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FILED MAY 4

"BIRTH MO, ____ _

HE UIVRIUN OF FRALIH OF MUK
STANDARD CERTIFICATE OF DEATH

1950

14470

State File No.

I. PLACE OF DEATH

i USUAL RESIDENCE (Whe decensed tived. If lostitatlon: reddence befars

. Enter oxtly one cause per

line for (a), (b}, and {c)

*This does not mean
{he mode of diing, such
a# heart faiture, asthenia,
de. It means the dis-
case, injury, or complica-
tion which coused death.

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

Cloncton, MV,IA-W

a. COUNTY . a. STATE b. COUNTY dahuisa).
Balls, Mjssouri Ralls, *
b. CITY (I oateids corpurate limita, write RURAL and give .. [.¢. LENGTH OF ¢. CITY (I oatelds corporate limits, wiite RURAL and ghvs townshin) ;
. townabip)| STAY {in whis place) . 6 _ ? 9
TOWN Perry, Mo, . 0 Yrs TOWN Perry,Hdjesouri, %
. FULL NAME OF (If not in hospital or instivuticn, e street address or location) d. STREET (if rursl, ghve boeation)
HOSPITAL OR ADDRESS
INSTITUTION  Perry Mo _ Poerry,Missourl, -- =
‘OHtRan > Emy b. (Miadle) ;*i“*“‘) 4OATE  (Mantt)  (Day) o
(Typeor Priney HENNle - K. -Robison, DEATH Lpr:ll 20 1980,
5, SEX 6. COLOR CR RACE | 7. #FD%%EB NEVER MAR(RIED , 8. DATE OF BIRTH . AGE (lav‘;n F DOER ¢ TEAR | @ OaDER u xns
Bpecity] - Monthe Houre | Mhy
l‘emal:cg/ White Tidowed Jan,2,18% I l 18 |
10a. USUAL UPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Buate or forelen acuntry) 12, CITIZEN OF WHAT
during most of wyrking Life, if revired) DUSTRY UNTRY
“Housework - Home Ralls County,Mes (/) Nl
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
l Arthur Quinn Elizabeth Yowell I.A.Ro‘binson.
i5. WAS DECEASED EVER [N U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SI GNATURE gi NAME ADDRESS
(Y' .:t woknown} | (Il yes, xive war or dates of sarvics) nom ﬂoyd m'bi 80N, mm'uo .
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg’grvﬁm

ANTECEDENT CAUSES

Morbid conditions, if any, giwing DUE TO (b)
rise fo the above cause (a} edating .
the underlying cavse last.

DUE TO (o)

J

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but P e
related Lo the disease ;:-Famdulon muduﬂgl‘ml 4 z{:;; "’? /
19s. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . AUTOPSY?
TION
yes [ o (X]
21a. ACCIDENT (Bpeeity) 21b. PLACE OF INJURY (s.x..tacrabows | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, bonw, larm, fastory. strest, offioe bidg.. #10)
HOMICIDE
214. TIME (Mout) Dy} (Yoary (Hown | 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oy - . .55 . | WHILEAT ) NOT WHILE
* TNJURY ™ * =" | “work AT WORK
22. I heroby certify that I attended the deceased from _ 4= { 198D ,to 4 — 2-10  19.4°0, that I.last saw the deceased
alive on 29 1980, gnd that death occurred ot B3P, Srom the causes and on the date stated above.
2. SIGNATURE g s qy:uoruue) 235, ADDRESS 2. DATE SIGNED
ﬁ < M M.D. T gsouri, l-1050
2a BURIAL, CREMA. | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 240. LOCATION (Olty, town, or county) _ (State)
Mog)| ee2-1950 Lickcreok Cometery _Perry,Myssouri,
DATE REC'D BY LOCAL *S SIGNATURE 1 b RAL DJRECTOR'S $1GAATURE ADORESS
2.22-1980" (b 2 - Perry,Missouri,
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b],'.._..._..-_..........

working under my personal supervision.

31gnedeiiieeccsrscseanne shisissenrrrersrnnn

. 3820,
Student Embalmesr ° e Licensed Embalmer No

P. O. Address Perry,Missourt

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

. s FUT s T T A R Lo T LRI A

If thia body if not embalmed,” fact should be so stated ‘above. T La . 1
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