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THE DIVISION OF HEALTH OF MIS50UR|

STANDARD CERTIFICATE OF DEATH

Primary Registration District Na

09-013674

STATE FILE NUMBER

3026 ceumene j__?__é___‘:

egistrotion District Mo, Z _____ é

1-57

[a)

it s 1
. PLACE OF DEATH ™ = 2. USUAL RESIDENCE (Whore deceased lived. If institusion: Residenc Focfore
o CONIY  yaikson o STATEyN] ggouri b COUNTYTacksg 7"°"
b. CIC-)rRY {If outside corporate limits, give TOWNSHIP only) lnside Limits <. CE)TY 7"0 ) tnside Limits
R o
TOWN Indepandence Yeos [ttt O TOWN Tndependence Yes[HK No [ ]
c. FgLL NAMEO[?F {li NOT in hospital, give location) [ Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL ADDRESS
insTITUTION Indep, San, & Hosp. 1l day 819 So. Hocker Yos [] No Kk
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
(Type or print} OF
CLAYTON DEAN WRIGHT peath  April 27, 1959
5. SEX 6. COLOR OR RACE[ 7. 8. DATE OF BIRTH 9. AGE (1 F UNDER 1 YEAR| IF UNDER 24 HRS.
Male ihite MARRIEOL]NeveR warRIEHED ARl o e B
¢ ¢ WIDOWED[ ] pivorcenJ| April 26, 1959
100. USUAL CCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if ratired) INDUSTRY a3
nt Infant Independence, Mo, U.S5.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
T. B, Wright Nina Willoughby None
15. WAS DECEASED EVER IM U. 5. ARMED FORCES? 16. S0CIAL SECURITY NO. 17. INFORMANT Address

{Yas, no, or unkpawn)f (Il yes, give war or dates of servics)

no None

T.B.Wright, 819 So.Hocker,

Indep., Mo,

18. CAUSE OF DEATH (Enter only one couse per ling for {a)_ (b}
PART 1. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (a)

d (¢)

el

All diseases in Part | must b;n c;:u'sa”y related. a
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

il

INTERVAL BETWEEN
ONSET %é EEATH ~
> 4

Geo.C.Carson & Sons, Indep., Mo.

#-LZ P~ 9

Conditiens, if any, DUE TO (b)
which gave rise 10
gbove cavie (o),
stating the under- }
z lying couse last. DUE TO (<)
= PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH hut not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY
S PERFORMED?
z > 7735 YES[ ] NO[]ei
2| 200. ACCIDENT  SUICIDE _ HaiCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O 0 O
Gl %c. TIMEOF Hour Month, Day, Yeor
S INJURY a.m,
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., etc.) o
WORK D AT WORK
21. | attended the deceosed from , 10 and last suwt alive on
Death occurred ot Ay " m on the date stoted above; ond to the best of my knowledge, from the touses stored.
22. W w eqpee or 1 ) 22b, ADDRESS T2c. DATE SIGNED
R ® -
— S AV UX V% Zf.(f/“d 4 ~RE
23a. BURIAL, E;EMATIUN 23b. DATE ¥ 23e. NAME OFEEHETERY OR CREMATORY 23d. LOFATION (City, (num, or county) {Stats)
REMUV L { Specify)
ial Apr, 29, 1959 Md, Grove Cemetery Indapendence, Mo. s
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |( 25. REFISTRAR'S SIGNAT, r

4 Embal;

(Li

¥ on Reverse Side)

/ T




STATEMENT BY LICENSED EMBALMER

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

By M, OF By ottt ekttt e et tr e st re et rans , Student Embalmer No. ...................

working under my personal supervision.

Student ... e
Signature of Student Embalmer : ]

Licensed Embal

P. O. AddreBs 77 /L%

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 embalmed by a STUDENT, he also shall siga in his OWN handwriting.

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




