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DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI }3{-.
*M‘i‘u-

;""‘LE““[’)"’ THE CaNsUs STANDARD CERTIFICATE OF DEATH State Fite K
Registration D{stﬂy lgsv__;.l&émjf Primary Registration District Noj._.ﬂ...a..._é.,_. Ruls!rar'; Né.__..j‘__é_;'gj__'__.__.___.

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED: ?
. Boone 7
(a) County @ Sate...AhoderTaland.. {» G Providence 7
{&) City or town.. Q Olumbia 4 = /
T outsida city or town limits, write “RURAL” and name of township) (¢} Clty or town EdgeWOO
{c) Name of hospital or institution: (If outaide ity of town Limits, write “RUBRAL"} ()
Boone County Hospital
- - e W (&) Street No. 87 _Columhia Ave,
{If not in hogpital or insti write strest ber or location) B {1 rursl, give location)
(&) Length of stay: In hospltal ot institution ... 2. D8YS_ . . No
- {Specily whether || (¢} Citizen of foreign country?. ) {Yea or No)
In this community 9 Days
years, months or days) If yes, name country. ..
MEDICAL CERTIFICATION
3. PRINT
PRIt FLMFR WESLEY WIGGINS oo 18
20. DATE OF DEATH: Month CLe  day
3. () If veteran, 3. (&) Soclal Security 19 P -
N . year. hour minute. ¢ M
name war. o T
21.O’I(hi§by certify that I attended the deceased from _
wate O |5 Mhite | & @ S b g |.(C .. 1 ro @&% AAAAAAA o 0E
4. Sex race divoreed oo || that Ilast saw heV e aiive on Z __. 196k
6. (b} Name of husband or wife.._._.._._____. 6. () Age of husband or wife if {§ and that death occurred on the date and hour stated above. ; .
. - Duration
alive e yearg || Tmmed tE_eauof death - R/_ crareiressaresiea.
7. Birth date of deceased 11 - 16 - 1878 A 4 )4-:':1}5 -
(Month) (Day) (Year) 1
8. AGE: Years Montha Days If lesa than one day
65 1 2
ORI 1| ST min, -
ue to
5. Birthplace........ WAL SaW / New York
{Cliy, towp, or county} =~ (State or foreign conntry) N
10. Usual occupation Aﬂation L X C— ofshe.r ::mdhim“ within 3 months of death) f (Z'/
11. Industry or business /l\f B PHYSICIAN
12. Name. JOhn WESIeY Wigg Mmoffpﬂ-lf:f:n. /ﬂ -
""""" ; - . v n L ‘ .o Underline
Pl K] B]'_f!hnl'\rp Warsaw / NGW YOI‘k the cause to
3 458 “Slinmer, O~ e || o et
‘. v AULODBY wviirenans o <
E 14, Maiden name.... (ﬁ‘ er i charged ata-
Waraaw / New York - _ tistically.
§ 15. Birthplace Gty o o Soniie) Py - 22. If death was due to external causes, §ill in the following:™
16. (a) 7lnfu - _Lt“_ EVW. Wiggj_ns Ire (a) Accident, suicide, or homicide (specify) =
() Address__ _(}lenview. Tllinois o (%) Date of occurrence.
v @ — Removal . ) Date thereor LO=20=Ult (&) Where did tnjury occu? T -
(Barial, cremation, o7 remeval) (Month) (Day) (Year) || (1) Did Injury cccur in or about home, on farm, in industrial plw.- in public plnce?
(c) Place: burial or cre tHian Providence’ R.I
L
18. (g) Signature of funeral dxrectugaw M_JMM - While at WOrk?..oo.. oo _"s' .' ‘(’3" m of § m]ury P

Address_ G0lumbia, Moe

) S
19. (s} L”H_-;_iﬂ____f‘ "{ o) é‘w g@-&ﬂ-‘_ 23. Signature...>

{Date receivad local repisiear) (I\cmﬂrur s signatire) Addréu

M.D. orozmm A

Date s{mﬂm?
77

/ 2\5 C) (Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

~

- ' -
[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by nie, or by

R_cgistered‘ Apprentice No.........

working under my personal supervision, : ' .

P.O. Address 7 (g 2l
T
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDERITING. (Failure to comply with!

the above eonstitutes grounds for revocation of llcense )
If this body is not embalmed, fact should be so stated above.



