No. 300 . e ar WS TEETRSEN TR FAEE TR TST R ST T
e | FILED JUL 24 195) STANDARD CERTIFICATE OF DEATH State Fite No
BIRTH NO. REG. DIST. NO. ZO PRIMARY REG. DIST. HOS—Q ﬁ Regitirar's Na.:.....::d..é‘._;..‘....;..
D 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore' decsassd lived. 1f institgtion: reskdenos befors
‘1 a. COUNTY a. STATE .- .b COUNTY adiisslog),  ~
) Bates Missouri* S - Rates '
l b. CITY (If outslde corpurata limits, write RURAL and give c¢. LENGTH OF c. CITY (if outside corporate limits, write BURAL and wlve lownhip)
townabip)| STAY (in thia place) d 7t.».)
a TOWN - 40 vrs TOW“ Bural-Mound Twp,
d., FULL NAME OF (1f not in bospital or inatitation, give strect address or loeation) STREET (I rural, givs location)
) HOSPITAL OR % ADDRESS
o INSTITUTION
I NAME oF a. (Fimsl) b. (Biddle) o (Last) ADEE (M) e (Yo
H (Typeor Pty Elmer William Dever OEATH __ July JI7 I9S5I
ﬁ 5. SEX () | & COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE (In years| If UNDER | TEAR | O UNDER i3,
7 WIDOWED, DIVORCED (Bpacity} Tast birthday) Mnnﬂul Days | Hours | Mia,
§ _ Mals White arrie Oct, 9,1889 61 |
: 10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelen country) 12_CITIZEN OF WHAT
[+ dons during moet of working s, sven 1f rytired) DUSTRY / COUNTRY?
B Farmer Quincy Illinois
< 13a. FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a Harry Spaulding { Dora Moritz | Ona Cecil Dever
k2 || 15. WAS DECEASED EVER IN 1J.5. ARMED FORCES? | 16. SOCIAL SECURITY [717. INFORMANT 5 5fGNATURE OR NAME ADDRESS
- (Yen. 50, or unknowa) | (1f yes. whve war or dates of service) NO.
= No - Mrs. Ona Cecil Dever. Adrian Mo.
r:ll 10. CAUSE OF DEATH R CONDITION MEDI - |, 'WTERVAL BEYWEEN
. DISEASE OR CONDJ i A
B || nter onlyoneecauseper | T pB Ry TEABING TO DEATH? 1) 5 éi

line for {a), {b), and (¢}
ANTECEDENT CAUSES

7
*This does miol mean 07'/
[he mode of dying, such Ma,mmmbg;'m. if a(ﬂj,,ﬂ 4 DUE T()/b)v
a8 heart fallure, asthenda, | ride Lo the abope cause (a ng S . ] B
o heartfallure, astheria, | Bt mdertying couse latt, j

o
0
<
- . -
= de. Tt means the dis-
o care, infury, or complica- . . DUE T0.{)
> || tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ~
= Conditions contribuling to the death but not
91 related to the disense or condition cousing death. A
T 13a. DATE OF op_lg%pﬁ 19b. MAJOR FINDINGS OF OPERATION T oo : v ' 2. AUTOPSY?
2 g | | | 33/ x ves ) v [
o || 21e* ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o inorabout | 2lc, (CITY, TOWN, OR TOWNSHIP) _ (COUNTY) (STATE)
SUICIDE ’ bome, farm, fastory, sureet. offics bldy., wa.) T .
A HOMICIDE
g 21d. TIME (Mooth) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| IN.?JRY : WHILE AT NOT WHILE e
o WORX AT WORK -
? 2. I hereby certify thai T auended the deceased fram “Tts 17 1947 10 // ﬁf /7 191,4 that T last saw the deceased
ﬁ alive on , and thai death»o/ccurredl al _-_.._Am ff' m lhe{auus and on the date slated above.
‘2 || 2a. SIGNATURE () (Degren or titke) zaﬁ . ‘ﬂc DATE SIGNED
I’ i T i 2 > 793/
£ |z BURIAL, CREMA— 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY --| 24d. LOCATION (Oity, town, or county) (5tate) .
3 ‘B'\i‘ﬂ&’i 75 | 7-19-51 Oak Hill Cemetery Butler. .. Mo.
- || DATE REC'D BY LOCAL | R RAR'S SIGNATURE | to 25, ERAL DIRECTOR'S ATURE ADDEE S8
/91557 ° /LLJ% Y udn s Lz .

»

v / (Licented Emmbalmer’s Statement on Reverse Side)
L




RECEIVED 7-22-5/
DISTRICT HEALTH OFFICE No, 3

District File Number

STATEMENT BY LICENSED EMBALMER

v e

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

..4.1_41 . o -?J‘S'[j , Student Embalmer No.

working under my personal supervision.

!

SEUdent suecearisovarccnce Sigmed
Student Exbaimer

L} ¥

Licensed Embalmer No.....-.Z{ d 2.

P. Q. Add;essW )%ﬂ

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

If this body is not embalmed, fact should be so sated sbove. : -




