T
S

Tt DED

'BIRTH NO.

WRITE PLAINLY—US]NG UNFADING BLACK INK—MAEKE A PERMANENT RECORD

11 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. Q_ E ‘ PRIMARY REG. OIST. NO.

40438
ééd_a...& Regittrar's No. ,_,,‘2,.:? -

~1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare dccund Ured. I iostitution: residence befors
a. COUNTY - - a. STATE . ' adinimion).
St.oddard: rissouri " St'G8dara
b. CITY (If cutside corpurate Limits, write RURAL and ghre c. LENGTH OF c. CITY (I outaide oorporste limits, write RURAL and give township) 0
township} | STAY (ia tbis place) R : £ a 3
TOWN Bell City " TowN  Bell City A
d. FH%SLPP'I'AMLE OF (I net in h:ni:::r-ln:.imliu aive street addrems or locaticn) dAsJDRREEE% (If rursl, ghve locatlon} hd
|N5FITUTION
SADNE%%ESOE% a. (First) b. (Middle) €. (Last) 4. DSFE {Month) (Day) (Year)
_(Typeor Print) Charley Ee Johnson DEATH Nov, 2 1931
5. SEX 6. COLOR OR RACE § 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH 9. AGE (o years| * teoen 1 Im I UNDER 4 MRS,
M R WIDOWED, DIVORCED (Bpar.if:) tast birthday) Mﬂﬂ-hll Hogrs | Min.
Male > | White | Married Oct. 12, 18751 76 zol |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreiga countey) 12. CITIZEN OF WHAT
done during most of working lite, sven if resired) DUSTRY COUNTRY?
Retired Farmer - Illinois / U, S. A,
.ils.. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jasper Johnson Not Enown s
5. WAS DECEASED EVER [N 1.5 ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y-.N. of nukhown) | (1f yoa, rive war or dates of service) NO.
0 - -—= Lillie Johnson Bell City, Mo.

' . Enter only onecmutse per

-1i-as heart faflure, esthenia,y |-

18, CAUSE OF DEATH

line for (a}, {b), and (c)
ANTECEDENT CAUSES
Morbid conditions, if any,

*Thiz does not mean
the mode of dying, such
ete. Xt means the dis- the underlying caude last.
ease, infury, or complica-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

MEDIéﬁ CERTIFICATEON
L]

INTERYAL BETWEEN
ONSET AND DEATH

/

rise to the abore cause (o) stating.

giving DUE TO (1)

DUE TO (e

tion which caused death.

Il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the disease or condition causing death.

20, AUTOPSY?

“19a. DATE OF OP’FI%‘N‘ "19b. MAJOR FINDINGS OF OPERATION - v T
T7HX ves L1 wo [X]
21a. ACCIDENT (Bpecity) -, 21b. PLACE OF INJURY (s.5., lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) ° 7 ' (COUNTY) . ... {STATE)
. SUICIDE, * home, farm, fastory, street, office bldy., e10.) - :
HOMICIDE

214. TIME (Month) (Day) {(Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. oy 1 e WHILEAT [ NOTWHILE

INJURY = | “work AT WORK

alive on , 19,

» I hereby ceriify that I altended the deceased from

that death occurred at

9.15

Vi
19534, 1o 195, that I last saw the deceased

] ¢ ) .
B, from ]he causes and on the dale staled above.

b-_]_, and
‘Ba. SIGNATURE’ .

{Degres or itle)

&0”, z-;:’

Z3b. ADDRESS 23c. DATE SIGNED

diaiece T Nntq ey

24b, DATE

" (5tate) >

. BURIAL. CREMA- 24c. NAME OF CEMETERY OR CREMATORY. :} 24d. LOCATION (Oity, town, or county) *
REMO{AqunH: o ‘i
f/ [ Noy, 4, 1991 Tilmen - 1 .Rear Advance > .- °
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE é 5. lezlul. DIRECTOR' S SI1GNATURE ADDRESS
i o el
| fA =) = (5] il el L AL

Chiles Und. Co. Bloomfield, Mo ,
t on R Side)

(Lilefised Embalmer’s §




RECE!VED

-~

DEC 10 S0l
DISTRICT HEALTH OFriCE No.

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, oy

R .. . Stud I NOuisnenan ceraans
working under my personal supervision, udent Embalmer No

Signed f ‘pu; &-ﬂ?‘.{h)
Slgned..... ..... emsereasasraa sesessanannen

Student Embalncr Licensed Embalmer No 8 S‘C??

P. 0. Addresle’.?_’KM.J_"mm.
Note: ‘I'he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING! (Failun to comply with
the above constitutes grounds for revocation of License,)

'chubodyunotembdmed.faulbou!dbenmdm




