BY AFFIDAVIT OF

MEDICAL CERTIFICATION

disease condition given in PART | {a}

lRl DIVIS_\I{gIgE9F EIEMH STANDARD CERTIFICATE OF DEATH 59—-030519
LLLE.U 2 ﬁ!?i STATE FILE NUMBER
LIDED Registratipn, Qistriet No, oo ________Primary Registration District Ne, ________.___..._ Registrar’s Ne. __ -
1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceazed lived. If institution: Residefice before
a, COUNTY a. STATE IllinOiS b. COUNTY St. Clair fdmission)
b. Cé'lY (If eutside corporate limits, give TOWNSHIP only} Length of stay in 1b . COI?’ Inside Limits
1owe St, Louis, Missourl 5 Days own  East St. Louls Yes B No [
c. ’I:-IUOLéP'I“TATEOOF {If NOT in hospital, give location} Inside Limits d:;EEEETSS (f curside, give location) Reside on Farm
insttution St, Mary's Infirmary Yes (X No [ 1718 Rear Tudor Avenue |YesDO NR
3. (P#AME OF DECEASED First Middle Last 4, DOAFIE Maonth Day Year
r pr
YPe e et EQUAL JOHNSON | ofam  August 16, 1959
5. SEX &. COLOR OR RACE 7. Married ) Never Married [] |8. DATE OF BIRTH | 9- AGE (lest birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Male NegI'O Widowed [] Divorced [} 10/2/18 84 74 Months Days Hours Min.
tDa. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY[ 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durjpg most of warking life, even if retired)
armer Retired Pope, Mississippl U. 8. A,
133, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME CF HUSBAND OR WIFE
BILLY JOHNSON LIZA PUGH VALLIE JOHNSON
(l: WASO?E;EI(ASED )EV('lEfR IP: U'-S'OA::E‘I; Z?,REE::“N;:‘) 16, SOCIAL SECURITY NO. 17. INFORMANT Address E . St. L . lIll .
nawn es, giv e
(o) [ UNKNOWN | Mrs. Vallie Johnson, 1718 R. Tudor Ave.,
— 18, CAUSE OF DEATH (Enter only aone cause per {ine for (a), (b), and (c}. INTERVAL BETWEEN
uZ_, PART |I. DEATH WAS CAUSED B ) ONSET AND DEATH
= IMMEDIATE CAUSE (4) Ao uie C m E 12 Cle vos orn/ _@m
3 13
8]
a Conditions, if any, DUE TO (b}
which gave rise to
sbove cause [a)},
stating tha under-
lying cause last. DUE TO {c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LIl, If deceased was femals was

there a pregnancy in last 90 days.

rI:l Yes | No

| O Unknown

19, WAS AUTOPSY

PERFORME
YES [g,xg;g

200. ACCIDENT
m]

SUICIDE
0

HOMICIDE
O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itam 1B.)

20¢. TIME OF Heul
INJURY a.m,
p.am.

Month, Day, Year T

20d. INJURY QCCURRED

WHILE AT WORK ]
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (w.g., in or about home,
tarm, factory, siree:, office bidg., eic.)

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

21,

Death occurred at.

t attended the deceased from.

]

Aveval i1/
b4

i

70Mand loat saw i, slive on_d!‘dﬂ_h

m on the date stated sbove, and to the best >f my knowledge, from the cauvses stated.

22a, SIGNATURE

(0

23a. BURIAL, CREMATION,

REMOVAL (Specify)

(Degree(i; title)

22b. ADDRESS

P25 N X

Ne S/

£

23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, tefvn, or county)

I 22c. DAJE SI

(S18re)

NED

Removal 8/16/59 i Local Ce %;:er}zs RECD. BY §CAL nEEatﬂeasmvj.gne : l?f[iiﬁg.ssippi
24. FUNERAL DIRECTOR E3S . . 8 y " ; T > . -
' gﬁzf ?.nlﬁ‘ien?:lel IUG 1 8,5 ,‘[6’ J,‘M . ,i‘ '
- —Louls 1l 4

{Licensed Embalmer‘s Statement on Reverse Side)




Sivraarth = Yeaae ;a2
STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signy%%%

Signature of Student Embalmer

7
Licensed Embalmer No. o
T e . N i o by 7t-'-.~;'.;\~" —_Y
"o e I P. O. Address, Fetrto y
¥

[

Lo

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con
Ly 24 with thé-above constitutes grdunds for reyocation of license).
~ If embalmed by a STUDENT, he also shall sign in his OWN handwmlng
If this body is not embalmed, fact should be so stated above.

*




