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

FEDERAL SECURITY AGENCY
National Office of Vital Statistics

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

35737

5. Color or 6. (o) Single, widowed, married,

4 Sex..E.Q_m_@..l.Q.._.[.._

FILED NOV 22 19 1000 Sele Fle e
Registration District Now . dreserssresser—— Primary Registration District No....... 2220 Registrar's No. 121 3
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED;
Buchaman s
() County g (2} State M i 880 Ur ] . {#) County Buf}han&n //
() City or tnwn_..._.._.tz_ Jogae 'Dh B
(1f outxida city or Lown 1 limits; write “RURAL” end pams of townahip) (c) City or town St. J a8e ph yi
{¢) Name of hospital or institution: a (If outside city or town limils, writs " RURAL”)
Migsouri Methodiet Hospital @) Street No.___Geiger Apariments 7
(If not in hospital or institution, Write strest or location) : {If rural, give location) [#]
(@) Length of stay: In hospital or institution days
(Specify whether || (e) Citizen of foreign cotntry? Nos (Yes or No)
In this community. m yearn.
years, months or dayn) I yes, name country.
MEDICAL CERTIFICATION
2 NaMe_._Ethel M. Vannix N b .
e - || 20. DATE OF DEATH: Monn_NOVEmMbOr 4., Oth
3. (&) If wveteran, 3. (¢) Social Security No. 1948 50 P
name war NOHB 4,85_-_2:258_] 5& year. howur. minute. * M
21.

1 h@by certif, y that I atteaded ty«rmed from
L 200~ 10

w0,

{¢)" Place:.burial or cremﬂion_M

18. (a) Signature of funeral directol
(5) Address_4 191‘6 CO 1h0u~_

19. {a) 1Ll6_lL&,M ©

{Date reccived local repistrar)

. Stznature... .__ﬁ? z
ME g sl

Address...

o s 7
nciihite voroed....ﬂldQﬂ—,—z-' that I last saw h,Q..I.:.... alive on P 7 b 19__&{_{ :
6. (8) Name of hushand or wife._ ... 6. ¢} Age of husband or wife if || 82d that death occurred on the date and hour stated above. Duration
William J. Vannix alive years lmme? death
e s 7
7. Birth date of d a.duly 1 1884 q(”’b 4 ‘&644,[’ 5
Wom®) a4 AL | Q\Zﬁ:hda _mq:él’g‘;_, _____________ L
8. AGE: Years Months Days If lesa than one day Due to
j 64 4 9 hr. min
Due to
9. Birthplce.. B looOmington Illinois / - . o .
(City. town, or county) {State or foceign countey) ~
10. Usual occupation......._.._..g.ﬂSh iler . : O(th“ mm‘mnm' T S ek o Aoty
11, Industry or business._. .\ G _1.ﬂ.ﬁﬂ.._ﬂﬂﬂﬂ.ﬁ__.ém..&L_.J.Ulﬁﬂ...s.t.o.... Nior B PHYSICIAN
5 12. Name. . GeOorge W. Wright . Of aperations n: - . ] o
EY 1s. binpioce P1ainfield 1llinois / g / B
{ or, ty, . (State or foreign coantry) .-Of sh 1
g 14. Maiden name E&lﬁy 6]‘ &fo rd [f Of autopsy m::a:‘gf
y.
|~ .
g 15. Birthplace (H: V:'al‘)’f ::‘ounlr) tSt:Et}o]; ?.'no 5;:““,) < 1l 22, If death waa due to externalcauses, fill in the following:
16. (a) Tnformant George G. Wright . (¢} Accident, sulcide, or homicide (specify)
® Adaress 416 No7th St.,St.Joseph, Mo.. ... ||® Dateof occumence
17." (a) ____B_uliiﬁl_m _.. () Date thﬁeof_.ﬂ.ﬂlnj.g, () Where did injury occur? P e e TS
(Barial, eremation, or remaval) (d) Did injury occur in or about home, on farm, in industrial p]aee in puhlxc place?

(Speufy type of place) _ . d
) Means of Injury. st &

\Vbile at worL?

MR {

j (Licensed Emhalme.r.’lu Statement on Bu%* s.d.V




STATEMENT BY LICENSED EMBALMER

1 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

working under my personal supervision.

P.O. Address._._DB%s_Joseph, Mo.

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 stated above. -




