SOURI lILY|SI°N OF HEALTH — STANDARD CERTIFICATE OF DEATH — 61_047593
LY
ED DEC 28 ]96] 6 6225 182 STATE FILE NUMBER
Registration District No. _---__3_ _Q.---___.Prirnnry Registration District No. ____ "0 2_____Registrar's No. 2220 ..
AMENDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
fa) a. COUNTY o, STATE b. COUNTY admission)
o Yernon Mo. McDonald
% b. CIYY {if outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CI“’ Inside Limits
i
3 TOWN b!%FSII;i&OI'?qEQnI TO!“’nS)th o r{lodn;.ths d. TOWN'I Noel . {Lf i | )] :“dD N: X
c. FULL NAM t ti i imit: . STREE 2 o i ti {1 rm
pu HOSPITAL O { ' hospitel, give focallan e i ADDRESS S . Ki ngs ‘H’l’@ﬁivé‘?m" e e e
< msmunon St. HOSp . H 3 Yes 0 Mo b Yos [X No
[a]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) Dg:m
Jimmy Cantrell December 14, 1961
5, SEX 6. COLOR OR RAEE 7. Married [ Neaver Marriedm qﬂ. DATE OF BIRTH 9. AGE (last birthday) [IF UNhDER 1 YEAR | IF UNDER 24 HR
. wid d Di d Months Days Hours Min.
Male Whl_te idowed [J ivorced [] 4—2—46 14
108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state of country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) | .
one None bouthwest City,Mo, { U,S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
James B, Cantrell Bertha Seamans Never married
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT R oCOTOS OF Addres
(Yes, no, knawn) | (If yes, give war or dates of service) .
oy © vnknown) | ' - State Hospital # 3, Nevada, Mo.
= 18. CAUSE OF DEATH (Enter only one cause per line for (a}, {b), and {(c}. INTERVAL BETWEEN
E PART . DEATH WAS CAUSED BY: . ) . ONSET AND DEATH
w = IMMEDIATE CAUSE (o) Schilder's Disease or Several
g 3 Uays
o .
S o Conditions, it any,1  DUE TO (b Leukodystrophy Acutex
h Aol
2 e °:::,:’"¢.;:l IITness
- stating the under-
lying couse last. DUE TO ({c)
z PART 1l. QTHER SIGNIFICANT CONDHTIONS CONTRIBUTING TO DEATH byt not related to the terminsl PART 11l If deceased was female was
g ciseaze condition given in PART | (a) there a pregnancy in last 90 days.
« - - + .
Jf Schizophrenic Reaction, Childhood Type. [OYe | ONe |0 unkaown
— I9. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nsture of snjury in PART | or PART 1) of item 18.)
& PERFORMED? O O O
u YES[] NOO
& 20c. TIME OF  Hour  Month, Day, Year
= INJURY am,
uEJ p-m.
. 20d. INJURY OCCURRED 30e. PLACE OF INJURY (8.9., in or about home, | 201, CITY, TOWN, OR LGCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., eic.)
NOT WHILE AT WORK [J
[a]
é 20 1 attended the decessed from 2=15=60 toL2=14=- nd tost aw B 5live on_ 12=14=61
a Death occurrsd at 1 2:20 n Mo m on the date slated abave, and to the best of my koowledge, from the cavses stated.
—d
2 u. TURE title} 22b. ADDRESS 22c, DATE SIGNED
2 o] 2. SIGRATURE H3 1d Nﬁjsz 5‘}:1' D St. Hosp. # 3,
] s @4 Newvada Migsaurj 12-14-61
Z | 73 BURIAL, CREMATION, | 230¢ DATE Z3c. NAME OF CEMETERY OR CREMATORY 71 '23d. LOCATION [City, town, or county) (State]
o' a REMOVAL {Specify)
Z E burial l - +1:|.?’ NO"]_ Migenriwd
= < 24. FUNERAL DIRECTOR ADDRESS ¥25. DATE RECD BY L GISTRARS SIGNATURE
ri} . . . . ?
= | Huwphrey end Son, Pineville, Missouri } é‘l '0%

{Licensed Embalmer’s Statemen? 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 by me,

.

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

- ) ’ - - " Licensed Embalmer No.#@__

L P. O. Address /’.*.'. e /

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAEMER in his OWN HANDWRITING. (Failure to comply
with the abave constitutes grounds for revocation of license). . .-

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

{f this body is not embalmed, fact should.be so stated above. . . 5




