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JRLED Ju 1

- BIRTH MO, —

- 1952

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY: REG. M_ﬂr_é. Registrar's No. .2_2..._5_._..

State File No,

20763

REG. DIST. NO.
1. PLACE OF DEATH ri 2. USUAL RESIDENCE (Whers decessed lived. If institatich: reldence befnie
a. COUNTY 8 STATE b. COUNT admisslon’.
Jackson , Missouri: Jacksan
b, cga\' (11 oattedde corputate mite, wrte RURAL and give §T LENGT:: p‘E:F c.-'cgrg (I oantaicde gorpornts Himits, wrive RURAL snd give towashic?
township) In M - 4
town  Independence i O IR Independence ALES
o, FULL NAME OF (I bot in boapital of Institutian, give strsat sddross or location) d. STREET (If rursl, give locatlon) v
HOSPIT ADDRESS .
INSTITUTION Residence , 1701 Appleton 1701 Appleton
S.DNEACME O'B a. (First) b. (Middle) , : . c. (Last). 4. DATE {Month) (Day) (Year)
{ Type or Print) Eva M.' ° - 4 Johnson oEA™M  June 12, 1952
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8 DATE OF BIRTH 9. AGE (In yesrs| o UNOER | YEAR | o vaoEn B uns.
. WIDOWED, DIVORCED . tast birthday) Hnam, Days | Bourns | Min.
female white married ~ Dec. 25, 1901 20 I
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- ! 11. BIRTH . 12, CITIZENOF
dooe mcstod w Hle. evan i "“) DUSTRY {Civy and State or Forsiga Cowntey) COUNTRY?O WHAT

Housewife

gel

138. FATHER'S NAME

tartin Munson

13b, MOTHER'S MAIDEN
Minnie Sanders R

I5. WAS DECEASED EVER IN U.5. ARMED FORCES?
(I yws. wive war or dstes of servicn)

(Yws, 0o, or unkoowa)

i __Deepwater, M

14. NAME OF HUSBANL OR WIFE

(8]

|_E, E. Johpson

15. SOCIAL SECUR;'B’ 17. INFORMANT ¢

5 SIGNATURE OR NAME
Wr. Ernest E. Johnson, Independence,Mo.

ADDRESS

Iine tor {8), (b), and {(c)

*This doer not maean
the mode of dying, such
o1 bearl failure, asthenia,
ete. It means the dir-
caae, Infury, or dica-

ANTECEDENT CAUSES

Aforbid conditions, if ang,
. rise to the above canse (o) Hoting
- the underlying’cause Tast. -

no aone nane
18, CAUSE OF DEATH MEDS CERTIFICATION INTERVAL BETWEEN
. couseper | |. DISEASE OR CONDITION . ONSET AND DEATH
- Bnter only onecousoper | Ty [p2 o'y LEADING TO DEATH® (4 WYyecan ddo /9 ¢DSo85

gieing

T

tion which caused death.

T1. OTHER SIGNIFICANT CONDITIONS .-

Condilions contributing to the death bud not
related to the disecse or condition causing death.

nuﬁo o ﬁ’/wwr(u) A.L;;—bua Hoiw

19. DATE OF -OPERA. “15b] MAJOR FINDINGS OF OPERATION 4 - -0 0 4 - S 20. AUTOPSY?
' fe e el N vis [J oo
21a. ACCIDENT (Bacity) 215, PLACEOF INJURY (s lnarabout | 216, (CITY, TOWN, OR TOWNSHIF) * ~ (COUNTY) (STATE)
SUICIDE bome, farm, factory. sirest. oflioe bldg..ete} ‘ . -
HOMICIDE .
21d. TIME  (Mowb) (Dez) '(Yess) CHowr | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
. T . : ' mm.tn NOT WHILE
TNJURY - - om AT WORK N e e e . A [
7 - et
2z [ hereby certify that I aliended the deceased from My mﬁ {o , 1952 | that I last saw the deccazed
alive on __im_ 1951, and !hat death occurred at 2 m., from the causes and on the date stated above.

2a. SIGNATURE

- e

WWMD

Z3b. ADDRESS
1724

{Degres or titlo)

Mifé fve 2

23c. DATE SIGNED

/3 Qo 252

24a. BURIAL, CREHA-
L MOVAL (Spealty)
url A

b, DATE

ST Ih52

244, LOCATION (Qlty, town, o1 county) [
‘Kansas City, Mo.

. (Btate)

DATE REC'D BY LOCAL

Ve -

o 2

SIGNATUR

24c. NAME OF ERY OR CREMATORY
F H111s
" 1/

- -

.+ FUNERAL DIRECTOR'S SIGRATURE
&‘ 2 2

ADDRESS
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STATEMENT BY LICENSED EMBALMER

I hereby cértiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by oo

Student. Enbalmer No.

m Qbatoe &, SGolrseston

working under my personal supervision.

Student ..... "..':t“d."t"E-.I;.i“"“""".”
uaen almer
' Licensed Embalmer No #74/
. P. O. Address 2 27_(0'

Note: The sbove MUST BE SIGNED BY THE LICENSED EMDALMER in his OWN HAND G. (Failure to comply with
the above constitutes grounds for revocation of License.) ’ .

I this body ir not embalmed, fact should be so_ stated sbove.

- -




