N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impgefant.

sl

DEPARTMENT OF COMMERCE
BuREAU oF THE CENBUS

Blﬁ‘nmtinnl‘?ﬁct No.____ 7 9 1 3 .

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
003

Primary Reglstration District Now o ovmere o unios

Regivrar’s No

1. PLACE OF DEATH:

(a} County.
(3) City or town St Louis ,
{Ef outsida city or town limite, write “RURAL" and oatne of tow )

{¢} Name of hospital or jgstitution:
omer G Phillips Hospital
{1f oot i hospital or institution, write stroet number ot locatlon,
(d) Length of stay: In hospitalor Institution 5 mln

Unknown (Specily whother

In this community.

2. USUAL RESIDENCE OF DECEASED:

{w State Missouri ) Gounty
(©) City or town___ Ot Louds /!
(I gutaide city or tawn limita, write *RURAAL"}

3926 Pare

(d) Street No
{1{ rural, give location)

years, monthe or daye} } (¢) If foreign born, how long in 1. 8. AT Years.
MEDICAL CERTIFICATION
o pRIxT _ LONNIE JOHNSON 525 12
== 20. DATE OF DEATH: Month. May day
3. (b} I veteran, 8. (¢) Social Becurity 191;0 L 12 .45 " P M
- .oUr. hod minuta .
name war. /f/o NE Ne N E year
21. I hereby certily that I attended the d d l'rnrn
5. Color or L 6. {a) Single, widowed, married, 4 F / 19.4 %40 - /2 - 4019“__._”
4. Sex_m_ﬁ:l:.é_.... rnco...g_g__..... divorcedsm.?/_ﬁ._ that T last saw h A giive on AT = )- -« < 19

6. (b) Name of huzhand or wife 6. (£) Age of husband or wife if

and that death occurred on the date and hour stated above,

Durati
] alVe e years || Immediate cause of death e
7. Birth date of d 4 Ky /&8 2 || _Pulmonary. Tuberculosis Unknown
. {Manth) (Day) (Year)
8. AGE: Years Months Days I tess than one day ey Comnlicating: S
Uremia, Kyphoscoliosis Thoracic Spine
s 7 /O i || RizAt rlaceid %af&I?ﬁ
T } ue Lto.

9, Btnhmace_._&._-_._afmf_fef_-;gz_m % v

(City, town, or connty) {State or furslgn conntry)

=7 Y\ Qther conditions.

10. Usual occupatien WA # = ﬁ Ax. 0 a, {Includs preguancy within 3 montha ofd/)} /i —, -
11. Industry or business A PHYSICIAN
= H Major Gndiags: ¥ v e
g )12 Name..,..m.c._@_g..ﬁ_?_g s Dﬂ NSO N} Of operationa I g Underline
E;:' ‘ t ! 4 K a, ‘ & \J the cause to
g \ 13. Birthpince twhich death

Chy town, or county) ¢ focelgn country) Of autopey. l should ba
& ( 14. Malden name_. _.S:Af— l’/ m:irg:i;l ata-
o y.
5 15. Birthptaca e H esSTerR ZT1L z _
= (City. town, or county) (Btaty or fopeign countrs) || 22- if death was due to external causes, £ll in the following: .
16. (o) Informant's own ﬁzmture.&ﬁw' Z%& F&m‘ () Accident, sulcide, or homicide {specily}

() Address 3 A {b) Date of occurrence )
- -— Whers did in; oceur?

17. (a) _B_Q_R__AM (4 Date thereot_ 3 = /7 —~/ P95l © jury pro " e o)

(Buriol, cremation, or removal} {Mooth} (Day) (Yezr)

{c) Place: burial or mm

18. {o) Signature of {uneral dire¢ctor.

&) Add:em..?ﬂ.(’

19, ca)ﬁm{.&' -

{8

regisizar)

(dy Did njury cecur in or about home, on farm, fn Endmt:&a.l place, 1o public place?

L | .
1‘“ work? . . (&) Me

% {3pecify L1ype of place}

ol ﬁury___!_..._.._..........._
23, Slgnatur N

(M. D. or othen..cor

Addres 2601 N Vhittier Date signed

(Licensed Embalmer®s Statement on Roverse Side)

5/13/40




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 e,

. Registered Apprentice' No

working under my persenal supervision. ) W % /
Signed ﬂ / . /M/ﬂé/

Licensed Embalmer No r? yﬂ 42/

P.0. Address. I /4.2 v,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ]:gm OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.)

If this body is not embalmed, abov.e space should be left blank, L - T

e

-~




