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Doctor, coroner, stc. must use only standard nomenclature in item 18. Mo symptoms will be listed. All

diseases in Port | must be casucltly related. Coroner cannot centify to a death due to natural caouses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILER AUG 6 - 1956

Registration District No. et

THE DIVIMON UF REALTA OF MIOUUKRI

STANDARD CERTIFICATE OF DEATH

42

Primary Registration District No, . . 270

"STATE FILE NUMBER

1000

Registrar's No, ...

1. PLACE OF DEATH 2. USUAL RESIDENCE {Wheta deceased lived, If institution: Residence batore
o. COUNTY Buchanan a. STATE Mis Souri b. COUNTY Bucharfgn"on)
b. CITY {i{ outside'corporate limits, give TOWNSHIP only} | lnside Limits . CITY ° - Inside Limits
e St. Joseph veXi NoD S, 8t, Joseph 9”1} Yok Mo
e. FULL NAME OF (If NOT inhospital, give location}]Length of stay in 1b I . . .
HOSPITAL OR 4. STREET {If outside, give location} Reside on Farm
INSTITUTION 1026 Doniphan 15 Yrs. ADDRESS 1026 Don lphan Vee Yesta No X
3. ::FI‘A&:'I) First Middle Last 4. DATE Month Day Yeor
(Tvpg or pﬂn[) CHARLES HENRY WILS ON D%ATH July 27 , 19 56
5. SEX £ 6. COLOR OR RACE 7. mnﬂnzn@ NEVER MARRIED []] 8- DATE OF BIRTH 9. AGE (In pears | IF UNDER | YEAR 5F UNDER 24 HAS.
birtkday) [Months | Daw Howrs | Min.
Male White wioowrn (] mwoncea[] DEC. 27,1869 ! 88" ~]
10a. USUAL DCCUPATION (iG:'n‘kind o]lfurt o_!m;; 100. KIND OF BUSINESS OR INDUSTRY [ {1, BIRTHPLACE (City and stato or courtiry) 0 12. CITIZEN OF WHAT COUNTRY?
FaBia gort of werking e, coen ifretized) | Pgarm Platte City, Mo, . U.8.A.

13, FATHER'S NAME

Joseph Wilson

14, MOTHER'S MAIDEN

NAME

Emalle Wagle

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
ﬁ no. or unknawn) I (17 pre. give war or dates of cervics)

16. SOCIAL SECURITY RO.{ 7. INFORMANT

None

1ddress
Lena Wilson, 1026 Doniphan St.
Q{ Ma,

Ssophy

18. CAUSE OF DEATH [Eni¢r only one cause per line for (8}, (), and kc).} IS?EME'}'A:NBDE;E\ETE;'
PART |. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (a) I'.fll]_tl'ﬂle Cerebral Hemorrha £es 7 MoS,
Conditions, if any, DUE TO (b) Chronic Diabetes Unk.
which gare rise to
ebore cause o).
. jlaring the xn%" | oue 1o (0___Chronic Cardio Vascular Disease Unk.
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN B PART I(a) 13. ;‘E’?&Sﬂ%ﬁ"
= I PR
3 Senility and General Debility REOK | s ok
E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Part 1f of item 18.)
& (M O a X
%}
;' 20c. TIME_OF  Hour. “Month, Day, Year
hi INJURY - a, mS
E p.om. .
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ., in or about horse, | 20 CITY. TOWHN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, strect, office bidg., ete.}
WORK AT WORK
21. | attended the deceased Irom_Ioé_%L' , to /27/56 and fast saw }zer;. alive on ?/26/56
Death occurred at m on the date stated above, and to the best of my knowledge, from the causes atated.
Z26. SIGNAFURL (Degree or title) (226, acoress 5801 Sacramento St. Z2c. DATE SIGNED
? % Aa St. Joseph, Mo. 7/28/56
23a. BunﬁL,cagungd'N‘. 235, DATE 23c. NAME OF CEMEPERY OR CREMATORY ' 23d. LOCATION {City, town. or county) (State
R LS,
BurAal ™ 723156 Platte Clty Cemetery | Platte City , Missour

. Fy AL R AQDRESS

Aug 3, 1956

25. DATE RECD. BY LOCAL REG.

. Joseph, Mo,

%%%ﬂ

Ltcensed Embalmer’s Stotement on Reverse Side -




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

b).r IT1IE, OTMIT™ . . o cmaieaaeteeemueeaeooeeAooasaiasareisesaiiitraisaa s .

working under my personal supervision..

FF 0T 1= 1 2R Signed.. Jagl. T TETT ANt > - -
Signature of Student Enbaimer
Licensed Embal y O.Z. i

P. O. Addres 2R - b e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for" revocatmn of license). - .
1If embalmed by a STUDENT, he also sHall sigh'in his OWN- ‘handwriting. :
If this.body is not embalmed, fact should be so stated above: -
3,




