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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

FIL

Bumeav or THE CENSUS

cgiar.rtmun District No........

STATE BOARD OF HEALTH OF MISSOURI 36}??’8 ‘

STANDARD CERTIFICATE OF DEATH State File No

D E c /w Primary Registration District No-_../& 0_..2— ~ Registrar's No._--.._._‘.'-lﬁél.é.._m

1. PLACE OF DEATIL X 2. USUAL RESIDENCE OF DECEASED: g
; ackson s .
(a) County J RagdReor @ swe Jdissouri P Jackson
(d) Clity or town.....o.. y K Cs t
(It outaide e{}y or town limits, welts "RURALY and same of 1ownship) (¢} City or town........ an 548 1 y
{¢£) Name of hospital or institution: . (If outalde city o7 towa limits, writs “LURAL™} (5)
JX. C. General Hospital No. 1. _ .o N swee o 7707 Indiana

(d) Length of stay:

In thia commuelty.
YOATH,

(#f aot 1n hespits] o institution, write strest numbyr or 1
In hospital or Institution days

months or days)

(If rural, give location)

{e) Cltizen of forelgn country? {Yes or No)

H yes, name country.

(@ FRINI'  John Johnson

MEDICAL CERTIFICATION

ME.

FULL NA 2¢. DATE OF DEATH: Mgnth NOV hd dayv. 16 oy
3. (b} H vet . 3. Sacial Securit

(6} I veteran % te) Y - year. 1944 hnur.__._.% __________ minnte. oo M.

nADIe War
1. I hereby certify that I attended the deceased from :
Nov. 13 w44, Nov, 16 124,

4. that I last saw h-i.m.. alive an. NOV L] l 6 lﬂf.}:..é:
6. (b) Name of husbandorwife...... .. 6. (¢) Age of husband or wife if

nnd that death occurred on ge.date and kour stated above.
F ilateral pulmonary Duration

Immediate cause of death

7. Blrth date of deceased... W mﬁ-/?a tuberculosis far advanced

®
17, (g)

{e)

18._ (a_)

()]
19. {a)

Place: burial or cremation --

: Al gy
WLt .,,,.,,,,,,w; (;WT S Bogzom (o/€ Q L [z &mtmné__g ..

_ Z

{Monih) (Day) (Yeas)
8, AGE: Years . Months Days If less than one day Due to
Z6 1 721 9l
{ [§ A Dnie to
9, Birthplace .y | ‘ % ; N }
. - - . {Clty, row, cou; . {Stats or lorcign country, -
. 4%414/ || quner condttions S S
10. Usual occupatlon........ L T - (Im:ludl preguancy within 3 months of death} l D LY
1. ; S pr : POYSICIAN
’ Ma]or findin, o
ﬁ on-n:f nq
= . Underiine
: 52 S Gsguste
[ o ea
- Of autopay___ ee above shanld be
@ [ 14, Maiden nam m sta-
| Y.
E 15. Birthplace. 22. If death was due to external causes, fll in the following:
16. (a) lnformnnr {0) Accident; suicide, or homicide {specify)=.- R RO R AL e s

| (» Date of occurrence
Mhere did injory occur?.
12 (Clty or town) {Coanty) (Staze)
(&} Did injury occur in or about home, on fum. in Industrial place, in publxc place?

(Reglstrar's shenstore) addres. Med . _Dir. GEn'3_ H_Q sp . Date

(Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

-

1 hereby certify that the bady whose name is recorded on the reverse side of this certificate was embalmed by me, Or by oooomnrvee

', Registered Apprentice No.

working under my personat superviston.

" Signed S

Licensed Embalmer No....._..

-

. P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply with
. "the abhove constitutes grounds for revocatien of license.)

If this body is not embalmed, fact should be so stated above.




