No. 2 DEPARTMENT OF COMMERCE HE STATE BOARD OF HEALTH OF MIs RI
c sou 34 906

1245 . Bureav or THE CENSU; r
1739 D 6’\' 1 6 ANDARD CERTIFICATE OF DEATH State File No :
Rgstration Dléct Ne. _._..._._.._.;318 Primary Registration District Nu..m_.,..............._..1.0 O 3 Registrar's No._....... 8_8.1‘2__._.

. 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: .
8 |l @ comny  su MisOUTL  Couny L1
B) City or town_ St Lonia , _
8 ® Y er wn(]fouun‘h ity or town timite, write “RURAL" and name of township) (‘) City or town st LOUi S / y} r)
= (c)J Name of hospital or institution: do city or town li , write “RURAL™ '
@ || -7 # 220 No. Kingshighway Blvd, / @ Strest No.. 020 No. Ruing shi g'iiway Blvd. :
B (If oot in bospital ot institation, wrila sireot namber or bocation) ¢ 7
7 ——— (if rural, give locotion)
= (d) Length of atay In hospital or institution no O
R {Spouify whether (¢) Citizen of foreign country? (Yes or No)
- In this commumty
E years, months or days) . If yes, name country. »
e i . MEDICAL -
~ , PRIN . .
& || #ull Name. FLORENCE L. ATKINSON. or 4
- 20. DATE radki .y S e
- (1737 @) 1f veteran, 3. (¢) Social Security ? g 43’ g
=] no N no || 0 ¥Rbeeefens - hour L iminute LI
name war, Q.
5 \ ° 21. I hereby certify that I attended the deceased fro: f
= / S. Color or 6. (¢} Single, widowed, married, || # o 1 f{_ é
4 . =
é 4. SazFemale race Wit e d;vorced_w_l_dowed that I Tast saw h £2-€ alive on , 3
E 6. (b) Name of husband or' wife.... e 6. (&) Age of husband or wife if || and that death occurred on the date and hour stated above. - Duration
o - . _Robert Atkinson. alive. Immediate cause of death
$s 2 | Birth date of dmﬁd May . 17 850 —
E . . {Month} (Dl‘y) {Year) /’}, —— P )
4] 8. AGE: ™ Years Months Daya If less than one day Due to WW /0 W
Z- : ) sk COA S Aty Aotk orm 2 Ay,
£ 1 96 | 4 | 20 e i : : 28
a Due to £ &
B | 5 Hithblace Rlichmond, - - Migsouryl- - RS
{City, town, oz eounty) . {State or foreign country) B
=) C- 4 ikt | IR F4 jlLs
. . . .. Other conditions. - L £
Q 10. Usual occupation Retired ; (:'n:l‘;d__ :m:mn:y wiibin 3 monihe of death) & § ] o
L |11, todusiey or business LUR11c Lecturer, Book Revieigje:t:;.d. ’ PHYSICIAN
. ' r findings: . S S
’ p!'- é 12. Name —'dw.ard A Iﬁw’- B . N ! Oof Operations.......,.c.i. ! ; Und.erline
g 115 . Birthplace. S : Virginia/ - the cause to
- ity, or connty) {State or forcign country) df o hould b
E E 14, Maiden name. é %Ma B.rﬁ.dfﬂrd; S autopsy T L : Zh:fr::gata?
] tistically
E 15 Biﬂh“"‘" N y———— "E;K;%&%ﬁl}n%}égﬂ/ 22. If death was due to external causes, fill in the following:
- E 6. (a) I fo mf_Harre 1% Wie dethldt e+ |l Accideat, suicide, or homicide {specify)
B ) Address.> 1035 C lavtoni a_Te rrace. (¥) Date of occurrence
17 @ . Burial « . ) Datethereor. OCE .9 1946 @ Where didinjury occur? T e o
. (Burial, cremation, or removal) (Mooth) {(Day} (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or crema.tmn. Bel ]'e font aine Cemete I‘y
18. (a) Signature of funeral dlrecwr____gA R Luthn & 591').& T While at- Specity liysu of phu)of ini - _[ )] s

@) Address__ 1233 Delmar B

19, eress PO
1 © a2 Y

_— . : or o
WY 3 PN 2% R wﬁ

{Licensed Emmbalmer’s Stalem_ent on Reverse Side}




STATEMENT BY LICENSED EMBALMER

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

......................... : , Registered Apprentlcc No

KZMAC._ A~ )hm

Yo /™

working under my personal supervision.

LlcenS(_d Embalmer

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

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



