THE DIVISION OF HEALTH OF MISSOURI

. No, 300
o0 HIED DEC'3 1343 STANDARD CERTIFIGATE OF DEATH P
‘
"BIRTH NO. REG. DJIST. NO. Zﬁz PRIMARY REG. DIST. NO. _&QL Registrar's No... 4904
1. PLACE OF DEATFH 2. USUAL RESIDENCE {(Where docossed lived. [f lnstitution: residenes before
a. COUNTY . & STATE . . b. COUNTY admission,
Jackson ; - Missouri Jackson l/p
b. CITY (I outcide cornieate Limits, write RURAL aad give ¢. LENGTH OF ¢. CATY (If quidde corptrate lictits, writs BURAL and give township)
OR wownehip)| STAY fin this place) OR 3
TOWN Kensas City / 53 yrs. TOWN . Kenges City ﬁ s
d. FULL NAME OF (If not in hospltal or institution. give street address or location) d. STREET (If rural, give location) — Fd
HOSPITAL OR ADDRESS . .
INSTITUTION 3828 Michigan Avenue %828 Michigan Avenue O
3. NAME OF . (Firsty b. (Middle) ¢. {Last) a
DECEASED ot _ 4. DATE (Month)  (Dey) (Yean
{ Type or Print) Robert H, - . JOHNSON DEATH  Nov, 17, 19L|,9
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, ; | 8. DATE OF BIRTH 9. AGE {In yenrs| I¥ UNDER 1 YEAR |  UNDER a4 s,
) WIDOWED, DIVORCED (aipecit last birthdsy) | Montha , Days | Hours | Min.
male () white married /| 8=18-96 5% |
10a. USUAL OCCUPATION (Givekindof werk | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE (State or forelgs countey) 12, CITIZEN OF WHAT
done during most of working life, even if retired) DUSTRY . . . O COUNTRY?
Representative Maloney Elec. Co. Kansas City, Missouri TUSA
13a8. FATHER'S NAME 13b. .MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph M. Johnson ; Amna Me —c== Edith A. Johnson
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY (17, INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes. no, or unknown} |- (1 yes, give war or dates of service) * NO. ° . . .
Yasa WW_ T — Mrs. Edith A. Johnson, 3828 Michigan KC, Mo,

INTERVAL BEI'WEEN

Fter onts oas oo EASE OR CONDITION
_Enter only oneceuseper | I._DIS! o]
Lie for (8), (b}, and (e} DIRECTLY LEADING TO DEATH® (o)

*This does mot mean ANTECEDENT CAUSES
ihe mode of dying, such | Adorbid conditions, if any, gieing DUE TO (b)

mheartfauurc.astkmm, rise 10 the abore cauae () staling ) s . _ . g e o
“Ft meqns the dis- Hl.e uﬂderivmn causze lnsf. . _ ' :Zz @ - 6 5\
care, injuw,orcmplwa- DUE TO (3] +
tion which coused death, | [I. OTHER SIGNIFICANT CONDITIONS .
| Conditions contributing to ihe death but not
related to the dizease or condition causing death, .
19». DATE OF OPERA- '] 19b. MAJOR FlNDtNGS OF OPERATICN - | 20. AUTOPSY?
. .. TION 4 . . g 11 ]
. YES D NO,
21a. ACCIDENT csp.dm' \ 21b. NJURY (s.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) ~ {COUNTY) (STATE) -~
alélﬁ{g]EDE %\M’ bome, farm ffa t gifice bldg.,et0.) — —— " v v .

-
I
1

WRITE PLAINLY—USING UNFADING .BLACK INK—MAKE A PERMANENT RECORD

.

21d. TIME (Mogth)yytpay)  {Year) (Hour) 2ie, INJURY OCCURRED | 215, HOW DID INJURY OCCUR?
or WHILE T WHILE l pa —
INJURY m. WORK AT WORK 4 . '

22, I hereby cmﬂﬁtgz ;gende h eased from y 19 , lo M, Iswﬁai I last saw th.e deceased

alive on _ thai death ogﬁre Dfm., from the causes and on the dalesipted above.
2. SIGNATURE pAkocki )
Robte Je RJ@%”U gﬂ
2a. BURTAL. CREMA-Y 24 of JA =
. %E‘Tgﬁlmumn 11-19-149 Mount Moriah Kansa.s City, Mis sour_i
DATE REC'D BY LOCAL | REGJSTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S| GMATURE . . RDORESS
LSS 2,5}3 % T 4 B Mellody-HMoGilley-Eylar, Kensas City, Mo.

(Licensed Embalmer’s Statemnent on Reverse Sidt)
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STATEMENT BY LICENSED EMBALMER

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

. Student Embalmer No,
working under my personal supervision.

Student

................................ Signe¢.......;.._=....7_«aqo Lot sl
Student Ellba [ mor

Licensed Embalmer No....... %35& .....................
P. O. Addresse....>. SR Cb ...... % ............

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {(Failire to comply with
the above constitutes grounds for revocation of license,)

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




