fILED APR 7 1953 THE DIVISION OF HEALTH OF MISSOURI 9288

V.5, Mo, 300

N STANDARD CERTIFICATE OF DEATH State File No
' BIRTH WO, : nes. oist. wo. _/ OO saiuny nec. posr. N.M Reistrar's No =3
6 3 ’ 1. PLA:,:E OF DEATH i 2 USUAL RESIDENCE (Where deosased fived, 1f iostisatlon: reidsnce befon
. » cowmy Dent . o STAE . Pmmi Mo, b COUNTY Dept  nmbe
b. CITY 0t sutelds sorpursts limits, writs RURAL and give c. LENGTH OF c. CITY (U ouside sorporate limits, write RURAL axd give sownshin)
L{VE Town_Salem e “‘ZWQ*” | tow  Salem J33/
d. FULL NAME OF (It not in hospital or institution, sive str ddress or L 3 d. STREET (Il sural, chvw location)
HOSPITA! - . RESS . i
8 Weritution Knox Nursing Home ADD Wiest Salem, Mo. d
B (S NAMEOF s, (First) ) o (Lash) T T .
DBECEASE - : ar)
oo ooy JoS eph Napolson Wright oot april Yo%
E Lsex g 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE s yun| o ooca' D.u: ¥ etk % N3
. DOWED, RCED (Boecity) |- Mouthe Howts | Min,
M N l\!?laoweao -2~| Sept 25,1873 |
é 10a. USUAL EEBPATIONmm:dwm 10b. KIND OF BUSINESS OR IN‘; 1. BI-RmPLAcE' (City esd State or Feraign Cowtry) 12 CEI}T%IOFWI
o tetired Karmer i Farm Dixon , Mo. { G9%
< Illan. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE o
2 Robert Bertley Wright| Margaret King Lilian Wright
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 18. SOCIAL SECURITY | 17, INFORMANT ' § 51GNATURE OR NAME ADDRESS
3 Y ppygrentoowsd | E . aivs war or dares of rvice , M. B8i11 Allen , Salem, Mo.. |
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION |mvw€ '
1. DISEASE OR CONDITION " oNexT
E 'ﬁ‘&ﬁﬁﬁ;ﬁ '(f; DIRECTLY LEADING TO DEATH® () Cerebral hemorrhape 2 |
8 «Ths dots 1ot mean | ANTECEDENT cAusEs
the thods of dying, such }  Morbid conditions, (f any, mDIUE TO (b}
o || s heortoltre, athents, | Fiaeto e chone e (2]’
B || qe. It voeens the dis- vaderlying causs lost.
) eane, infury, or complice- DUE TO (o)
|| tion whick caueed deat. n o'n-tm SIGHIFICANT CONDITIONS
E rdd.ed [1] m diseass or Mwﬁu’% -
E 19a. DATE OF OPERA | 190. MAIOR FINDINGS OF OPERATION . - ) . | &. auropsyr
g J3/X o [] w(]
o ||#a. AccioenT Bety) 21b. PLACE OF INJURY teg..tnovabost | 2Ic. (CITY, TOWN. OR TOWNSHIP) (COUNTY) STATR
SUICIDE bome, farm, Inetdry, strent, ofies bldy _eve) .
Z HOMICIDE :
g tla. TIME (Mosth) (Day) (Year) (Heor) | 21e. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?
I INJURY WHILE AT NOT WHILE
o - = AT WORK: : i . .
E 2. I hereby certify that I atlended the deceased from _ 3=20-5319  ,109=20-23 . 19, that I last saio the deceated
' E alive on -20~ 53 18 , and thgt death oceutred af M_ m., from the causes and on the date slaied above.
2. SIGNATURE : Demn title) | 23b. ADDRESS DATE SIGNED
_ \ Sal em ,Mo | F 2S5
E Ua, BH&'&J" CREMA- | 24b. DATE 746, NAVE OF CEMETERY OR CREMATORY | 24d. LOCATIGN (Okty, tov‘n.m‘eumty).a )
, (Bosalty) . , s
v B Tl et 4-2-53 New Hope Cemetery | . Dent Count,\, M.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUR I~ IRECTOR" 8 AgfmEgs
&
| ¥-2-55% | 2 o Aot dn ) oy 5 d?w




STATEMENT BY LICENSED EMBALMER

{ hereby cél_'tify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, aeby e,

Student Embalmer Xo.

working under my personal supervision.

Student ........g.......é-.;-l.-............. Signed... £, b2y T et ooce. o E. el M A
. tudent aloer , i '
Licensed Embalmer N 5 7/; 1

P. 0. Address=Vee R s

Nom. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes groundy for revocation of License,)

Ifthhbodyisnmmtbdmd.faadmﬂdbtw.mdabm




