5. No. 2
M—5-43
. 5-17-39

I X38671

WRITE PLAINLY--USE UNFADING BLA.CK INK—MAKE A PERMANENT RECORD

DEPA%TMENT OF COMMERC? 2 ‘

Registration District No.._ /4 9. ..

E STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH
Primary Registration District No..../ 8.0 3 .

13196
1249

State File No.

Registrer's No

I. PLACE OF DEATH:
Jackson

(a) County ; n
(d) City or town nansas Vi ty
{If outside city or town limits, write “RURAL" and name of township)
{¢) Name of hospital or institution:
......... General Hospital No. 1. . . . . .
{If not in hospital or institution, writa sireet number or bocation)
{4} Length of stay: In hospital or Institution..___ .. .8_.. dﬁy

(Spocnfy whe:her

50 years

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ State Missouri  County Jackson 4#4F
(e City or wwn..___L&nS&E E&L}I town limits, write “RURAL "} = 2
{d) Street No 41‘05 “13 P
{If rural, give location) =
(¢) Cidzen of foreign country? Do« {Yes ul{gl'o)
If yes, name country, x

3.9 PIUNT Charles Allen: Johhston

3. (¥ If veteran, 3. (¢) Social Sectrity

name war........... NOw. o N 28 6—05-49 48
5. Color or 6, {a) Single,
4. Sex m le A race w te diveorced
6. (b} Name of husband orwife.... ... 6. (c) Age of husband or wife if
Gertrude Johnston alive...... 380 e _years

MEDICAL CERTIFICATION

10

20. DATE OF DEATH: Montn  SPTLLl

day.
year. 194 6 hour. 4 minute. 50 A = M,
21. T hereby certify that I attended the deceased frnrn.

Apri 1929 10 April 10 19%_@_;
that I last saw ... L 1aliveon. &PTi1 10 1948,
and that death occurred on the date and hour stated above.

Duration

Immediate cause of death

7. Bicth date of decensed. NOVOmMbEr 17 1873 Empyema (left) following. MM
{Month) (Day) (Yoar}
= o = prneumonia-Acute-cardiac-dilatation
8. AGE: Years Months Days If less than one day Due to
72 4 }63,3 VOO .5 O . | ¢ W
I / Due to
9. Birthplace owe '
. {City, town, or qounty) {State or foreign country) i
N tired Other conditions. A
10. Usual occupation «(Tnclude preguancy within 3 months of death) D \
11, Industry or business....... . ... — \\ PHYSICIAN
r : :
5 12. Name__...James E. Johnston "\ O operation. 5 o T ndertt
34 naeriine
&\ 13. Birthplace Pennsylvsmia / 556 above wﬁfﬁgﬁtﬂ
{City, Co B (State or fareign couniry) Of autopsy....... hould b
a 14. Maiden name ‘M&mﬂéples autopey :haor:edsu:
= n 7 ; tistically.
g 15. Birthplace Ty ppem— un méuucf || 2 If death was due to external causes, fill in the following:
16. (@) Tnformant ! s - WIS e Fraoces -Elridge, .. ... (c) Accident, sulcide, or homicide (epecify)
(6) Address 218 Cherokee St., Knoxville, Tenng ® Date of occurrence
17. (@) _‘buna.l (8 Date thereof_3=12=46 (s} Where did infury occur? o o
(B_v-ﬂ.-l.mm-tbn. orteslﬂoﬂl) Mt . oath) (Day) {(Yer) (&) Did injury cccur in or about home, on farm, in industrial place, in public place?
(© Place: burial or Gemation. Bte_Morieh Cemetery
18. (a) Signature of funcral director. Stix‘f & -MOC].\.U"B-. : . While at work?. .. _____ﬁp:“f"’””" o P :r_\'____”__.
() Address 3235 Glllha!n_ 1&2 .,K,e.._ oy MOe m
" 5 h 23. ngn::.t D § (M D or ol
19. (a) y“. =l ( LBtmn R LTE NS || | raress. D€A. Lir, Gen 1 Hosp. me

(Licensed Embalmer’s Stantement on Rererse Side)



STATEMENT BY LICENSED EMBALMER i

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by.

..» Registered Apprentice No. .. .

working under my personal supervision,

P. 0. Address._.__.____.{l..{..g..,.,)4"0”'

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.) R .

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




