PHYSICIANS should {

Exact statement of QCCUPATION is very important.

N. B.—Every {tem of information should be carefully supplied. AGE should be stated EXACTLY.

CAUSE OF DEATH in plein terms, so that it may be properly classified.

Tt B AR

Dr Mc.Danie l
MISSOURI STATE BOARD OF HEA L

RN Ak B BUREAU OF VITAL STATISTICS 14801
oo CERTIFICATE OF DEATH !
1. PLACE OF DEATH Do not ase this space.
(=) County.. Danklin.. sl Reglstration District No ‘L ?7 -
{b) c ay Primary Registration Distriet No.U"/Q d Registered No, =z

(e} O(d) Street No........ 1
(If death occurred in Hoapital or Institution, writa ite name instend of street and number)

{c} Length of resldencein city or town where death neenrred §T8. mosd. 1 da. [{4] E;aw long In U. S.,If of forelgn birth? ¥ra. mos. ds.

2. PRINT ,.U,_,_f{,,mg_ Shelby Gean Robingon
(a) Residence, No...... HIVSB Mo. sc.‘ e

(Uluul place of nbode il no ntreet address, write county or city) (It nonresident, give eity or town and State)

PERSONAL AND STATISTICAL PARTICULARS - MEDICAL, CERTIFICATE OF DEATH
'3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
: DIYORCED {torite the word) 21. DATE, OF DEATH (MONTH, DAY, AND YEAR) Jan 20 - .19 40
Female White Infant 2 ) HERE®
5A, IF MARRIED, WIDOWED, OR DIVORCED §p2l.
HUSBAND oF Infant | K 19
(oR) WIFE oF _
Ilasteawh. aliveon.
6. DATE OF BIRTH (monti.oav.avovers) Jan 19,1939 to have oceurred on the date stated above, at.
7. AGE YEARS MONTHS DaYs . | If LESS than 1 || The principal cause of death and related causes of impqrtancu were as follows:
. day e
1 | o7 )4 /g : ’ig Wg..e prpeet
Z B. Trade, profession, or particular ind of N one = [|rMRee s
Q work done, assawyer, bookkeeper,ote. - V) _— /
E |- 9. Industry or business in which work I,n » ’
E wits done, as saw mlurbank‘;vgtc. -------- - IL{ W
] 10. Dato deceased lzast worked at 11. Total time (years)  |l.........
§ this occupatlon (month and spent in this
yenr?d occupation.
7
12. BIRTHPLACE (CITY OR TOWN) Hives
(STATE OR COUNTRY) A
gl name J.Robinson
E 14. BIRTHPLACE (CITY OR TOWN) cha’f f ce {IBY f "
™ { STATE OR COUNTRY) Mo. / D ame ol operation
: - ‘What test confirmed diagnosis?.........veieeireicnenns ‘Was there an autopuy
P Elsie ;:ilkins/
E’ 35. MAIDEN NAME 23, If death was due to external causes (violence), fill in also the followinx:
Py , .
I~ - SR » "1 79~ £ 1-%) " ;" SO 219
Bl BIRS;_FHPLACE (CITY o Town) s enath :vt-:::dendti.::i?ldz, or ho:;udde? Dete of injury.
. ATE OR COUNTRY oecur’
z { e ) MO ere inid {Specily city or town, county, and State)
Specify whether injury oecurred in Industry, in home, or in public place.
ADDRESS;
iirs*&' Mo. Manner of injury
18, BURIAL, CREMATION OR REMOVAL N fa
PLACE i ns c em ox 19 ature of {njury.
. 24, Was diseasg or injury in any way rel.ntnd to pation of d q?
19, FUNERAL DIRECTOR (uame) 8 IO !LQQ.LQ."JZAQ If 50, BPOCLY ... v
(ADDRESS) / s.b ee LY i
— (Signad)... o ‘Y AL LA M iy M D.
I 4 & A R TN ! J AeAers 74
[ Aocat Reggmr. 5

(pcensed Embalmer’s Statement on Reverse Side)




e RECEIVED

. Q) LT ' o ' District Health Offioer No
\!\ h N . . R -, _- ’ District Fila Numbeé-.‘?_‘_?-__ _;
\ A - S L Dote Flled ... é/ef/ LY.

STATEMENT BY LICENSED EMBAIMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

........ ' -....s Registered Apprentice No

working under my personal supervision.

Signed

-

Licensed Embalmer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license.) -

If this body is not embalmed, above space should be left blank,

(Failure to comg




