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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cousally related.

THE DiVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

H LED N OV 1 0 Igsgcimaﬁor! District No. _

_____________ 3 1 8 Primery Registrotion District Ne. 1003“"“—-"-"- Registrar's Ngi

58-037897

STATE

FILE NUMBER gy

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where duceased lived. If institution: Residence befois
o. COUNIY e STATE  Tijinoig P COUNTY Macoupfﬂ'"y)’
b. CITY (If outside corperate limits, give TOWNSHIP only) Inside Limits 9/30 C:JTRY Inside Limits
TOWN St.Louis Yes K Mo [] 2 Town  Mt.,03ive Yes (X No[]
ﬁgls.h;l:{dE OF (If NOT in hospital, give location) ’Lengih of stay in 1b d. SBIEEEES { outside, give location) Reside on Farm
s
HOSPITAL Pets oidm, Hospital=91% N.Grand 3 ADORE Route Yer () No B
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaoor
{Type or print) oF
Lawrence Sanm Johnson DEATH Qctober 20, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
. MARRIEDE NEVER MARRIED{:‘ J ‘blin:;;:y; Manths | Days Haurs Min.,
Male A White wiooweo[] 7 oivorcen{])] “an. 20, 1893 61; [ I

105, USUAL OCCUPATICN (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or country)

}2. CITIZEN OF WHAT COUNTRY?

dutjng of working lifs, even il retired) [NDUSTRY 1
Botlermaker Construction Terre Haute,Ind. / u.S.
13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Johnson Elizabeth Purcell Grace
15. WAS DECEASED EVER IN L. §, ARMED FORCES? 18, SOCIAL SECURITY RO.| 17. INFORMANT Address

(Yeu, or unknawn)| {1f yes, gi
Ted

:tr daras of service)

352-01-0153

WMrs,.Grace Johnson,

0

PART 1.

Conditions, if any,
which gave rise o
obove cawvee {4a),
atating the under-
lying couse last.

!

DUE TO (¢}

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, ond (c}.)

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Illa

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b} @W 0/ -dba(fw

J

/634 {

/

i
20a. Accgwr SUICIDE  HOMICIDE

MEDICAL CERTIFICATION

nf,

f inj

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given tn PART 1 {=)
. -

_19. WAS AUTOPSY
PERFORMED? /
YESL] NO[]

‘ )

O 1 ‘o At
0. TIME OF Hour  Meonth, Day, Year ;a ,7”. ~ t /0 o
1030 m 10 OSE[ .
20d. INJURY OCCURRED 20e. PLACE OF INJYRY (e.g., inor about home,{ 20f. ANTY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D amm,  ucto eet, office bldg., etc.) .
WORK AT WORK 9 [ CH, AAALD e
21. | attended the deceosed from and last saw R;’n olive on

m on the date uul_-& obove; and to the best of my kpowledge, from the couses stated.

23b. DATE

10=21-58

230.

22b. ADDRESS

2 NF00

r title

Clasd’

ED

22c, QATE SIGH
/0.2/ - SF

T NAME OF CEMETERY OR CRE“ATDRY'

Union Miners Cemetery

23d. LOCATION {City, rown, or county)

Mt Ollve Tl

{Stars)

ADBRESS

24. FUNERAL DIRECTOR

Albert H.Hoppe,l4700 Washington Blvd,

25. DATE RECD. BY LOCAL REG.

0fY 2 1'58

{Licensad Embalmer’s Statement on Reverse Side)




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, 0T By o e e T T 3

working under my personal supervision.

T RTTs (= 1§ U POPPPPPP PP
Signature of Student Embalmer

Licensed Embalmer No":??ézf/
P. O. Addres\% ﬂﬁ,ﬂ%

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 embdlmed by a STUDENT, he also shall sign in his OWN handwriting.

ey If this body is not embaimed, fact should be so stated above. ‘
. - < .




