No. 300 FLED OCT 2 1950 . JHE DIVISION OF HEALTH OF MISSOUR 3 j 3 20 N

s STANDARD CERTIFICATE OF DEATH . g rise o,
) BIRTH NO. aes. 01T, 0. L T8 primany vee. 01st. w0. 339D ¥ kjictrar's No / g 9{
2 / i 1, PLACE OF DEATH ‘ Z. USUAL RES|IDENCE (Where decessod livad. If Institution: residence befors
a. COUNTY . 8. STATE 1y b. COUNTY adinisginn),
Pike ) tiissouri Pike 0 P20
d b. CITY (It cuside corpurate limita, write RURAL aad give ¢. LENGTH OF c. CITY (If outaids sorpovats limits, write BURAL and give township}
R L 1 . townabip)| STAY (in this place) OR
TOWN . ouisiana | days TOWN ~-Rural--Peno 0
d. FULL, NAME OF (i heapltal or (nsticuti dd. ! L d. STREET N
HOSPITAL OR o™ i P Ehve strt o ! ADDRESS  or) af rond, wive loaatlon)
INSTITUTION _p{re Co. Hospital » Frankford, Missouri
3. le%ME OF 8. (First} 7 b. (Miadle) <. (Last) 4. DSTE (Month) (Day} (Yean
(mePﬂw WILLIAM THOMAS J OHENSTON DEATH J3ept. 22, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5 AGE (Io ysars| @ UNOER 1 YEAR | ¥ NN 21 123,
WIDOWED, DIVORCED (Specify) : last birthday) Month-, Days | Hours | Min,
Male 4 White Never Married < | Feb. 14, 1870 80 8 |
108, USUAL OCCUPATION (Give kind of 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE eountry
done during most of working ll(h. sveuif nt;:lk) - DUSTRY Bate ar forelgn ! - Iztgﬂer'ﬁh‘}'foF WHAT
/[ Famer - _Retired-Farmer Fort Scott, Fans. / T. 3,
'll:ia. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¥ Je e-Johnston. - Emily Iack~b__‘_‘__ none
1S. WAS DECFASED EVER IN U.5. ARMED FORCES? 16. SOCIAL sacunmr 7. INFORMANT OR DRE
Is. WAS 0 | G s o e | S SIGNATURE OR NAME ADDRESS
ROt .- none Miss Mae Johnston; HFD, Frankford N oOe

]

8. CAUSE OF DEATH - - .- - . DICAL CERTIFICATIO! tg'r"gnmu BETWEEN
| Enter only onecauseper | 1. DISEASE OR CONDITION % AND DEATH
“n-e for (a), (b), apd © DIRECI'LY LB\DING TQ DEATH‘(a) ﬂ‘m

. *This does nol mean ANTECEDENT CAUSE

the mode of dging, such | Morbid ehnditions, if any, gicing DVE TO (&) - .
|| b heart fatture, asthenta, | Tite to the abose cousc (o) Wating - RN I R

ete. I means the dir- he underlying couse last.
case, injury, or complice- - . DUE-TO.(e) - .
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS : .
Conditiona contributing £o the deaih but ot - /57)(
. related to the dizease or condition causing death. . . ’ L i . .

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF RATION T - ' 20. AUTOPSY?
Lo TN S G e s — : _
o i e , -~ T : ves ] wo M7

21a. ACCIDENT Cpecify) 21b. PLACE OF INJURY (ex. fncrabomt | 2Ic. (CITY, TOWN, OR TOWNSHIP). . {(COUNTY) .. (STATE)
SUICIDE home, [arm, factory. street, offive bldy.,et0.) )
HOMICIDE —_— —_— i "
218. INJURY OCCURRED { 21f. HOW DID INJURY G:CURT

21d. TIME {Month) (Dwy) (Yewr) (Hour)

- r

——— '_.,_-u_ ———

WHILE AT NOT WHILE ,
WORK AT WORK : - : B

' eby certify lhat I attended the deceased from —_________ 194Lf to Q- 2 19 5 © that I.last saw the deceased
X cmd that death occurred at _W m., from the causes and on the date stated above.
) (Degm or titl) | 23b. ADDRESS Z3c. DATE SIGNED

INJURY e

WRITE PLAINLY—USING UNFADING BLACK INE-—-MAKE A PERMANENT RECORD
- L .

- ) ‘D) ‘Louis’iarﬁé . Missonri 9/22/50
%%NB&RJ&. CREMA- | 24b. DMED 24c, NAME OF CEMEI‘ERY OR CREMATORY | 24d. LOCATION (City, town, or county) * (Btate)
o a7 | 9/24/50 Franzford Cerstery .. ~ Frankiord, ko, -

TE REC'D BY Louu. REGISTRAR'S SIGNATURE _’-57;{ 25. FUKERAL DIRECTOR'S 81GNATURE - "ADDRESS
gEIZI £3 'ZS 'é ’ &M & ‘3terne Funeral Home, jouisiana, yo.
: (Licensed Embalnser’s Statement on Reverme Ssd';— o
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' L S o .. " Date Received: SE?
| | | o DISTRICT HEALTH OFFICE
N District File Number &-s:
Date Filed: SEP 2 9 BR)
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, otmb¥en oo

Student Embalmer MNo.

working under my personal supervision.

SEUAENE sseneeovnccssncnnensovanssssasrannes - Signed._._...-jAA@M\_‘.. et _)jq___ e R e
Student Embalmer o
’ ) ... Licthsed Embalmer No..... 5/ e LR

P. 0 Address Myum

Note The above MUST BE SIGNED BY THE LICENSED EN!BALMER in his OQWN HANDWRIT]NG (Fﬂxlure to comply wi
the above constitutes gmunds for revocation of license.)

If this body-is not eml:almed. fact should be so stated above.

FORE I} {« I

LS




