. No. 2

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSQURI

32840

{—5-43 BUREAU OF THE CENSUS
5-17-39 D Oc‘\' 2 1946 STANDARD CERTIFICATE OF DEATH State File No.
1 xen o | LLE 1000 1181
Registrat{on District No.____. s oo Primary Registration District No...... =22 Y | Registrar’s No.
1. PLACE OF DEATH: ‘ 2. USUAL RESIDENCE OF DECEASED: //
=] (a) County : Buchanan M
-- E State. .ot BROUEL Bucha
5 (8 Clty or town St. Joaeph (a) Sta issouri {3) County uehanan
(&) (1f outside city or town limits, write “RURAL” and name of township) (¢} City or town S t - J o8B Eph - /
= {c) Name of hospital or institution: (If outside city or town limits, write “RURAL")
= 1806 _Howard Street / {d) Street No 1806 _Howard Street 7
7 - (If cot ins hospital or institution, write sireet number or location) || 0 T T . {If raral, give location) ¥
E {d) Length of stay: In hospital or institution...... Nﬂt... ittt e e eeenteeeven et » N 0
z (Spocily whother {e) Citizen of foreign country?. o (Yes or No)
- In this community. 25 ywara
E years, months or days) If yes, name country.
= MEDICAL CERTIFICATION
= 3. {a) PRINT
2 || #uil MAME.._John Edgar Wright
£ igh 20. DATE OF DEATH; Montn, October . ay. . 11lth.
< || 3 @ 1f veteran, 3. (¢) Sacial Security 194 & .
= NO N None year. hour, minute. A » M.
b, fName war. [+ SE———_ L ¥ 1 fon s omaen
i 21 Ih ify that T attended the decensed FOM.y.....o..o..o. oo &y cosmsmmsssins
= d 5. Color or 5. (o) Single, widowed, married, | word @A~ Lo 196£. o G?j_ Y/ AR ﬁ_‘é
MI 4. Sex_._..!i‘_ig_l_.’i.__.._... race.!.f..}.li.t.ﬂ....‘.. divoroedéal'.[.ig,dﬂ.;.é that I las w hi__.&__ aliveon " J / - lg_ﬁl'_‘_ é
4 6. (b} Name of husband or wife.....cooooceeeo... 6. (£) Age of husband or wife if || and that death occurred on the date and bur stated above. Duration
ol | Maude Jo Wright . give.. 67 years || lomedistc cause
2 || 7 Birth date of decensea.... March 22 1870 z ;rgﬁ"
5 {Month) (Day) (Year)
[~} I3 ) r 4
L) 8. ACGE: Years Months Days ¥f less than one day Due to ;'é'f_ﬂ_/_.)- 02/‘0
Z -
y 8 I 16 £ 19 hr. min, || 77 v
a M D_ Due to
E/ 9. Bithplace. Andrew. Qounty. ... issourd -
{City, town, or connty)} (State or foreign country) p
. . e Oth onditl :
= 10. Usual occupation Retired N i L un:l“'l; ;n:gn‘:::, e T et m’
% 11. Industry or business Green House Emplovee 1 'j\ \ PHYSICIAN
Major findings: ! - .
>I‘ E 12, Name........ ..James Wright n : £3.||- Of operations... et ( 6) l - Underline
- = . ~ .
Z {|# 1 13 Bithplace _Unknown __annnﬂn___]. B [the cause to
=) (City, towg, or c&unl.g 0 {State or foreign country) Of autopsy should be
E 5 14, Malden name. oo WUCY_S11ver T ehaed atas
istically.
é S 15. Birthplace Unknoxn Unknown q 22, If death was due te external causes, fillin the following:
= ity, tnwn. or county) {State or foreign wuntrg)
= 16. (@) Info " ﬂ' j 7> 1 . || @) Accident, suicide, or homicide (specify)
B (5) Address_: 1806 Howa rd, St. Joaeph Mipaourj.| ¢ Date of occurrence
N {a) ‘Burial ~ (b) Date thereal 10/1 4/ 1946 (¢) Where did injury occur? e e o
P- . . (Borial, """”““"" removal) Ashland “&‘"‘"") '(t],)“) (Year) () Did injury occur in of about home, on farm, in industrial place, in public placc?
- (ci PI:u:e bunal or cr tion 8 an eme e I'y -
. o of place) .
18. {d) Signature of funeral dxrmtmf_- ” i/ While &t wo Eﬁy l?)” M:‘:ana of m)ury.ﬁ#.:..,-.f.‘_.fi_.
) Addrmlioa Faraon,__st. Joﬂeph M B :. St N o
23. Signatpre. Sl f. b Loy Lot s
19. Dot 24, 91;6 —_ 2Lt
@ {Date ru:enmd Jocal rewistrar, {Repistrar's signaiire) Address A ‘

3)‘

{Licensed Embalmer’s Statement on Beverse Slde)




STATEMENT BY LICENSED EMBALMER

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

............... . ......, Registered Apprentice No )

working under my perscnal supervision.

Signed..

P.O. Address.... ... St. Joseph, Missouri

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.)}

.
-, -

If this body is not embalmed, fact should be so stated aboire'..- X “

’



