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DEPARTMENT OF COMMERCE
Buzeau or THE CEKsUs

EILED KA

Registration District No...ow.o .

STATE BOARD OF HEALTH OF MISSOURI

é‘l ggﬁTANDARD CERTIFICATE OF DEATH
e 8 Primary Registration District No.o . covcenmes 1008

s i ABFST
Registrar's Noveo__ 4396

{d) Length of stay:

t. PLACE OF DEATH:

{a) ‘Counly..__._'_.
(b City or town......... St.Louis

(If cutside city or town limits, writs "RURAL" and name of toweship)
(¢) .Name of hospital or institution:

Residence; # 724 Belt Ave., /
{IT not in hospita) or institution, write strest oumber or locatlon)

In hospital or institution
i (Specify whether

- T, LN

In this community_....
yoara, months or days)}

2, USUAL RESIDENCE OF DECEASED:

{a)
{e)

()

(e

. o~
state__ Missouri @ County & 4
Mg Lr
City or town St.louls - / Z/’

{11 cutside ¢ty ar town limits, writs *RURAL")
72/, Belt Ave., g

(IT rural, rive locaticn) V4
no

Street No.

7}
Citizen of forelgn country? {Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

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

Place: burial or cremaﬂou;H.QlQ_eB;...Mi ssouri,
Signature of funeral director. C R Lupton & SODB.

7233 Delmar Blvd,

(e}
18. (@)
() Ad
19. {a)

)

 While at work) /

23

I Addresa..., - .%457

(WM&Z—,.%& ﬁﬁ#;ﬂ“—éW

3. PRINT
Full Name.. CORA L. JOHNSON..._.._ M 1
=T - e 20. DATE OF DEATH: Month_ . MY . day
3. I N .
CEE ;;’ o Secuity vt 2OAE s 10315 riwe Ba
e s 21. 1 hereby certify that I attended the deceased from. 200Ut MAD I‘il
5. Color or 6. (6) Single, widowed, marric,ff 194 19— to May. 24, 1046 10__.
4, sexiemale / race Wi te d.ivorced._ﬂ_igg.!@_g.t.‘ “that I Inat saw HOL . aliveon__._ - J_i’_ lm SRS U Y
6. (b) Name of husband or wifew....cereenmn. 6. () Age of husband or. wife If || 3nd that death occurred on the date and hour stated above. Duration
Bert H., Johngon, aﬁve____P_QE_[_t_i_’yh“ Immediate canse of death
7. Birth date of dmd“___._Qni’ahﬁr_er_lBll.__;_.. 1¢ Carcinoma of Descending | .
(Month) o) (Year) colon, =4yrs
B. AGE: = Yeam Montha Days If less than one day m j L.......HQ phrijuiﬂ B—&Wks
Jde Terminal . pneumonia
74- 6. 21- | hr. min. .
Due to .
9. Binbplace 2 Monticello PR Misgourd, 7 O A
{City, town,or coonty) _ . (State or foreign country)™ == - - LA - __[ j_,.r-“’ .
Ol d 3
10. Usual occupation at home e o W;,‘::.;r;c, whthin 3 manths of death) / f . |
i1, Industryorbusiness . . e I e . | - PHYSICIAN
Major findings: f S
= { 12. Name.......JAGRET. M. Cooter., L1l Ot operations.... /?ﬂ — Underiine
= . s [ . . . -‘ . R
2\ 1. sipaceJonesboro, Te _Tennesses, / ) e cute to
. w b, tate or foreign conntry
g{ 14 Maiden name, ﬂfzaﬁgm Baeh Of autapey c?ﬂ:[;:ﬁ.bmf
tistically.
g 15, Binhnlam_rgc.rn%gﬁt;j (}s{ffu?g?]ﬂ:mn{ 22. If death was due to external causes, fill in the following: ’
16. ia) Iut . B, L. Cooter, (8) Accident, sulcide, or homicide (apecify)
@ Address_ 601 _S. Main, Holden, Mo,, (b) Date of occusrence
1. @ RemOVAles @) Date thereor 3/ 26/40. (e} Where did injury occur? (Ciry oe towm)  (Corrt) R
(Burial, crematios. or removal) (Month) (Day} (Year) (d) Did Injury occur in or about home, on farm, in Industrial place. in puhlir.- place?

(Bnu:il'y t(yw of‘pﬂ

: of hﬂu.ry_.@

(MDor—e&ha}

. /24" Date rigned. lf_].éﬁ -5; 744

{Licensed Embalmer‘s Statement of Reverse 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.

. {Failure to comply with

P. O. Addressm=d s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds for revocation of license.} *

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




