_I,lI!EBI‘\,ISISEON OF HEALTH — STANDARD CERTIFICATE OF DEATH —-6)—035758
ngigfngzn E}m‘.gg? — a_f_én___“_}rimnry Registration District No. —__________ Registrars No. __/A_\ﬁ.—:----- STATE FILE NUMBER

DED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. §f instirution: Residence before
a. COUNTY Pulaski a. sTATE Qhio b. COUNTY Cuyahoga admission)
b. CIIY {If outside carporate limits, give TOWNSHIP only) Length of stay in 1b c. Cé‘a\! Inside Limits
oW Cullen Township oWy Cleveland Y X No [
€. ;%QP:!IJ:TEOEF (If NOT in hospital, give Iocotion)loo y-ds Of‘:f:ida Limits d:g%EREE‘I!’;s (If omnid; give location) Reslde on Farm
INSTTVHRY 66 on spur to Ft Wood, e 0 NoJ 1642 E, 77th Street Yes O NoEl
3. #AME OF _DECEASED First Middle Last 4. Dg":lE Month %ny 1 6dur
Civpe o prie Jimmy ~ lee Ellington pim  September 9
5. SEX &, COLOR OR RACE 7. Martied [ Never MarriMB DATE OF BIRTH | 9 AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
Male Negroid Widowed [] Divorced [] f i]. [ 18 Months I Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) { 12, CITIZEN OF WHAT COUNTRY
dgfﬁaoeﬂno working life, even if retired) spat Shel'by N C USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
...-—"-"---
¥illie Ellington Elizabeth (Unknown)
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address
Y k I 1f [ dates of i
(Yes, no, or unknown) | {If yes, give gloor |es unﬂca) 301_36-5“-87 Robert .L Rippee, Ft Leonand wDOd. HO.
[ 18. CAUSE OF DEA'IH (Enter only one cause per Ilne for (a), (b}, and (c). INTERVAL BETWEEN
E ART 1. DEATH WAS CAUSED B ONSET AND DEATH
z IMMEDIATE caUsE o} Intracranial Hemorrhape Immediate
3
Q Conditions, if any, DUE TO (b} Sl Fracthdre
i which gave rise to »
above cause (a), )
. stating the un er-]
1 lying  cause last. DUE TO {c) .
E z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the tarminal PART 111, If deceased was female was'
'9_ disease condition given in PART | (a) U H thers a pragnancy in last 90 days. .
< .
g Compound Fracture - Tibia & Fibia Bilateral {0 Yes | ONo | O Unknown
= | 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART | or PART Il of item 18,) .
= PERFORMED? u] O 3
S YEsgt NOD Struck by automobile :
5 20c. TIME OF Hour Menth, Day, Year i
5 INJURY . ‘
rr p.m. l 16
2| 115 9/2/60 : |
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.9., in or about home, | 204, CITY, TOWN, OR LOCATICON COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (X Highway Pulaski M
2.1 .w tho deceased fr i 1 . to and last saw :,m alive on
th occurred st on the date stated sbove, and to the best of my knowledge, from the causes stated.
5 22b. ADDRESS IS Ar‘my Hospital 22c. DATE SIGNED
= George F. Scofield] Capt, MC Ft Leonard Wood, lio.
Z | 5: BURIAL, CREMATION, | 23b. DATE 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) Grare)
a REMOVAL (Specify)
£ S ept 5 196 Unimowm
<l 24. LT ’ ADDRESS 25. DATE RECD. BY LOCAL REG.
, > - é_ -
| =1 HEDG ;

{Licensed Embalmer‘s Statement on Reverse Side)



bl

STATEMENT BY LICENSED EMBALMER P

| hereby ceriify that the body.whose name is recorded on the reverse side of this certificate was embalmed by

or by Student Embalmer No.

working under my personal supervision.

Student Signed W

Signature of Student Embalmer - %
¢ ' Licensed Embalmer No. _JL
“ - '\' . ,,"10 Add{zywbw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fanlure to cod

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 shouid be so stated above.

L4




