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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT 'REGOHD
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DEPARTMENT QF COMMERCE

BuREAU oF THE CENSUS

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH Stote Fils No 62

15. Birthplace /-

St.Loyic . Mo, /i

Registration District Nod... T Primary Registration District N o?ﬁgi [P — Registrar’s No. o ‘
1. PLACE OF DEATH: ' v 2 USUAL RESIDENCE OF DECEASED: e
{a) County il aaouri
(c) State. () County. e ey oo L
(8 City or town........Sta Loud g St. I 2 2 i
{ll’onuide clty or town limits, write “AURAL" and name of township) (¢) Cityor town O 15
{¢) Name of hospital or institution: 6 (IT outside city or town limits, write "RURAL™) *
Enroute to City Hospital #1 1010 S, .Bth at /
(d} Street No *
{1f ot in hoapital or institution, writs street number or kocation) (1T rural, give location) 0
{d) Length of stay: In hospital or institution no
{Specify whather {¢) Citizen of foreign country?. {Yes or No)
In this community. Li f9
yeoars, montha or days) If yes, name country —en
. MEDICAL CERTIFICATION
¥ULL 'NAME ....... PBuline Edwina Robingon Janaar 10
3. (0} If vet ' 3. (©) Soca] Securl 0. DATE OF DR TS Month T day
. v \ B
eleran Roga A one ¥ Year. 1 94 : haour. 6 minute, a’] M.
name war. No
23. I hereby certify that I attended the deceased from
¥ 1 ‘ 5. Co,or"?i}it 5. (a) Single, w:dswied 1 19 to. 19 .
3 na n 7 20— e e
4. Sex ° e race ® divoreed .~ g e U that 1last gaw h alive cn 193
6. (b) Name of husband or wife.......cooeeeee. 8. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
alive........ e YEATE Immﬁia% 5
7. Birth date of deceased.. SULY 22 1940 V/ V/‘},(n itk
, {Month) {Day) (Year) Vi e A
8. AGE: Yeara Monthg Daye If less than one day Due to. _/
1 5 18 hr. min // 1/7 /— /7‘
U Due to.
9. Birthptace.... Sta lioui g Moaourd V) / /7 ]
(City, town, or county) {Stata or foreign country) / / N
- 4 Other conditions,
10. Usual occupation (ln:]rude pregnancy within 3 months of death) I
11. Industry or business . . 27D PHYSICIAN
(12 Name..........0FY91  Robinson L. || M6 operations e {f (. v Underli
3 1
EX b5, Birthptace I1linoid oz [ : hacaveets
E (City, hqwnty)’!unk (Stats or foreign country) Of autopsy U {' :}I::)cﬁ&cngl:
charged sta-
E e tistically.

{ 14. Maiden name

(City, to

16. (a} Informant

i Wm countéy)
(A B

(b; Address

1010 S.8th St. ?

. @ . Burial

Jaz, 13,1942

(Barial, gemation, o remgval)
{c) Place: burial or cremation

(b} Date thereaf
(Day), (Year)

New St. Johns t%tsuneteryr

18. (o) Signature of funeral dim:wre’/‘l’ff""“““e:-"“)'t ‘x ("”
i) Addre 7814 S.Brcadway ., )

19. (@) \JMN 12 19

{Dnte received local registrar}

41‘»/? um

22. If death was due to external causes, fill in the following:
{a) Accident, suicide, or homicide (specify)

(8} Date of occurrence.

(¢) Where did injury occur?

(City or town} {County) {Btate)
(d) D)d injury occur in or about home, on farm, in industrial plax:e in pubiic piace?

(Specify type of place) Q
eaeeareses {e) Means of injury. . s
L

. (M.D. orother)___.._..




AATYTA SCTOULSION

5 “’(\_

gty T

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name i3 recorded on the reverse side of this certificate was embalmed by me, or by
LI

. Registered Appre’nfice No . -

'working under my personal supervision. - ST . o
Signed. f,mw

-

Note: The above MUST BE SIGNED HY THE LICENSED EMBALMER in his OWN I'IANDWRITING. (Fallure to compl
the ahove constitutes g'rounds for revocat: n of license.)

v
S ¥ If this body is not embalmed fact a]_m}:llg,\-be so stated above.

e

wt



