T

THE DIYISION OF HEALTH OF MISSOURI

59-010790 |

leltors STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
blic
rvice LED MAR 2 5 19ﬂginruiion_ District No. Primary Registratien District No. e chismz No. St 8________”
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whore deceased lived. If institution: Reség‘gﬁég b)efon
. . > b. COUNTY admission
oo a. COUNTY a. STATE Mlssouri Y
57 b. CBTRY {If outside corporate limits, give TOWNSHIP only} Inside Limits c. C{IJTRY “lnside Limits
0 TOWN St, Louis Yorg] No (] SR St, Louis Yos[R Mo ]
— e. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET if ouisjde, gixe locatipn) Reside on Farm
HOSPITAL OR ADDRESS 53034 ﬂor{'.h 20th
% I !/ mstitution 4303a North 20th 1l year 4303 Yes (] No [
B
) 3. WAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Typo or print) OF
James Carwitz DEATE March 10 1959
5. SEX 6. COLOR OR RACE{ 7. | 8 DATE OF BIRTH 9. AGE (In years JFUNDER | YEAR| IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED[X] . {In ye
- 1 irthday} | Month Da Hours Min,
Male- ) White wiooweo[] ¢ oivorcep(]] Dec. 20 1941 T’?m " ’ l " ]
100. USUAL QCCUPATION {Give kind of work done | t0b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond xtate or country}) 0 12, CITIZEN OF WHAT COUNTRY?
dugfpg most of_working ljfe, svan if retired) INDUSTRY .
nemployed not._stated St, louis, Missouri UsA

132. FATHER'S NAME

Thomas J, Carwits

13b. MOTHER'S MAIDEN NAME

Augusta Garrett

14. NAME OF HUSBAND OR WIFE
Never Married

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{(Yes, no, Nel(mvm]l(lf yus, give wor or dates of service)

None

16. SOCIAL SECURITY NO.

17. INFORMANT Address

Thomas J. Carwitz, Sr., 4303a North 20th St

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c).)
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN

DNSE} AN%DEATH

IMMEDIATE CAUSE (a)

’LLA&4~19 .

¢ b

WHILE AT NOT WHILE
WORK ] AT WORK U

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

| Conditieons, if any, . DUE TO (b sl .
! which gave clase to }
abovs cause (a}, - - &
ing th der- *
| 2| et ) oUETO (o et Fs 7 Xy
- PART H. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal disease condltion given in PART 1 {4) 19. WAS AUTOMYA
3 PERFORME|
c YES[] NO
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.}
w
b o O a4
§ 2c. TIME OF Hour Month, Day, Year
2 INJURY  am.
‘E p.m. -
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

farm, factory, streat, office bldg., etc.)

21. | attended the deceased from

_5’ t\""\_ rq,io | !

Mool

Death occurred at

3 0 A Mm v 11 M L ? m on the dote stated cbove; and to the best of my knowledge, from the causes siated.

-.ﬁ and last buw??:::ulive on I o M ‘5‘7

220. SIGNATURE . (Degree or titls)
R Ao

22b. ADDRESS

Li¢ 2

22¢. QATE SIGNED

S [} vowat,5 7

REMOVAL (Specify}

Burial March 12,1959

23c. BURTAL, CREMATION, | Z3b. DATE ¥ 23c. MAME OF CEMETERY QR CREFMATORY

Calvary Cemetery

234. LOCATION (City, town, or county) {State)

St. Louis Missouri

24. FUNERAL DIRECTOR ADDRESS

Math Hermann & Son, Inc,, 2161 E, Fair

25. DATE RECD. BY LOCAL REG.

MAR 1159

{Licenssd Embalmer’s Statemant on Reverse Slde)

?GISTRaR‘S SIGNATURE
ity J




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, OF DY it c it en s st avanrvn st aaenens et sasbsracssna e .» Student Embalmer No. ................

working under my personal supervision.

-----------------------------------

Licensed Embal er N j7
P. O. Addressﬁ'

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

................................................................................

Signature of Student Embalmer




