FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District N¢00A

b

36643
4232

State File No

Registrar's No.

HE TV 18 %’i

Registration District No...
JACKSON

{a) County

{#) City or town

KANGAS CITY, MISSOURI

(If outsids city of town limits; writo "RURAL” end pnms of township)

{¢} Name of hospital or institution:

GENERAL HOSPITAL #,

(If not in hospital or institation, write stroet

number or location)

2, USUAL RESIDENCE OF DECEASED;

MTISSOIIRI
KANSAS CITY
{1f outaide city or town limits, write "RURAL™)

1226 TROOST

(s} State

{c}

City or town

() Street No.

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

{11 rurel, give location)
(d) Length of stay: In-hospital or institution 21 daYS @ ¢ f forei ° ) NO e U
(Specify whether € itizen of foreign country (Y No)
In this community UNKNOWN sor e
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3 (¢) FRINT
FULL NAME__ SN ALVIN JOHNSON. ... :
—_ ]| 20. DATE OF DEATH: Month__QCTORER a4y 12th
3. (b) If veteran, 3 () _Socml Security No. N ip
name war. orld Wer I I ..4;9..3.5.14:9,161 yesr 1948 bour...d.200.. minute. =M. .
21. Y hereby certify that I attended the deceaged from
, 5. Color or 6. () Single, widowed, married, || _Sentember. .2l ., 1948w Ockoher 12th, 19__48
¢ s MALE | ruce NEGRO.|  Dorcea MIDOWED. || s 1m nim..aliveon.... October 12th .. 8.,
6.. {(b) Name of husband or wife.._....._.__._... 6. (c} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
NENOWN i Mt
1) 0 AliVe e e m%ﬁanImﬁRE.u»«““ﬂﬁ_ ..............
7. Birth date of deceased OCTOBER 12t.h, 1891; .
{Month) {Day) {Year) "
8. AGE: Years .| Months Daya If lesa than one day Due to._ INTRA=CRANTAL_NEQP LADm.._.._.._.._.._.._... I
54 0 30 e i |t ——(ETIOLOGY_UND ERMINED(X-RAY EVI%
sl nettin | o DENCE ONLY) Lo, arec0,)
5. Birthpiace MONROE, LOUISTANA / B - N I
- {City, town, or county) ~ (State or foreign coubtry)
10. Usual mmmL_DMBQRER_____ SR SN ,%E:;:: m ‘within 8 mantha of death) O
11. Industry or business e ., » PHYSICIAN
or ngs: _
8 { 12. Name.._JAMES. JOHNSON iy || OF OPRTREORS oo M E/ N
2 ARKANSAS [ - ' b et
@ \ 13. Birthplace.... TIE-ROG g e— jwhichdeath
ity ""‘"“"’"m )7 ., . (Suate o foreign country) | ~Of autepey..- should be
5 . Maiden rame_ LJDA_B pea cha.:-g:ﬁ sta-
tistically.
[ ¥.
=

{

16. (8)
)

5. Birthplace..... INKNQWN

{City, town, or county)

Address.

b’

{State or foreign country)

Informant_ . Brother: « ELYJAH JOHNSON.. .
2611 Tracy

17, (a)
(Buzrial, cremation, or removal)
{c) Place: burial or cremation.... LiNE0O

18. (o) Signature of funeml director.

_Burial . @) Date thereot.. 10/19/_48____

Monih) (Day) (Year)

-22. -If death was due to external causes, fill in the following: -
(g) Accident, suicide, or homicide (speci{y)

{4} Date of occurrence
() Where did injury occur?
{City or town) (County,
(&) Didinjury occur in or about home, on farm, in industrial pla.& ih publ.u: p!an:?

(Specdy typs of place) f E;——Ffank
cons of iluy gy 115

(®) Address.. ol ;i T _EII
19, (a) /0"/3—"}'% _____ . Q'W .. ..oroJ oty
(Date 4 local (Pegistrar's signa ure} ___> Date sig

(Licenned Embaliner’s Staternent on Roverse Side)




i

STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No ,

working under my personal supervision.

Signed

Licensed Embalmer No.

P. 0. Address.
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.)
If this body is not embalmed, fact should be so stated above.




