THE DIVISION OF HEALTH OF MISSOURI DR MAD%S‘?S

. 300
{ FLED SEP 8- 1953  STANDARD CERTIFICATE OF DEATH Stte File No
! 9IRTH KD. nes. pisv. wo. /R E primssy nec. vist. 0. LECD. fpisinars ~..__."255_.5:_..
7. PLACE OF DEATH 2. USUAL RESIDENCE (Where decesssd lived. If lastitatlon: reskisnce befors
0 8. COUNTY  nppenm s STATE MTSaOUR] b.COUNTY IR RNE, *eios™

b. CITY (1f outclds corpurate Umits, write RURAL and give ¢c. LENGTH OF c. CITY (If outeide corporate limits, write RURAL scd rive township)

home, fartn, [aatory,street, offies bidg. . ma) |- AP AN

SUICIDE
HOMICIDE
21d, TIME (Month) {(Day) (Year) (Hour)

o oF .
INJURY D gl =

21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE .

OR townshipt] STAY {in this place)
5 % SPRINGFIELD 0w SPRINGFIELD 5 2G4
FULL NAME OF (If not in hospital or Sostitintion, give sirsot address of lecatlon) d. STREET (1 rarsl, give location)
5 I hSseiraton ADDRESS o
O (___iNSTmutios ST JOHN'S HOSPITAL 1210 WEST WALNUT ST.
E S.DNEAC%ESOEFE) 8. (First) b. (Middle} c. (Last) 4, DATE (Munth) (Day) (Year)
E {Twpe or Print CLAUDE F. WRIGHT CEATH AUG, 31, 1953
é 5. SEX D 6. COLOR OR RACE | 7. \"\'I‘IAD%TEB NEVER ESRRIED,/ 8. DATE OF BIRTH 9. I.-AEE (!nn)sti ;: :‘::l IDY.EA,: ¥ UNDER M HIS,
= 3 {Bpacily L Hours | Min,
¢ WHITE MARBIRD MAR, 26,1884 69~ ™™ |
= 'ID:O IJEUAL OCCUPATION (Givekind ot work | 10b. KIND OF EUSINESS OR INY- 11. BIRTHPLACE (Stata or forelgn oouutry) "} 12. CITIZEN OF WHAT
ne during most of working Yt
5 | _GFFTCE MANAGER OF |FINKBINER'S™ LOWERY CITY, MIssoURI | T8V 4.
< §3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ﬁ POLK WRIGHT | EMMA HUEBNER | OLGA WRIGHT
ke lé WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR'I;I:)Y 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
ea, 8o, or unknown) | {If yes, give war or dates of sarvice) . -
§ — Unicfown OLGA WRIGHT -+ SPRINGFIELD, MO
1 18, CAUSE OF DEATH MEDICAL CERTIFICATION w2 INTERVAL BETWEEN
|| Enter only onecausmper | 1. DISEASE OR CONDITION _ . . . ONSET AND DEATH
E line for (a), (b}, and (c) DIRECTLY LEADING TO DEATH (a)
E *This does not mean ANTECEDENT CAUSES .
the mode of dying, such | Aforbid conditiona, if any, giving DUE TO (8) A _é_M
3 .l a# heartfollure, axthenta, | rise fo the above couse (a) stating . LAM e . . Lo . . B .
il ete. 1 means the dis- the underlying cause last. A -t N
care, inurg, or compll DUE TO (3)
Lz’ tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS  °% = "> - # - ’
= Conditions contrituting to the death but not ’»7 0 :t'ﬁj )
5 related to the dizcase or condition causing death.
iz - || 19a. DATE OF OPERA- | 150. MAJOR FINDINGS OF OPERATION PR S Ul D e 1 0. AUTOPSY?
-3 e - /GG X ves () _wo (]
Y 21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (s.g. Inorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) | . (COUNTY) ) o (SI'ATE)
z .
-
2]
? )
P
)
_P_!:
-
=
e
[}
=

WORK AT WORK * -
2. I hereby certify. that. 1 attended the deceased Sfrom Biil___ IQﬁ o __3_...._..:_3_L_ 19_53 that 1 last saw the deceased
alive on _LB_.'.__. 19_5_ and that dealh occurred af m., from the causes and on the dale slated above.
| Zia. SIGNATURE Q (Degree of title}~] 23b. ADDRESS 2%. DATE SIGNED
| m.awwé‘ ard , M. 60?MWAJ?I&3
l %NBURIAL CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY .| 24d. LOCATION (Clty, town, or county) - (Btate) -
BRTAT" | o/ 2/ 53 GREENLAWN - . SPRINGFIELD, MISSOURI
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 5. FUNERAL GIRECTOR'S S1GHATURE ADDRE $3
P-2 5.3 | Feirt, Flrlle armen? | HERMAN LOHMEYER SPRINGFIELD, MO

S Febhalonar’

s § an Reverse Side)

{Li




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

working under my personal supervision,

Student ..uancrsesvvsssnansaanrrererasanaas
Student Embaimer

P. O. Address..=C

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING: (Fdlure to comply
the above constitutes grounds for revocation of licenss.)

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




