INK—MAKE A PERMANENT RECORD
N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly clasgsified. Exact statement of OCCUPATION is very important.

WRITE PLAINLY-—USE UNFADING B

av.
IR T k19311

=|LE

DEPARTMENT OF COMMERCE ' MISSOURI STATE BOARD OF HEALTH 42660

BUREAV OF ﬂmt’}“’ 1946 STANDARD CERTIFICATE OF DEATH Stais File No. -
___..._ ...._é...... Primary Registration District Noé_/“éi Regietrar's No S {_

8 (o prINY: Rose Francis Bader

8. (b) If veteran, 8. (¢} Social Security
name war no Ne..QONA . . .
6. Color o 6. (a) Sircgle, wldownd
female/ white ried
4. Sex | race divoreed . i
8. (b) Name of husbandor wife... ... .. 8. {¢) Age of hushend or wile il

mmwmj.:nllui-,g'mm.m&a.:.dﬁn.m aliva_.___a,],_._years
7. Birth date of d d July,7,1872

Registration Distriet N
1, PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{a) County. St‘ one M /644
(8 City or town rural Cass ~—. .. .. (a) State o. @ County__Stone .~ "
(tf outsldo clty or town limits, writa "RURAL" and namo of township)
(¢) Name of hoapital or inatitution: / ! (@) City or town rural )
(It nul_.lldn elty or town Hmits, writa “RURAL") o
(If aot in hoapital or Izstitutiua, »rite street aumber or location)
(&) Length of stay: In hospitel or institution (d) Street No Clever, R#} e
g yrs Tioaciy whoibor (W rursl, give location)
In this commuzity.
yenrs, monihs or days) {e) If forelgn born, bow longin U, 8. A.? Years.
MEDICAL CERTIFICATION

Feb, i7th

1 minuta A * M.

N2 A
/6 . 10.548 -

Duration

day.

20. DATE OF DFQAIH Month

hour.

21, T hereby certify that I attended t!

’

that T tast saw b2 alive ong
and t eath occurred on tha date and hoir ﬁed above.

‘mmedisfe causg of death o\

et rboadnt— 7

{ 14. Malden name

15. Birthplace mWNA_C_.__&L
(City, town, or connty) (State or foreign ca try)
16. (a) Informent's ownsigosture_. . W1114am Rader .. —
{®) Addroms........Clever R 1.
@ __burial % Dat thereot_ P €D .a. 15;'.
“{Butis).cremation, or removal) Jame s Vi 1 1(éionlh) (8 {Year}

(Mooth}) {Day) (Yenr)
B. AGE: Years Months Days If less than one day Duae to. 6/
7 1 7 10 hr. min
" Due to -
9. Birthpt oMo, .~
(Cli; town, or county) {State or farelgn eountnv)
i
10. Usua! oceupation ousewife O‘LPGI: c?nilt - within 3 ha of death) \‘ R
11. Industry or busipess PHYSICIAN
4 . - . - . ‘Major Bndings: et +
g) 12 Nomee—.....ridllace. Price L] Of operationa m , l Underlina
> : / m )U the cause to
&= . 13. Birthplace . Y. ‘ J 3 ) which death
o (City. town, gr count, (State or foreign conntry) O! autopsy. ' . :tl:ao r:alddnzl:
g \ ) o tistieally
g
=

22. It death was due to external causes, fill in the following:
{a) Accident, suicide, or homicida (specily)

(%) Dats of ocourrence
(&) Where did Injury occur?,
{Clty or town) (Courty) {Bts
(d} DId injury occur In or about home, on farm, in Induatrial place, In public plm'[

(¢} Place: burial or cremation
T'v’. E.Iale

18. (a) Signature of funeral director.
() Addrem.__. ClEVET

(Sp.t!fy type of place)

. 'WI':ﬂa at ﬁork‘! - Means bf injury.a_,___;,____

: T"
mm:'/'

{Registrar's signsture,

9. (L= ASFLE

{Dato rocoived local reglatrar)

| 28, Signature~L= . ' (M. D. or other)
¢ L]

Date dznedil'l?-g/y

id 7 W (Licensed Embalmer’s Statement on Reverse Side) iE |




RECEIVED -
District Health Officer No. 6,
District ' Fale Numbar_ {2 .4.;5_- .U 3o
Date Flfed...../..?.‘.- 21 14

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ce;'tiﬁcate was embalmed by me, or by.

. Regmtered Apprentwe No : ' -

- working under my personal supervision. - ! )
i ' .- ' Sjg-npd 07 /L) W) a.j@ﬁw -

Licensed Embalmer No.. 2985
Clever, Mo.
.+ . P.O.Address —
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.
If this body is not embalmed, above space should be left blnnk.

1 -

t




