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

DEPARTMENT OF COMMERCE

Registration District No.,,ﬁ..lczgﬁ..m.:

THE STATE BOARD OF HEALTH OF MISSOURI

F UL “TAN 14 1946STANDARD CERTIFICATE OF DEATH

_ Primary Registration District No.

Ur.

State File Nowrm

Fitch

Registrar's No,

44280
/7

1. PLACE OF DEATH:
{a) County. Sreens

b) Cit t e cearea o - |
@ City or tosm oumdaﬁlgm& Switted RURAL” ond name of toweship)
{c) Name of hospn.a.l ot Institution: O

Hosp

(lf nnl. m haspn.ul of in-l.%l.mn"wrlm stréot Duber or Tocation)
{(d) Length of stay: In hospital or {nstitutlon.. & (lont -5 .

. {hpeml'y w Im!.hcr
17 _Years

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(0) State. Missourli. o ® County . 3Ieen

2
n

() City or town.........] . Rurﬂ.l ............. 3 rlng fi e l _
(Ifonmdn city of town limits, write **
(d) Street No. Boute !r [
{Uf rural, give location)
(¢} Citizen of foreign country?

{Yes or Nu)%

If yes. name country

3. {a) PRINT
FULL NAME

Solom Wright.

3. (b If veteran, 3. (&) Social Security

name war. . I\IO No, Iqo
. L 5 Co[or or 6. (o) Single, widowed, mamtgi
4, Scx.ucL.l.&_.,Q raceun ite-. dwn}ccd—-l?i domed

6. (¥ Name of husband or wife...oc ... 6. {¢) Age of husband aor wife 1f

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_ JEC . day.._ 1
year. 1945 hour. 4 minute.. _.3_0_.0__! M.
21. T hereby certify that I attended the deceased from
.._.-_./ 10. %% 2247 . 19.£9"
»;ltmi'l last saw nd2 alive on. /2-2 V4 19.2_,&’_. ;
and that 'death occurred on the date and hour stated above.
Duration

annie Wrisht - alive D20 .. !years Im:
o= Vs
7. Birth date of deceased._...... O—c_t.. SR [ S S 18 68 yioeee é"'g%u.
. onth) ~ {Day) - {Year)
8. AGE: Years Montha Da}.{; H?a than one day Due to
J 77 2 |1 | 1. ,,;;,,
Due to

,! ..... _Misaaunl

f {Stats ar furengn eunnuy]

0. Binhplacaﬁr.e.ﬁne_ﬂmmi._’y
Ly,

{Civy, town, or counl

- - . Other conditions
10. Usual occupation Fdrm er 'k {Includs pregnoncy within 3 monthe of desth) /'
11. Industry or business - ’ PHYSICIAN
N . * Major findings:
12. Name..l.esse’___ir.r:.ight: ! Of operations._..... # l ﬁ/ _
. ] " / A ‘ L4 Underline
2\ 13. Birthplace Leaa #5. - T erill o gllsggt&ii:ﬁ
City, town, or county) (State or fureign conatry) Of autopsy \ J Thould bo
E 14. Maiden name... MaL Yy . Elances. W edver. . /. L cil'xelxrge]c} sta-
tistically.
E 15 Bmhphw"“’:“'@:;—;,%’*“ """""" T E‘ten rl:m.” 22. If death was due to external causes, fill in the following:
16. (@) Informant___ Tom-Wright _|le) Accident, sulcide, or homicide (specify)
() Address ... S.p Fihgf jekd- *"*1.4 ________________________ | (#) Date of occurrence :
17. @ Burial : (5} Date thereof.- ﬁi— {) Where did injury occur e o o
{Burial, cromation, or removal) (Mnm (Dl o) {d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Ptace: burial or cremation, Clear n]"‘(—"ﬁk

type of place)
) Jeans of i m;ury ._

18. (a) Signatore of funeral director. IL H., Lonhmeyer
@) Address Springfield, I
9. @ .12 DARAS ) o7 %f

{Dats received locnl registrar) {Registrar's signature)

SN ¢ . & D orothe

................. Date slgned£ 3. 1 3'-#

[




haalil o JYVN

Ay

.

STATEMENT BY LICENSED FMBALMER

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

Registered Apprentice NO..oooooovoooeoomennen

the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above,




