THE DiYISION OF HEALTH OF MISSOURI 59""007277

ealth, .
Welfare STANDARD CERT|FICATE OF DEATH STATE FILE NUMB
o | 2.1758
ervice D MAR 1 0 ‘IMgishmion_ District No. Primary Ragistrmicn District No. Regis!ra LY A S
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residance befpfe
300 a. COUNTY a. STATE b. COUNTY admission
=57 b. CBI'Y {If autside cerporate limits, give TOWNSHIP only) Inside Limits <. ClOTY Inside Limits
o, ST.LOULS,MO. Yes [7] to [ S8 8T ,LOUVIS,MO. YeorT Mol ]
? 3 <. FBLF!’-I NAME(;}OF (I NOT in hospital, give location) | Lengrh of stoy in 1b d. STREET (If outside, give location) Reside on Form
HOSPITAL OR ADDRE
p & INSTITUTION ST.LOUIS GITY EPSP. #1. 111 DIVISION Yes [ No[]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Year
(Type or print) QF
BABY GIRL JOHNSON oh, FEB. 6, To59
5. SEX & COLOR OR RACE| 7. MARRIED [ JNEVER MARRIEQ:] 8. DATE OF BIRTH 9. AGE ¢1n yeors ||F UNDER 1 YEAR| IF UNDER 24 HRS.
irthd, Month. Min,
GIRI! 2 ﬂE(m WIDOWED[ ] o pivorcen[ ] 2/5/59 last birthdoy) [ Menths iaya l§urs l in
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) d 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if ratired} INDUSTRY
none no ST.LOULS CITY HOSP,#l. UeS 8
13s. FATHER'S NAME 13k. MDTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
THOMAS J OHNSQN LOUISE PURNELL
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or unkngwn)| (If yes, give war or dates of sarvice)
r & HOBP, #1
18. CAUSE OF DEATH (Enter only ane cause per line for {a), (b} d (c).) INTERVAL BETWEEN
PART [. DEATH WAS CAUSED BY: ﬁ f ONSET AND DEATH
IMMEDIATE CAUSE {a}

above couse {q),
stating the under.

whirere: oy y DUETO (B} ,__,_LMG/ U~y '{\. & 5" 4/"”
} DUE TO (c} 74’9‘ -5

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z tying couse last.
- i: PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disease condition given in PART ) (a) 19. geg ’?ggggg‘f j_ |
2 ?
5 g YES[] nOK] ‘
- £ | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) "
= w
|5 u O a O
2 2
u O 20c. TIMEOF How Month, Day, Yeor
2 o INJURY a.m.
- £ p.m.
2
E 20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NQT wHILE | farm, foctory, street, office bldg., etc.)
o WORK AT WORK
- T 21. | attended the deceased from@ /5 /EQ W to _m9— and last saw (7 alive on 2./ 6./ 59
5 Death occurred at P. m on the date stated cbove; and 1o the best of my knowledge, from the causes stoted.
: _5 22a. 5|GN‘._ATURE (Degree or title) m & | 22b. ADDRESS 22c. PATE SIGNED
-
£ S. Faeqang , M D). | 616 1apaverrs ave 19/59
230. BURIAL, CREMATION, | 23b. DATE 23? NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, of ¢ ty) {5tate)
REMOVAL (et | 9 — 2 f - _r7 Anatomical Board i, Mo,

24. FUNERAL DIRECTOR

Jits 16 58 @MW% /0.

{Licensed Embalmes’s Stotement on Reverse Side) —)0,’ &}‘é




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, OF BY oot ., Student Embalmer No. .....c.cooviiieeens
working under my personal supervision.
SEUAEIL  coovvrranrerrnrnrrernreearssssrsemmmentivenmmsssansnss SHENEA ..eevieveerereseeesrereissbr e saebiste st e st et
Signature of Student Embalmer
Licensed Embalmer No........covvenneniians
P. 0. Address.......covvreiiiiniiinnncinnn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds fér revocation.of license).

If embaimed by a STUDENT, he also shall siga in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




