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

DEPARTMENT OF COMMERCE

« THE STATE BOARD OF HEALTH OF MISSQURI

Y713

U OF.THE CENSUS
i l‘” - ED May 19%ANDI"\RD CERTIFICATE OF DEATH State File Novrorr.. 145
Registration District No...,...w...... g; Primary Registration District No. _......../,.ﬂ Q..;— Registrar's No. -
1. PLACE OF DFATH: 2. USUAL RESIDENCE OF DECEASED;
(o) County..... Jackson (s} State Missouri ¢b) County. Jacikson /‘ f
{4 City or town._....] K ansas (-' itV .
{If outside city o town hmu., writea "RURAL" and pame of townahip) (C) City or town KB.DS as G 1 ty ?
(¢} Name of hospital or institution: (IT outside city or town limits, write " RURAL”)
General Hospital No. 2 /) @ S 1813 Bellview £
v : P - 3 reet No,
{1f not in hoapital or institution, write street number or location) (If rurol, give location) &
(d) Length of stay: In hospital or institution.... 1 MOy . 19 _days
(Specily whether {¢) Citizen of foreign country? No (Yes or No)
In this community. 20 years
yeurs, months or days) If yes, name country.
' MEDICAL CERTIFICATION
jull NAmME___ Omar Johnson " _
_ - 20. DATE OF DEATH: Month. M3Y _  day 12,
3. (&) If veteran, N 3. {c) Social Smr'; y 1946 b 10; ; 00 As u
fo) N g? 5_ I year. our. * minnute -
name war. off. _60 uly 4 AV I S
l 21. 1 hereby certify that I attended the d d from dMarch
5. Color or 6. () Single, widowed, married, 23, 19, &b May 12, AR
o Mals 2. _NeRgro & Vidowed _IlJ Bo- M2V 12, '
s vorced. o 2 that Tlast saw b1 aliveon May. .12 e 19465
6. (% Name of husband or Wife.....—....... 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
.Z2ells Johnson. ... ... alive—.......ycars || Immediate cause of deatt. SyPhilitic Lepto-
7. Birth date of deceased November 30 1866 l?—g‘. menlngltis (ChrOHIC)
. (Month) {Day) {Year) r
8. AGE: Years Months Days If less than one day Due to
. 549 5 12 hr. min
A Due to,
o. Birthphee........Stergent . Missouri /...
{CivLy, town, or county) . (Stats or foreign country) ﬁ.
10. Usnal occupation None C::E:[z;:::m; "m,jn S 3 D A[
11. Industry or business. ST PYA - PHYSICIAN
= o, Jor hndings: | o ~
g 12. Name.. William Johnson- - - R " Of operations. .. Undertine
z 13. Birthplace Kentuc kv . et £ / . ;hlfigléaeea:g
{City, town, or coumty) {State or forrign country) Of autopsy should be
E 14. Maiden name.._ Lottt ie / . o fﬁa&gﬂ:m.
g 15, Birthplace - Kentucky P -
A ity tawn, s oonate) Etato o foveiin u;:m“’) 22. If death was due to external causes, fill in the following:

Informant...tiedical Records Librarian

Address__yengral-Fospital-No.. 2.

: e (B) Date thereof .
(Bnrhl. mmmn. of nnnu])

' Place: bu.rial ar crcmaﬁom..B.l...
Signature of funer.‘ll du'ectur l
Address____,

(Manth) mm “Oean)

19. {a)

.‘__%_.@w_w b
(Dats received ®

(Rexistrar’s signatore)

: ) [T

- While at work?._l.__.. S

i M oW
T -~ Genfral FHospital

(2) Accident. suicide, or homicide (specify}

(&) Date of occurrence

(c) Where did injury occuz?
{City or lown) {County}
(d) Did injury occur in or about horme, on farm, in industrial place, in Duhhc pl:we?

" (Bpecify typs of place)
(e} 09 of {nJUrY. e

- (M.}){rolher%@ v
Date signed 5/ 13 /46

{Licenscd Embalmer’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

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

....... . Registered Apprentice No ,

working under my personal supervision,

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

the above constitutes grounds for revoeation of license.)

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




