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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
Primary Registrotion District No. Ne.., 3. __o / o

5 3

59-01'700%7

STATE FILE NUMBER

1. PLACE OF DEATH
. COUNTY
¢ Cape Girardean

2. USUAL RESIDENCE (Where deceased lived.
a. STATE

b. CBTRY (If outside corporate limits, give TOWN

TO¥N _ (Oana Girardean

SHIP only) Inside Limits

Yeos q Ne []

c.

TO“’N Cape Girardeau

b, COUNTY

If institution: Residence before
admission)

c. FULL NAME OF (If NOT in hospital, give loc
HOSPITAL OR

ation) [ Length of stay in 1b

STREET
ADDRESS

or¢ g,

(If outside, give [ocation)

Reside on Farm

INSTITUTIO a1 o 287 At A, o Ter O Nel]
3. NAME OF DECEASED First Last 4. DATE Month Doy Year
{Type or print} OF
DEATH -
William B, Weloht Mav_2Q  1Q5Q
5. SEX 6. COLOROR RACE| 7. ,,,ppiep[ uEvER marRIED[]| & DATEOF BIRTH 9. AGE (in yours | FUNDERT YEAR] IF UNSER 24 HRS.
last birthday} [ Months | Days Hours Min.
M a W 3 wooweo[]  owvorcefel| mo el 2 1880 7Q ‘ |

108. USUAL CCCUPATION [Give kind of work done
during most of working life, sven if retired)

River Wopkanr

10b.

Trs.

KIND OF BUSINESS OR
INDUSTRY

nasnortation

11. BIRTHPLACE {City and state o country) *

Bloomfield, 9

JU

12, CITIZEN OF WHAT CQUNTRY?

U.S.A

136. FATHER'S NAME

Inkno

lsh.‘-MDTHER'S MAIDEN NAME

none

14 NAME OF HUSBAND OR WIFE

Sam Wright

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unknawn}| {If yes, give war or dates of service)

no

unlknown

16. SOCIAL SECURITY NO.

17. INFORMANTY

Jameg FE, Wri ghh

Address

(‘nne Cira-d

PART |. DEATH WAS CALISED BY:

18. CAUSE OF DEATH (Enter only one cause per line for (u), (b}, and-{c).}

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a) YL Sl /7 u@c A(C //U 74g S” 2 a.
V - P
Conditicns, if any, DUE TO (b)
which gave rise 10
above causs (a), }
stoting tha undar-
2 lying cause lost. DUE TO (e}
o
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but het related te the terminol disease condivion given in PART | {0} 19. WaAS AUTOPSY -5
s PERFORMED?
& /¢ 3x YES(] NO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
m}
o O O O
S| 20c. TIME OF Hour Month, Day, Year
'S INJURY a.m.
T p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorobout heme,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE l:l farm, factory, streat, office bldg., etc.}
WORK AT WORK
2. to /%y 2 7 /5 5 ¢ andlast snw??lweon /%‘1 /29 ry - 9

| attended the deceased from é'éﬂc 2 42 E 4 25 ’&
Death occurred at //? 3 0

ied 3 A 9 /1)'? m on the date ltuted obove; and 1o the best of my knowladge, “from the causes stated.

7

]

22b. ADDRESS

G35 Leamdions

Lo Fowcllas

22c. DATE 3IGNED

6727 - ST

-
23¢./NAME OF CEMETERY OR CREMATORY

230. BURIAL, CREMATICON, | 23b. DATE 23d. LOCATION {City, town, or county) © {Srate)
REMOVAL (Speciiy)
May 31,1959 Lorimer Cemetery Cane Girardeaun Mo,
24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG

all Cape

Girardeaun

b-2-59

REGISTRAR'S SIGNATUJ !

{Llcenswd Embalmer’s Statemant 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 embalmed

DY ME, BB et re e e rrrr—tt et sttt s eanns , Student Embalmer No. ........ ST |

working under my personal supervision.

Student ccooveini
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANBDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

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




