i THE DIVISION OF HEALTH OF MISSOURI 59 _0016 59

Weifare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER '
Public é é ( ~
bervice . ' Fn FEB 3 1q%istrurion District No. ... yh 2 v e Primory Reglﬂmflon Dl!"lc' No. . ;o 0O ... Registrar's Nm____\&___d_____-
PLASE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Ru:!gl.n:. before
o. COUNTY Jackson a. STATE Misaouri b. CDUNTYJackBo admission)
b. CITY ({If outside corporata limits, give TOWNSHIP only) Imside Limits c. CITY ,/‘f{\—‘ Inside Limits
OR Yes @ No (] OR d Yeos No [
TOWN _ Sugar Creel TOWN Sugar Creek &
c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS v
INSTITUTION 38 yrs. 12008 Anderson Yes [] No ]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typa or print} OF
Mamie H, Johnson DEATH Jan 24, 1959
5. SEX & COLOR OR RACE| 7. 7 8. DATE OF BIRTH 9. AGE (I FUNDER | YEAR| IF UNDER 24 HRS.
| warriED1fiever marrien[] ot birthday) [Manths | Beys | Hours |~ Min.
Female White wooweo[]  oworcenl]] gapt, 20, 1901 |
100, USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state of countey} 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, even if ratired) INDUSTRY !
D tic Minn., Minn, USA
132 FATHER'S NAME Bddwall Anderson 12b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Rudolf Jelhmeen m A. W, Johnson
w Hann QOlafsan
| o J] 15- WAS DECEASED EVER IN U, 5. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address
L g {Yeus, o™ mkmwn}l (IF yas, give wat or dates of service} 77 : 8" 7 9 {1& A. w. Johnson Sugar creek ’ Missoui_
a 18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), ond (c). ) INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: -— ONSET AND DEATH
w IMMEDIATE CAUSE (a) __("4~_w,¢d_(4~( / 7'-‘4—" ¥ 0‘;3-‘49 2t e *
- tpes
o Conditlons, If any, )
g_.- w:‘i‘eh':::t K 'n-ﬂr° DUE TO (b} ‘MM v
bo {a), .
s s ek 7 % e, Lfs:
S g tying cavse last. DUE TO (3] > .,

. mE- PART Il. OTHER SIGRIFICANT CONDITIONS cou'rmlﬂ'rmc TOLEATH but not related 10 the terminal diseass condition given in PART | (8) 19. WAS AUTOPSY
FIEA B ) PERFORMED?
< off= < 5 ’ Fyespf nO [

- 3"_:‘ 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b, D ESCRHMEEMN=kbi i Gl R Plena i gt njumpinniideideloami ART |1 of item 18.)

- = pgw
1 O O & rem_d3a., J3b CORRECTED
F 3

S SWS[20c. TIMEOF Hour Month, Doy, Year BY AFFIDAVIT, AN

2 afa INJURY  a.m. A— b -

’v:'n st E p-m. ‘

__E_ g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
% w WHILE ATD NOT WHILE 0 _farm, ctory, street, office bldy., etc.)

s 3 AT WORK

E 21. | ottended the dec from ‘t- ﬁg- /i s Z , 1o / - /y— ._f’q ond lost uw: alive on / /y" f

g Deoth occurred ot 7 &, m on the date sl‘ufac],ubove, and to the best of my knowledge, from the cousts stoted.

2 zzvt.%me {Dogree or title) /M ﬂ. 22b. ADDRESS /4 g/ Winner Rd 22c. DATE snsuf;__
'3 . MQVZ’“, : Independence, Ma. /-6~ Sy
230. BURIAL, CREMATION, | 238 loaTe 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (s'm;

: REMOYAL {Specify)
‘ Burial Jan 27, 1959 Mound Grove Cemetery Independence,

- 24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. . REGISTRAR'S QGN%‘
o, C, Carson & Son's Indep., Mo, [/~27~59

{Licenssd Embalmer’y Statemant on Raverss Side}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OF DY oottt e tit it b bt sttt s s s e re e b e e , Student Embalmer No. .....coveiiinenns

working under my personal supervision.

L TTT: 13 1| S OO PP Signed,...1
Signature of Student Embalmer

Licensed Embalmer No%7/

P. O, Address........ccccevviiiriniacrnnnesnns

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.



