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CATE OF DEATH

Registrar's No.

/0_?

! . Primary Registration District N o...a..Qﬁ.a._.._.__.._

1. PLACE OF DEATH:

{e) County St. Charles
() City or :own___ﬁlh._Charles

If auteide city or tawn Limits, write “RURAL” nnd pame of townskip)
(c) Name of hospnal orinatitution:

_1008CCH.Benton Avenue . [/

{If not it boapital or iostitution, write ttreet mnubc: o location)
(d) Length of stay: In hospital or institution

{Specily whether

In this community......
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(@) State.__M_.i_s.sou.r_i () County

St. Charles

{¢) City or town

St Charles{y‘zﬂ

-

e

1T rural, give localion!
1G]

If yes, name country.

{If outaide city ar town limits, write "RURAL'")

Street No.... 3000 N, .. Benton.Aveanm-wwmt;

Citizen of foreign country?........ S S Nb .....................

7

..... (Yes or No)o

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

MEDICAL CERTIFICATION )

3. {0) PRINT S ER B.I{ ROB
FULL NAME - SARATL - INSC:I‘)I;m ; S;c - 20. DATE OF DEATH; Month 1z dw____Aggl_,Laj_w__
- N 3. t:
8. () Ifveteran I\‘I ? i year. 1945 hnurll':lo._ nute......... .P_n._._.M
fame war — 21. T hereby certify that I attended the deceased: from.. & ...__.//f o
3| - Cotor orI 6. {s) Single, widowed, marred, || / 19y, to.f e g_-‘_-zS
4. Sex female r"‘"'c olore ﬂ divom—--"g-gﬂgmg--~ that Ilast saw hétz_. alive on : 19.59< -4
ﬁ) Name of husband or Wife. oo 6. (c) Age of husband or wife if and that death occurred on the date and Pﬁmr stated above. Duration
atthew Robinson . Immediate cause of death
7. Birth date of deceased_AUgUBL 31, 1851 P
(Mantb) {Day) tren _mﬂ ﬂ7 4 Cardro
8. AGE: Years Months Days If less than one day e to.. Py AL v
93 11 11 L
. Q. = =minr ”
Due to
/\
o piruece.— 8% -;21.1&?183—-0 oun t:mﬁmm,, 4
ousew Tfe Other condltiom
10. Uaual occupation [ii ¥ within 3 months of death) \
11, Industry or businesa.._._..A.t._.homﬂ : : PHYSICIAN
) . Major findings: fl U
g 12. Name Dani e 1.- M iller - ) [ ~ |1 - Of operations... I,A ')’ . Undertine
A - ! i it
town, or connty) (Suu or foreign countryy Of auto should be
g 14, Maiden name_..ﬁiza»- S—eman '-;‘ SRS . m;m-
§ 15. Bu“thplac&s t&%ﬁ%{}fﬁ,) C Ounty(s.uuli iﬁ‘fg‘}irx;i 22, If death was due to external causes, fill in the following:
16 0 Womne—HAarry_Robinson _{Son): . |[() Acideat, suicide, or homicide (specify)
® adiress 56T _Water St=St.Charles, Mo [[(® Deteof ccumence
7. @ _burdal . ¢ Date theio =]94% () Where did Injury occur? P TR [rT™
. (Burial, cremation, or romoval) (M““"" (Day) (Yeas) Did injury occur In or about bome, on farm, in industrial place, in public plaoe?
{¢) Place: burial or cremation.. 0&1{_ OYG-,:S t! .Chﬂ[ QS o [ )
18, {¢} Signature of funeral director. fN:. Q. - W YA 3 QO W}u]e at work? pecily trpa of us of injury. _____ e aess e e
® ? BOl' N‘ o 2nd-St.cha.r - -,----MO-Q—- 23, Si t 7 /(/ (M D. or other
nature..
19, (a) /r/.fs— [} —Mj& M------:-_ Add ¢ <7 f) /
T¢ss

wle recdived local rerisirar) (Rui'uar-'l s-imlm}
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1cment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

P

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

I
1 ' R , ; .
Regtstered :‘\pprentlce No... - .

B n ey

working under my personal supervision. ’ ., ) -

Jr £ ‘: Lice;lsed Emb;élmer No.. gq 5‘-/

‘ / .
o, ' “ o J; ":
o, o PO, Addrcss_.m:_.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ]IANDWRITING. (F ailure to comply with
the above constitutes grounds for revocation of license.) .. . e T, .- .

If this body is not embalmed, fact should be so stated above.




