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

S

.

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOUR:I *

Burmagorms Cevss STANDARD CERTIFICATE OF DEATH state Fite No_ LA

weEILED. AN Sog 94T

A
Primary Registration District No... . 2.2 . -

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

(&) City or town Lawrenca

{Tf outsida city or town limits, writs
{¢) Name of hospital ot institution:

Missouri State Sanatorium d

“RURAL" and name of township)

(If oot in boapital or institatisn, write strest number o location)

{4) Length of stay: In hospital or institution

277 _days

In this community. 277 days

pecify wheiber

yeara, months or days)

JSCS S
6 f D ,’.', . Regisirar's No..o.2n. L
2. USUAL RESIDENCE OF- DECEASED:- { . -
(6) State Missouri . _ (5) County St one /0%
(3] ' Cit-y o;' t_c'_wn.___ CT‘.‘-’!.T\Q
(If outside city or town limits, wril.o BURAL") ’
{d) Street No. : < O
{If rural, givo location) Tty
(¢} Citizen of foreign country? (Yes or No)

If yes, name country.

3. {a) PRINT
FULL

NaME___Ira Noel Wright .

3. () If veteran,

3. (&) Social Security
No

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__._ Y80 day 10th

) yeat. 1947 hour 4 :45 minute A M

name war, No No
21. I hereby certify that I attended the deceased fram -
0‘ 5. Color ar, ihitel 6. () Single, widowed, ma.rricdd / Aprl, 8 19. 4606 Jan_ 10 0. b
Male ¥ ’ Marrie - s
4. Sex race divorced that 1last saw h 1 Bbtive on dJan 10 0. 450
6. () Name of husband or wife....—.—cco. 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Anna rlght alivelly ...years || Immediate cause of death
\
7, Birth date of deceased January 17 0 - mlmwy,%mhage
(Month) (Day) (Year)
8. AGE: Years Months Days if less than one day Due to....... ........ Pulmc}naI'yTuberCUlOSis AAAAAAAA Ab b_73’I‘S .
E ll 28 SURIUTIUN || O min,
R K . Due to
9. Birthplace Feardland Missouri /i .
{City, town, ar county) (State or foreign country) N R E
. . Barber o Other oundi!.iuns..._..__._Dlab.e.t.e.s...mﬁllltus ................. Unknown
10. Usual occupation (Include pregnancy within 3 months of death) - e ——
11. Industry or busincss B B e e e PHYSICIAN
. ajor findings: : - - o
= (12, Name.....dJa Fa Wr;ght : . Of gperations.. = 1 ‘ {) Undertine
[ . R
2\ 13, Burtbptace__Fardland _Missouri (VA | Rp— e ' which desth
{Civy, town, ar ty) {State or foreign country) Of aut \ - should be
5 14, Maiden name waes - autonsy s, \ Rt TN SR Chargeﬁ sta-
ES 15, Birthotace Fardland "Missouri &/ v 1 TS Hatieally.
] (City,s Foeaatyy (Braie or Forvizn counten) 22. 1f death was due to external causes, fill in the following:
16. (s) Imformant E. McMichael, Record Clerk (6} Accident, suicide, or homicide {specify)
@ address___ MO._State San, HMt. Vernon, Mo, |j® Date of cccumrence
. . " P 2
17, {a) ... AT e .. (#) Date thmf-%& (Lf@z (¢} Where did injury occur (CiLy o tows) (Conaty} (State)
{Burial, eremantion, or removal) cath) (Day)

(¢) Place: burial or cremation
18. (a) Sign.aturlc of fineral di R oy
" (b} Address_#~

w9 @ L=l 4/7 ® . WM
{Dia reecived local registrar) ar ¢ signatgre}

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

— While at work? oo
23. Signatu Ay w._ - of
Address Mt Vernon, MO, ..~ Datesigned t=iQ=d7

13 9

(Licensed Embalmer's Statement on Reverse Side)




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

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

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.)

.» Registered Apprentice No

Slgnpd/_

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

4%.&:1 Embalmer No. - 00 2 7

P.O. Addressﬂcuz % .



