Rl DIVISION OF "HEALTH — STANDARD CERTIFICATE OF DEATH 59-04274'7
[ DVS NOV 20135 ) ] ) 3L020? STATE FILE NUMBER
NDED Registration District No, ecer———_____ Primary Registration District No. ________________Registrar’s A Ty v __
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE MiBSOurib COUNTY admission)
b. Cé‘l: {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CO";( Inside Limits

owN 3¢, Louis 18 Years towv St, Louis Yos B8 No O

€. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm

HOSPITAL OR ADDRE!

INSTIUTION Degconess Hosp. Yes¥] No[J s"‘3008 Magnolia Ave, Yes O No O

3. I:AME OF DECEASED First Middle Last 4, Dé\":I'E Month Day Year
(Type or print)
e LILLIE ALLINE WRIGHT peati NOV, 4, 1959
5. SEX 6. COLOR OR RACE 7. Married P Never Married [] |8. DATE OF BIRTH | % AGE {last birthday) | IF UNDER} YEAR _IF UNDER 24 HR
F. D V. Widowed [J Divorced O |77 /20 /190(’ 50 Months | Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
Houg%r‘%nin é{ waorking lite, even if retired) Own Home Mad iS on Co.unty MO . USA
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas Franklin Mary E. Abernathy Chester Wright
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, ng,or unknown) [ {f yes, give war or dates of service)

Yo | — None Chester Wright 3008 Magnolia Ave,
= 18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and {c}. INTERVAL BETWEEN
E PART . DEATH WAS CAUSED BY: ﬁé ONSET AND DEATH
g IMMEDIATE CAUSE (o}

g Mwﬁ
o]
] Conditions, if any, DUE TO {b
which gave rise 1o
sbove cavse (2),
stating the under-
lying ceuse last. DUE TO (c)
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONIRIBUIMAG TO ug, N GWI PART NI, If decessed was female was
g disease condition given in PART | (8} there o pregnancy in last 90 days.
s
3 Zossd Zyrce [070 [ Tre ] O orinom
e ] .
E 19. WAS AUTOPSY 208, ACCIDPNT  SUICIDE  HOMICIDE IO RRES: Thdec rapome of ini in PAS R g :
[ PERFORMED? 0 a
v YES NO ]
Z | T20c. TIME g Hou Month, Day, Year | p. -
o iNJU .M.
g om SO
»
20d. INJURY OCCURRED WPLACE f INJURY {e.g., in or about home, . CATY #TOWN, OR LOCATEON COUNTY STATE
WHILE AT WORK [ farm, tory, siraet, offige bidg., etc.)
NOT WHILE AT WORK [J s .
iR ded the deceased from and last saw hu-n alive on
Death .v‘ - ythe date stated abave, and 1o the best of my knowledge, from the couses stated.
a 22 ATURE 22b. ADQRESS 22c. DATE SIGNED
= / S0 o e/ %
2 Z3a. BURIAL: N, | 23b. DATE | Z3c. NAME OF CEJAETERY OR CREMATORY 23d. LOCATION (City, towd, or county) (Sfate) 7
EMOVAL ity
g Refioval Autof11/6/1959 [Hill View Memorial Cem Farmingion, Missouri
< 4, FUNERAL DIRECTCR * ADDRESS \.. | 25. DATE RECD. BY LOCAL REG. [ 26. R TRARS SIGNGIURE
= jRaymond Caldwell & Son Flat River Ho. NOV 6 1959 /D,

{Licensed Embalmer’s Ststement 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

Student Embalmer No.

or by
N working under my persanal supervision. ‘ _
Student Signed %{) e @/ W

Signature of Student Embalmer
Licensed Embalmer No. 2

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng ., _

' If this body is ot embalmed, fact should be so stated above.

D .




