THE DIVISION OF HEALTH OF MISSOURI

. Ne, 300 dills
ol F‘U:'ﬂ JUL 23 1951 STANDARD CERTIFIGATE OF DEATH s i O RDO
' BIRTH NO.. - REG. DIST. m-_&rﬁiii\uv REG. DIST. m.‘ﬂ Registear's No J/
=T PLACE OF DEATH i 2. USUAL RESIDENCE (Wbere decsased lived. If iustication: residence before
:g 3 . a. COUNTY Clark _ .. -f A n. STATE MlSSouri . b. COUNTY 013 k.admhlon!.
A : © b CITY (0w o] c. LENGTH OF {| <. CITY (U ontaide corporate limits, RURAL and glve townahip)
0 oo 5
= o w S e ;Z g 223
d. FULL NAME OF (If not in hoapital or lnsticatlon. give streot address or loeation) d. STREET (11 raral, gva location)
HOSPITAL OR ' ADDRESS
INSTITUTION. 1. K Alexandria, Mo. R.F, D. /
3. NAME OF 5. (First) b. (Middie) t. (Last) ) 1. DATE (Month) (D,
DECEASED oy) _ (Year)
(Typear Pty MPS, Ulyses Sumpter Roberts oA July 2 1951
5. SEX -'| 6. COLOR OR RACE | 7. MARRIED, NEVER MARRJED, [ 8. DATE OF BIRTH 9. AGE (In years| ¥ Unokx ¢ vian | U ten o amv,
/ WIDOWED, mvonczn/;?p.am : binkday) Megsha| Das | Hewn [ i
F.M. W Married Dec, 1 1867 83 l
0a. USU CUPA’ . wor N - . oz fore
108, US mf}hl; occups o‘{m (Ghvekiad otwork | 10b. KIND OF ausmsssD%gr IN: | 1. BIRTHPLACE (State or forslem oovases) lzég{l'r':_rz%wrwmr
House wife house keepingl njark Co, Mo, ¥ U,S.A.
134, FATHER' S h}iie 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIXEY
_B_e.n.n&m:mtingtn"n' -t Eliza Adams 1 Ulyses Sumpter Robertia
I5..WAS; DECEASED EVER IN U.S.ARMED FORCES? { 16. SOCIAL SECURITY | J7. INFORMANT' 5 SIGKATURE OR NAME DDRESS
{Ywa, no, or unknown) | (If yes, :Mwu ot duted of s&tvice) | - NO. o

no .. .. L. no o
18. CAUSE OF DEATH B MEDICAL CERTIFICATION lONNSIERVM;leEA
Enier only onecausoper I, DISEASE OR CONDITION § A
e for m’: (b).md‘(’f; IRECTL Y LEADING TO DEATH? (g, U REwia - ay \-

Hu mode of dying, such | Idorbld conditions, if any, gieing DUE TO ()
o4 heari fallure, asthenda, | rise to the cbooe cause (o) stating
ae. It mm the dis- the underilying ouuuhut

case, injury, or complica- DUE TO () - .
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS o

Conditiona contributing to thi death bud not .,
related to the disease or condition causing death.

*This doth mot mean ANTECEDENT CAUSES C\\‘ QV\\.l"(. \(\&E \\“\\ IiS ’l, ‘{/3

195, DATE QF OPTEIF&- 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
592X ves 1 wo
21a. ACCIDENT (Bpacity) 21b, PLACEOF INJURY (s inoraboct | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - STATE)
SUICIDE - bome, farm, lagtory. street, offics bidg., eva)
HOMICIDE .\ WS \
2id. :rugi \:ll%miiﬂ BD;‘,) lY-r_):} cas)\ - g INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- . - WHIEAT oT wii
NJYRY m. g':x Eﬂ o wonk 1|

¥
1
-

P-L‘A'!NLY.—USING UNFADING BLACK INKE—MARE A PERMANENT RECORD

2. I‘hei',by. lfﬁ . ,.:iended {he deceased from W lq ;\)_gjfl, 19.5’_, that I last saw the deceased
. ..iil:'ge LN , and thal death occurred ai m., from the es and on the date staled above.

3\' 22."81G ‘W.awmh .DATESIGN?

o N R . | =
2!a. BURIAL, CREMA- | 24b. DATE ' 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or countj} (State)

E|| TION R rgpyeen July 5- & SAND St,PFrancisviii O,

" |{OATE RECD BY LOCAL | R i- BATE RGNATURE Gl 25, FUMERAL, D n:c‘rou / I GNATURE ADDRE

[ /3: J.yEG‘ '/ : N o _ Iﬁlfz _A_-r‘ ey ’.._.’.( i’ 3/

{Licensed Embalm -Shmnmloullm&dn)



JUL 1 o W5I

Date Received; —
. . TH OFFIC # 'J'.
oot < D) ol el ot DISTRICT HEAL =25/ 1A
:,'1!,;" .pl‘)'~“‘-. T‘y\.ﬂs\:j ‘.‘:: \i,_ i‘.\ R f.n\\ . Distrlct File Number

. o . Bate Flled: ML 16 1851

STATEMENT BY LICENSED EMBALMER

........................ ,
. . . Stud b
working under my personal supervision vdent Embalmer No

..................

/ /
Slg!‘ll‘ll fz’ ..E R | el é/:»’
D’QHGd........... Prssacsansanans

"Student Embaimar e . L:censed Embalmer Nozai é //
5
. - P. O Address bufb%ed/

Nou. ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITIN
the above constitutes grounds for revocation of license.)

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

(leure to comply witl

wet T 1 . AN N L 3 R e
Q‘_ \&\ :,t\'_‘_} .'..‘ " \\)\:‘ W .V\“ - » ..i‘\l o . - T )
~




