SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DATE AMENDED

AMENDED

igtric _-4-

1
T

Registration

rimary Registration District No. -3 o2 J Reg

301

ar’s No.

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY Callgway

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

If institution: Residence befors

MiSSOuI"-iCQUN“' Cal 15 Way admisslon)

b, CITY (If outside corporate limits, give TOWNSHIP only)
OR
TOWN Fulton

Length of stay in 1b
Years

c. CITY
OR
TOWN

Fulton

Inside Limits

Yes [ Ne (O

€. FULL NAME OF (If NOT In hespital, give location)

HOSPITAL OR
INSTITUTION Home

inside Limits

Yes [X Ne O

d, STREET
ADDRESS

{If outtide, give location}

303 West 2nd St.

Reside on Farm

Yes 0 No O

INSTEAD OF

READ

DOCUMENT

ITE

BY AFFIDAVIT OF

3. NAME OF DECEASED
(Type or print)

First M

James

kobert

iddle

Jackson

Last 4, DATE Month

OF
DEATH Dec.

10

Day

Year

1961

5. SEX 6. COLOR OR RACE

Mzle White

Widowed [J

7. Married @(- Never Married 3

Divorced [}

8. DATJE OF BIRTH | 9- AGE (lsat birthdey}

IF UNDER 1 YEAR

IF UNDER 24 HR

Months

10/15/91] 70

Days

Hours Min,

102, USUAL OCCUPATION {Giva kind of work done

avingpestel yosich P ARIYP E

mployee

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and state or country)

Calwood, Missourid

12, CIT

ZEN OF WHAT COUNTRY

13a. FATHER'S NAME

Kobert Jzckson

13h. MOTHER'S MAIDEN NAME
rannie Sims

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown} HUO!, give war or dates of service}

U.8.4A.
14. NAME OF HUSBAND OR WIFE
Racine Jdeckson

17. INFORMANT Address

Mre. Haecine Jackson

Fulton,Mo.

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), a
PART |. DEATH WAS CAUSED

nd (c}.

IMMEDIATE CAUSE (a} Death due to natursal causes, probably

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b)

¢oronary occlusion, according to the
investigation made by Coroner

which gave rise to
above cause (a),
stating the under-

Conditions, if any,]
lying couse last.

DUE TO {c)

Denzll CG. Browning

PART II.
disease condition given in PART | (a)

OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminel

PART NI If

deceased was
are 8 pregnancy in last 90 days. .

femsle was'

,DY:;I

O No I ] Unknown?

19. WAS AUTOPSY
PERFORMED

20a. ACCIDENT
[n}
YES NO.

SUICIDE  HOMICIDE
] u}

20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of

nlury In PART | or PART 1 of item 18.}

20c. TIME OF
INJURY

Hour
a.m.
p.m.

Month, Day, Year

MEDICAL CERTIFICATION

H
¢
¢
i

" 20d. INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK []

20e. PLACE OF INJURY (e.g.,

farm, factory, street, offica bidg., efc.)

in or abeut home,

206, CITY, TOWN, OR LOCATICN

COUNTY

STATE

21. | attended the deceased from.

and last saw :I'r:' slive on

5:30 A M,

Death occurred at.

m on the date stated sbove, and 1o the best of my knowledge, from the causes siated.

(Degree or titla)

ALy Ay

a. SIGNATURE

22b. ADDRESS

L N

Toc, OATE sucnsni
Law-fl—M{;;

23b. DATE 23c.

Dec-12=1961

23a. BURIAL, CREMATION,
KEMOVAi(Spi:ify)

E OF CEMETERY OR CREMATORY
entral Ch. Cemetery

23d. LOCATION (City, town, or county}

W of Fulton

{Srate)

Mo

24, ,FUNERAL DIRECTOR ADDRESS

Wj’wmﬁ

Heblow Sne

25. DATE RECD. 8Y LOCAL REG.

Ler 11- 196

2%, REGISTRAR'S SIGNATURE

<

{Licensed Embalmer's Statement on Raverse Side)

77Q&Aij§i§Qj£24u4£34;&zL__

a5

i
e —




2961 8 NVP B e

. | : DEC 19 1961

STATEMENT BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by '/\LL&V\ M_ fa-—c.ob&.@a.-‘- A Student Embalmer No._G;S:_O__

working under my personal supervision.

Sfudentjmq_wmaﬁ“ Signed%'-—v-»u?n:/ c /Z;m%

Signature of Student Embalmer

Licensed Embalmer No._ 2 7 2%

—
P. O. Address /JM_H/M

7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above consfitutes 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.






