MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF PUBLIC HEALTH AND WELP’AR

DO NOT WRITE AMENDED A PF "'i"t oprifyo ‘R“‘f‘:

ON THiS STUB v U i
1. -PLACE QFQEATH_ __ 2. USUAL RESIDENCE (Where Geceased lived. If institution: Resdence before

2. COUNTY Henry a. STATE MQ. “b“Cpﬂw [h admluio:!)

b. CéTRY (I aunside corporate limits, give TOWNSHIP only) Length of stay in 1b €. CCI’TY i InsidesLimits
: R e
TOWN clifiton 3 wvks owd (] inton Ye: M O

¢, FULL NAME OF (If NOT in hospital, give location) Inside Limims d, STREET {{f autside, give location) Reside on Farm
HOSPITAL O ADDRESS .
Yes ] Noﬁ'

‘NS"‘UTlcﬁlin‘bon General Hosp. Yes § No O 706 So. Sth.

3. NAME OF DECEASED Firat Middle 4. Dékl':l'E Month Day Yeor :

(Type or print)
Walter Hirem Johnson OEATM  Aprdl 18, 1965
5. SEX 6. COLOR OR RACE 7. Marrieddl]  Never Married [] 8. DATE OF BIRTH | ¥ AGE {lest birthday) [IF UNDER ) YEAR | IF UNDER 24 HR

me White Widowed [ Divorced (] : Elg g892 72 Moj!:ill Dnhlrg Hours I Min.

10a. 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

durigg moyg of working life, even if retired)
Rotired ‘farmer Montrose, Missouri
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Hiram S, Johnson Mary Hartley RubyFaye Johnson

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NQ. |[17. INFORMANT 706“’38‘. Sth .

{Yes, no, or unknown) ' (1f yes, give war or dastes of servico) 491 36 7739 Rubv' Me J'ohnson. 1 i‘nton‘

18. CAUSE OF DEATH (Enter only one cause per lmo for {a), (b), and {c}. INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: C Qu/u-‘/ ONSET AND DEATH
|MMEDIATE CAUSE (a) oN-Larping 13
- Q

Conditions, if any, DUE TO {b)
which gave rise to
above cavie {a),
stating the under-
lying cause last, DUE TO ([}

PART |l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. I¥ deceased was femals was
diseasa condition given in PART 1 () 1 thero a pregnancy in tast 90 days,

I 0 Yes | ] Ne l 0O Unknown
19. WAS AUTOPSY 20a2. ACCBENT SUI%DE HOMD|CIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nsture of injury in PART | or PART 1) of item 18.)

PERFORMED?
YES ] NO [@-T

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m. -

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (O

I Vi
21, 1 attended the d d from. /,h'l'%’ Ij ‘FS— io_&%nd last luw‘;:r:alivu on Lf Il r/é-‘ -

Death occyrred st ? m on the date statad sbove, and to the best of my knowledge, from the causes stated.
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

{Degree or m}o) 22b. ADDRES! ZEF DATE SIGNED

T2a. sm%ufs ] _) : ™o C m Voo U

23a, BURIAL, CREMATION, | 23b. DATE V 4 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} (State) {
REMOVAL (Specify) Clj_nton
: | pe43-21,1965 Memory Gardens » Missourd
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REG'STRAR 13 SlﬁNATUQE

Vansant Funeral Hame, Bliniaon, Moenoa | Y-R0-b5

(Llcemed Embalmer’s Statement on Reverse Side) @)

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

1 hereby ceriify that the body whose name s recorded on the reverse '.sicle of this"ce'rtificate was emba!met}:l by me,

or by

' o ' i a2 Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embaimer

Nofe: The above MUST BE SlGNED BY THE LICENSED EMBALMER |n hls OWN HANDWRITING.
with the above constilutes grounds for revocation of license). ’ ) _ Y )
Af embalmed by a STUDENT, he also shall sngn in his OWN handwrmng T

-

1 lhls body is" nof gmbalmed fact should be o dtdted aboven . . - Rat fibend
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