OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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STAYE FILE NUMBER

PLACE OF DEATH

2, USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

a. COUNTY STODDA'RD a. STATE Mo. b. COUNTY Stoddard adrission)
b. COII;r {If ounside corporate limits, give TOWNSHIP only} Length of stay in 1b . Ccl"ll’l‘( Inside Limits
own Pike Twn. YIS, ows Bell City, e O NXD
¢, FULL NAME OF {If NOT In hospital, give locaticon) inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION D 0 A S E. Mo . Ho S_D Yes [ NoJ Rout e # l . Yes ] No [
3. #AME [=]] .DEJCEASED First Middte Last 4, Dé\gE Month Day Yeor
ype of print
James Ebbert Cartwright A Jan. 25, 1961
5. $EX 6. COLOR OR RACE 7. Married [T Never Married’X] [8. DATE OF BIRTH { 9- AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Male w. Widowed [] Divoreed [ ‘;-9-61 19 Months | Days Hours I Min.

10a, USUAL OCCUPATION (Give kind of work done

uting st of working life, even .if retired)
RE” Rome

10b. KIND OF BUSINESS OR INDUSTRY

BIRTHPLACE (City and state or country)

Bell City, Milssour|

. USA

12. CIiTIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

Delis Cartwright

13b. MOTHER'S MAIDEN NAME

Winnlie Mc Collum

14.

NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER N U.5. ARMED FORCES?
[Yes, lﬁ,or unknown) | {If yes, give war or dates of service}

16, SOCIAL SECURITY NO.

17. INFORMANT

Delis Cartwright,Bell Cit

Address

Y,

Rt.# 1

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for'{a),
PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE {a)

(b),

Conditians, if any, DUE TO (b)

d (¢).

ﬁ/xf/}/ Corna

INTERVAL BETWEEN
QONSET AND DEATH

!

Flhsars

—
which gave rise to

above causa {a),

stating the under-

lying cause last. DUE TO (<)

PART 1l. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not reln!ed to !be’!telgiml PART Ik, If daceasad was female was

disease condition given in PART | {a)

there a pregnancy in last 90 days.

WHILE AT WORK [J
NOT WHILE AT WORK []

. 20e> PLHCE OF INJURY (e.g., in
fafn, factoryfstreet, office

bidg., etc.}

P -

ll:IYtaI DNoJ O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART ) or PART I of item 18.)

PERFORMED? - O ] .

YES-{J NO[OD
20c. TIME OF Hour Month, Day, Year

INJURY a.m.

Pm. - -

“20d. INJURY QCCURRED. or sbout home, | 208 CITY, TOWN, OR LOCATION COUNTY STATE

24.

CHILES UND. CO., BILOOMFIEID, MO,

21. | attended the deceased fron

ond last saw (i alive o

S~ o7

ladge, fromQhe causes stated.
)

c

22c. DATE SIGNED

—3—7‘%@4

XL 7CRERGAON, Ty D Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATI iy, town, or county]

VAL (Srg
" RMOVAL gt | o 30 ~61 Walker cemetery Bloofifield, Missouri
FUNERAL DIRECTOR ADDRESS

25. DAK RECD LOCAI. REG.

{Licenssed Embalmer’s £Ifaman! 'on Raverse Side)

@srm\k H SlGNA‘I'URE ! ]
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STATEMENT BY LICENSED EMBALMER

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

&by _Iulu Cooper # 3499

w gt RhEn O e et e e s e

Student

Note:

Signature of Student Embalmer

with the above constitutés grounds for revacation of licensa). .
i embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

st S 6
X

~

‘

.

~

-~ Licensed Embalmer No.

@7%/

4119

P. Q. Address BlOOﬂlfleld Mo.

-~ ‘v‘.:" bbb - h

The azbove MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING

(Failure to comply




