> ‘ i

2454%

o

Siate File No

} ReAglls’Lr(asﬁor:lI Dnutrl!tglg 85
1. PLACE OF DEATH;
tay Connty__ Bl GhANNAN
(b} City or town___..

(1f outgido dzy or town N
(¢) Name of hospital or [nstitution:

Missouri Methodist Hospitsl .. ..

{If not in hiowpital or Institutlon, writs strest namber or location)
(d) Length of atay: In hospital or institutio

h

write “RAURAL" and nsme of township)

2. USUAL RESIDENCE OF DECEASEIn

‘??
[{) State_xa.nﬂa.a_______ ) CnuntY.D_Qni.Dhﬁn_—

Wathena - rural 4

{It outside ¢ity or town limits, writs “RURAL™)

(@ streat No—_1..M1loS &

{¢) City or town

12, ‘l’amﬂA.g_g.u_.s._t Ki thh o ff

18. B.nhpm_.__nr}mom__
. City, town, or county)

iF

ign eounf.ry

-

{Stagh e forcign eountry)
'

{
i

l.'l'. {a)

14. Maiden name.

MOTHER FATHEB

Bw
(¢) Place: burial or ctcmauo
18. (¢) Sigmature of funerat di

(Svucil! ‘whether {11 rural, give location)
In this commtinity -4 4 ays - Cﬂ'J
yenrs, mooths or days) (2) 1f foreign born, how leng in U. 5. A.2 years.
) MEDICAL CEETIFICATION
3. {g) PRINT
FULL NAMEL OB Bahr
20. DATE OF DEATH: Month. JU1 Y ¢y 18
3. (&) If veteran, 8. (¢} Social Security —1941 . 15 p
h innt M.
name war....... none oo Ne..xene. ... year- ot e
21, I herebylcertify that I attended the deceased {rom
5. Color o 6. (a) Single, widowed, marjed, /?—/ 19 o 42 19 .
4 Sex P \ . # di rrie T ‘A * -%A
. race-— VOrCC e e e t I iast saw allve o f s 19.%‘,
6. (b) Name of husband or wife.....—cceeeecoeeee. 8. [¢} Age of husband or wife i } and that death occurred onthe Wafe and hour stated above. Duration
traG.
— Georgs A. Bahr alive_... .58 ___years|| Immegiate cause of dpath....., s J
7. Birth date of deceascd APTL1 7 1886 || LA sttt At onor)  GHnrHed
{Month} {Day) {Year) . .
B. AGE: Years Montha Dayy If leas than one day Due to. =
56 3 11- i/ V4
hr. min e — ] Ij [74
Due to —cs
9. Binbplace.. BRAL hiENA Eansas ..L . v
{City, lqﬁn or county) {State or forslgn conniry)
8 BWi fe Other conditions..... =
10. Usual occupation (include p within 3 montha of doath}
11, Industry or business ____. _.Bt_._h.ﬂm,@ PHYSICIAN

Major findings:

Cnsk asal 2l

operations ..
. Underline
" Lt ebich deats
' i e
Ofauwmym.waw should be
. Cl sta-
tisticalty.
22, If death wasa due to external causes, fill in the following:
(a) Accident, suicide, or homicide (apecify)
(&) Date of cecarrence
(¢} Whete did'!ni;lry occur?,
(City or town) {Coanty) (State)

() Did lnjury occur In or about home, on farm, m industrial place, in public place?

{Specily type of place)
(¢) Means of Injury

While at tvork?

23, Signat
Ad

MM (M. D. or oth;%

T-1g-%H

Date signed.

K




STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this certificate’ was embalmed by me, ombs o rooeivorriereee

. .- -

7 4 S

working under my personal supervision.

Signed | ~ /ﬁﬂf/ 9 ﬁ.ﬁ(j A
R Licicn:'dim-balhler' No’éo é %
P. 0. Address LA LAA 120 2. K

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWI\ HANDWRITING (Fallure to comply wit

the above constitutes grounds for revocation of license.} - . .

* . -

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




