MISSOURI DIVISION ‘OF HEALTH — STANDARD CERTIFICATE OF DEATH ’ -63—-005339

290 . STATE FILE NUMBER

DO NOT WRITE AMENDED I Registration District No. 042 Primary Registration District No. 1000 Registrars Na.

ON THIS $TUS } —
? 1. PLACE OF DI : 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

VS 300 ». COUNTY - 'Buchanan _ a.sTATEM1 gsourk. cowwry Buchanan  sdmision)
Rev. 4/59 b. C(I}L’f (tf outside’corporate limits, give TOWNSHIP only} Length of stay In Ib <. CCIIIIY Inside Limits
TOWN St. Joessph 65 Years TOWN St. Joseph Yo i N
i@ c. f{%}.‘PTTAATEOOF {If NOT in hospital, give lo:anonl Inside Limits d. :II)II}%EEISS {if cutside, give location) Reside on Farm

wstmution St Joseph's Hospita Yes X No O 1902 Angellque Stregten niXX

3. RAME OF iI'IE‘,CEASEI) First Middle Last 4, DggE Month Day Yaar
ype or print ) A
‘ - Tom Johnson EA™ February 23, 1963
5. SEX 6. COLOR OR RACE 7. Marriéd [0  Mever Married [ |8, DATE OF BIRTH | P AGE (last birthday) | IF UNDER | YEAR [F UNDER 24 HR

Male . Negm Widowed [J Divorced [X Feb. 15 , 1893 70 Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | T0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

R IRe Y Bwadsy (HeEL. ) Self Plette Glty, Mo. U.5.A.

13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Fnpitt Johnson Llza J. Johnson Unknown
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. IKFORMANT Address

(Yes, no,_qr unknown) ['{if yes, give war or dates of
Ro l Zdmond Johngson, Henrietta, Mo,
18. CAUSE OF DEATH (Enter only one cause pej INTERVAL BETWEEN

PART ). DEATH WAS CAUSED BY: . _ ONSET AND DEATH
wweoure cause 0 __sShocle Thawrab; 13
. . | - )2 LM-g
Conditions, if m,] DUE YO (b) _jﬁ“,hﬂ] %-IM\W 2 'BI' : !

DATE AMENDED

dlds

e

V|l @ | N O],

-

o

DOCUMENT

which. gave rise o
sbove cause (a),
stating the under-
iying cause lest

DUE ‘IO 3]

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO0 DEA‘I’H but not related to the umllnal PART Wi, 1¥  decessed was femalo was
R ditease condition given in PART | (a) »there a pregnancy in last 90 days.

- - IUY..TgNo LDUnhm
19. WAS AU‘I’OPSY l 20a. ACCIDENT - SUI(&IIDE HOMCIIClDE-- 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of .injury in PART | or PART 11 of item 18.)

PERFORMEDT Hi‘b 'by car while walking on Highway

YES[] NO .
20, TIME OF Houl  Month, Day, Year |

3;%4", .~omasezse3 | |

2°d INJURY OCCURRED 20s. PLACE OF INJURY (e.g., in-or aboul home 20, CITY, “TOWN, OR LOCATION, - COUNTY
" WHILE AT WORK [] Egrm factory, street, office bidg., etc.)

., NOT WHILE AT WORKY) ghwy - St . Josenh
*21. 1, smanded the decessed from—- A2 = I -6 - IF 6B ot aw tivean 2~ A2 -3

Death occurred at. 3 -503 m on the date stated above, and to the best of my knowledge, from the causes stated.
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USE BLACK INK

{Degree or titie} - 27b. AGDRESS 22c. DATE SIGNED

- WA— . 7.;. 0} W W 2-2843
235, BURIAL, 23b. DATE Z3c. NAME OF CEMETERY OR.CREMATORY ¥ 23d LOCATION (City, town, or county]. {State}
REMOVAL {Specify) .

urlal Feb. 27,1953 Sunbridge Cemete St., Joseph, Missouri

24 FUNERAR DI ADDRESS 25. DATE RECD. a? Lbcm REG. | 26. REGISTRAR'S SIGNATURE

t. Joseoh.Mo.| Mer & /763 | Pty Clo b Mool

{Licensed Embalmer’s Statement on Reverss Side)

/F’. L.HMa 7/}}4/%';IJCAL CERTIFICATION

TYPEW_RITER RIBBON
SHOULD READ

* BY AFFIDAVIT OF

ITEM NO.




STA'!’EMEH‘I’ BY. I.ICENSED EMBALMER

L--. . - - -

I héreby certify that the ‘body whose li;me is-recorded on the‘re‘v,e;s_e'_side of. this certificate was embiliad by me,

. or by Bl : - o e : LT ; Student. Embalmer No.

SRR ST ..‘,'.- s

-workmg under- my personal supervislon

- Stdgenf

Signature of Student Embalmer ’

PR

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 embaimed by a STUDENT, he also.shall sign in his OWN handwriting._ . -
If this ‘body. is not. embalmed facf should ‘be so stated above. :
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