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Registration Districi No,

13

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Primary Registration District No aﬂé\

-60-033737 //3

STATE FILE

NUMBER
Registrar's No. %{_

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed lived. [f institution: Residence before
a. COUNTY Bar a. STATM1 as ouri b. COUNTYL,awren Fssion
b, ClOTRY (If ourside cerporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
. OR
1omi Monett Yes Ne [] TOWN Monett Yes@ No[]
I - Egéé_l_Il:{Ar%DF (If NOT in hospital, give focotian) | Length of stay in 1b d. STREET (1f outside, give location) Raside on Farm
AL OR ADDRESS -
2 hantuvion St Vincent Hospl, 60 Yra.ll o585 N. Central Yes X No[]
+
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) OF
JOHN C. BRIDGES oeatH Sept, 30, 1960
5. SEX 4. COLOR OR RACE ?'MARRIEDE] NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE {In years | F UNDER 1 YEAR| IF UNDER 24 HRS
birthday) | Menths | Deys Hours Min,
Male . White fmooweo[ ] owosceol 7] Jan, 1, 1895 | 6%

100, USUAL DCCUPATICN (Give kind of work done

REVITOE FI1IE0d " Ehglne 5™

1¢b. KIND OF BLUSINESS OR

11. BIRTHPLACE [City and state or country)

) Oskaloosa, Iowa

12. CITIZEN OF WHAT COUNTRY?

U.SoAn

13a. FATHER'S NAME

William F. Bridges

Jennie Lyon

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

Pearl Bridges

15. WAS PECEASED EVER IN L. 5. ARMED FORCES?

{Yes, no, Y\gkéﬁwn)!{lf m"ivrw or dates of servica)

16, SOClaL SECURITY NO.

none

17, INFORMANT

William Bridges

Address

Monett, Mo.

18. CAUSE OF DEATH (Enter only one cause pa
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

i

Coanditions, if ony,
which gave rise t0
above cause (o),
stating the under-

DUE TO (b)

line for fa), {b), and

INT

Y R0/

NS
¥/

ERVAL BETWEEN
ET AND DESTH

g lying causa lasth, DUE TO (c]
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the tarminal diseass condition given in PART | (o) 19. WAS AUTOPSY
By s, [ERFORMED?
z YES[] no [
= | 200. ACCIDENT SWCIDE HOMICIDE 20k, DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART ] of item 18.}
|1V
8 o o O
S Bc. TIMEOF  Hour  Month, Day, Year
a INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE GF INJURY {e.g., inor abouthomae,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I farm, factory, street, office bldg., ete.)
WORK AT WORK

21. | attended the deceased from

. 1o

Deoth accurred ot

g Y SR
ond last saw mm
Pa '1 Z 50 A: m on the daote stated above; and to the best of my knowledge, from the couses stated.

[ 4

[2)

220.

NATURE
O (_Jaldes

/I)&Gm ar tillai

M.D.

22b. ADDRESS

Monett, Mo.

22¢. QATE SIGNED

10/3/60

23a. BURIAL, CREMATION, | 23k. DATE

BeP1RT-" | 10/2/60

23c. NAM F CEMETERY QR CREMATORY

I. OOCF.

23d. LOCATION [City, tewn, or county)

Monett, Mo.

{Srate)

24. FUNERAL DIRECTOR ADDRESS

Monett, Mo.

15. DATE RECD. BY

/0-3/ [

OCAL REG.

F]
26. REGISTRAR'S SIZF?TRE : :: 45 ]

J. D. Buchanan




=T )}

. 095\ e t 130 i®

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY ooiiiiiiiiiiiiiiiir s s vrs e e e reeersrerassaranrarctsthit s e anarrrrtssaas , Student Embalmer No. ...................

working under my personal supervision.

Student

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

Signature of Student Embalmer

P. O. Address.. . Monett, Mo....

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.




