IR1 DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

_Lh.l.u uu NUV 1 7 1966

-60-042083

’ STATE FILE NUMBER
(DED Registration Distriet No. ______ ... 7T_ ——Primary Registration District No, { 0 d Ragistrar's Ne, -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institulion: Residence before
2. COUNTY Jackson a STATE  Missourd county St, Clair admission)
o
8 .Ll) b. C(IJ‘LY (If ounside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COI'I":’ inslde Limits
(> TOWN Kansas City 90 days own  Osceola Y O Ne D
tH c. FULL NAME OF (If NOT in hospital, give locatian) Inside Limits d. STREET {if cutside, give |ocation) Reside on Farm
“H HOSPITAL OR ADDRESS
- INSTITUTION Regearch Hoapital Yes 1 Noe O Yo OO Ne (3
3. gME OF PECEASED First Middle Last 4, DOAFTE _ Month Day Yaar
or print ;
¥pa or print) Ralph P. Johnson DEATH - Uctober 28, 1%0
5. SEX 6. COLOR OR RACE 7. Marriadu-—-Never Married [] B OF BIRTH 9. AGE (last birthday) |IF UNDER | YEAR | IF UNDER 24 HR
male white Wid°""°d£l Diverced [ 9 1883% 77 . Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or r.oumry) 12. CITIZEN OF WHAT COUNTRY
du”"E mou of wurkmq life, even if retired) St . Clalr CO. R O, U R S A-
13s. FATHE NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND WIFE
s50n : 1 on
al 1 &‘?wmas M, John Alice Barr Erin B, Johns
D 15. WAS DECEASED £VER 1N U.S. ARMED FORCES? 146. SOCIAL SECURITY NO. 17. INFORMANT J (.)Addrqul M
— (Yes, no, or unknown) | (If ves, give war or dates of service) - - T. Bryvant chnson sceonla Q,
, Hio | 495 ~ 40-6600 . Bry ,
3; |y 18. CAUSE OF DEATH (Enter only one cause per line for (), {b), and {c). INTERVAL BETWEEN
v} E PART |. DEATH WAS CAUSED . QNSET AND DEATH
B IMMEDIATE CAUSE (a} cardiac failure
L
8 13
o| [5 Conditions, if any, DUE TO (b} pulmonary oedema
ep] which gave rise to
above cause (a),
stating the under-
N fying cause last, DUE TO (c)
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11l. If deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
b carcinoma prostate miltiple metastasis [G¥e: ] O % | O tnknown
E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of item 18.)
& PERFORMED? [m} a n] :
U YES 1 NO O
-
£ | 2 TIME OF Hour  Month, Dy, Vear
a INJURY a.m.
o |32 |
8 s 20d. INJURY OCCURRED fLACE.OF INJURY {e.q.,' in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
3 D = WHILE AT WORK O arm, factory, street, office bidg., etc.)
Bl NOT WHILE AT WORK [
ol 80 ] B=6 tt. 27, 19680
nQ “21. 1 anended the deg fop/ July 14 o OCL. &80V e Rer live on oet. L
o
i é / m on the date stated above, and to the best of my knowledge, from the caysss stated,
- P . ¥ -
t;: 3 3 A 7 {Degree, or gitje ' ). 22b, ﬁn / 2%c. DATE 3 IGNE
A 2 M 2 TA. J Z
2 @230, BURIAL, CREMATION, | 23b. 23c. NAME OF CEMETERY OR CREMATORY 23d. ﬁtAnoN [City, ~Tor county} ate)
Sl * Ogﬁgv ) 58-60 Osceola Osceolqd, Mo,
CO: 24, FURERAL DlREC}ClJR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REGLSTRAR'S SIGNATUR
—> L odrich Funeral Home Qgceola, Mo, é @
ol /0.-2.8-6 0 ol Syl
i 174

{Licen:

sed Embalmer‘s Statemant on Reverse Side)

I |



Wt + 35y

STAYEMENT BY LICENSED EMBALMER

I 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 SignedM

Signature of Student Embalmer

'3 . ' -

]
Licensed Embalmer No. 3 & -

P. O. Address -

x P S B
- [ Y -t - LY . .
Nofe: The above MUST'BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
with the above constitutes grounds for revocation of license). .
If 'embalmed by a STUDENT, he also shall sign in his OWN handwrmng
i If this body is not embalmed, fact should_ be so stated above
- - .. ECREEP

-
‘\‘\'.




