MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH . :-63_0003’77

1000 ) 50 _ "STATE FILE NUMSER

DO NOT WRITE AMENDED Mﬂrfﬁ 2w P 7. cmmmmnnmnPrimary Reglstration District No. _ Registrar’s No.
ON THIS STUB = U L O tJ §
1. PLACE OF DEATH Flﬂ USUAL RESIDENCE (Where doceased lived, (F institution: Residence before

COUNTY STATE b. COUNTY i
> Buchanan = Missouri ™ ™ Bychanap  ~miwed
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CITY Inside Limits

185m St. Joseph, TOWN St. Joseph, Yes gl No [

. FULL NAME OF (If NOT in hospital, give location) - Inside Limits d. STREEY ¥ outside, gi i : i
T " ADDRESS. i [{ ide, give location) Reside on Farm

'"S“TU"‘”Missouri Methodist Hospital'=® “eD - _ [veiO No g
T-3.-MAME OF DECEASED Frrmt middls . - R A ORTE e e ——Dey Yorr
F

(Type.or print? CAROLYN _ TODD JOHNSON. DEATH Jmixal-y- - 14, 196

5. SEX &, COLOR OR RACE 7. Married [J Never Mnrr[_ed R 18, DATE'OF SIRTH' |-9- AGE (last birthday) | IF UNDER | YEAR | i(F-UNDER 24 HR

. . i iverce Months Da Hours Min.

Female White Widowed D Owered D |00t , 26,187 89 "
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR'INDUSTRY| 71. BIRTHPI.ACE {City and state or oountry) 12. CITIZEN OF WHAT COUNTRY
during most of working life, sven |f cetired) e
one c . St. Jossph, Mi .
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME R 14." NAME OF HUSBAND OR WIFE

VS 300
Rev. 4/59

EXTN
25 1117

DATE AMENDED

John ornto :
15. ‘WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECUR!TI NO. 17. INFQIMANT Sister_ - Address

{Yes, no, or urknown) I (if yes, give war. or dates o i _
Miss Louise Warren Johnson.St, J ogg‘Ph Mo,
18. CAUSE OF DEATH (Enter only one cause pe B . i - INTERVAL BETWEEN
PART . DEATH WAS CAUSED B ’ 4 NSET JAND DEATH
IMMEDIATE CAUSE (a) M K "'D

7 - — — - ) '
Conditions, i anv,] DUE TO (b) , ‘ ;}"h-u/kv,

DOCUMENT

which gave rise to
shove cause (a)
stating the under
Iwng cause tast DUE TO (g)

PART ll OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but 'not" related to the terminal PART I1l. If decessed was female was
diseass condition given in PART 1(a) there a pregnancy in last 90 days.
rD Yes | O Ne l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED, (Enter no';.lre o—f‘ njury in PART | or PART 1. of item 18.)
PERFORMED? ' O . a
YES[] NORR : L

20¢. TIME OF Hour Month, Desy, Year
- INJURY a.m.

O
5
17
-4
(1)
lae
4
g5
80
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z
o
I
—
z
S
[
z
3

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {u.g., in or_sbout home, Z0f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J - farm, factory, straet, office’ bldg., etc.)
NOT WHILE AT WORK [J

o /‘/-q['/?ugndhnuw;:?;diveoﬂ /—/9{‘/?63

8!.1 0 AM m on the date stated above, and to the best of my knowledge, from the causes stated,

2. 5iQ ree of mle) - 225, ADDRESS - [22¢. DATE .SIGNED
Z W»Zf : ) | 03 Fredesc., /~/8.63
3a. BUR] 1. cammou 23b. DATE i Zic. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION" (Cnv, 1own, ar_county) [Stats)
yé ify) '

Buri al Jan. 1 7 196 3 Mt Mora C Bgel&AeTE RECD 8Y I.OCAL REG St2; I'lIEgIgI%ER% SlG%..}T?JRsEO‘Iri N -
’ 24, FUNERAL DIRECTOR ADDRESS E ) '
PMeierhoffer-Fleeman Inc., St. Joseph, Mo, sz 2. /963 %MM/

(& d Embal on Reverte Side)

21. | sitended the deceased from

J. L. ”ﬂ"ééflbennon

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

(]

BY AFFIDAVIT OF

ITEM NO.,
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SRR R AT O I S

_ STATEMENT: BY LICENSED EMBALMER

1 hereby cénffy; that the Bo_dyf-wh6§e'-n_ame is recorded on the reverse side of this cenificate was embaimed by me,

o} -by : _ ' : : Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

- P O. Address

Nofe:..The_above MUST, ‘BE',SIGNED BY - TJHE .\UCENSED EMBALMER in hls OWN HANDWRITING '
with the above constltutes grounds for revocation of license). .
i emhalmed by a STUDENT, he also shall’ sign in his OWN handwrmng
If fhls body fs not embalmed fact, should ‘be o stated above.' - 'L«
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