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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

lEG DIST. N}Vm "o TPRIMARY REG." DISTC'NO M Registrar's No 417

22465

State File No...

13a.
" William E. Robinson.

Mary Ann Smith

< BIRTH MO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossad lived. If institation: resklsnos before
. COUNTY . STA ! adwiseion.
. Clay > STAE Missouri b COUNTY Platie T
j b. ClTY (I outeide corpurata limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If-cutkts corporsta itmits, write AURAL and give township)
wenehip)| STAY (in whis place)|
W Smithville Days|__T%N Rural May Township /)95 o
. FULL NAME OF or v, . R h
HOSPITAL OR (If mot in hospital or inatization. give strest nddr-l or locatlon) d AsDrDREEE'STS . {II rural, d'u‘loenlon.'l . /
INSTITUTIOS mithyville Community Hosn) Four Miles West of Nashus
3DNE%%ES%FD a.’ (First) b. {Middle) €. (Last) 4. DS}E : (Month) (Day) (Year)’
{ Type or Print) Willdam Edward Robinson DEATH July 15 1951
5. SEX I 5, COLOR OR RACE | 7. m&;ﬂjﬁ%g gﬂgsCESRR[ED,. 8. DATE OF BIRTH 9.hA‘GE (En yesrs| F UNDER 1| YEAR | & UNOER 1 pas,
A (8 ¥} t birthday) i Moptha| D Hours-| Min.
Ma ~ Wh Married / Dec. 18, 1879 71 & lé? |
10a. USUAL OCCUPATION (Give kind of wor 10b. KIND BUSINESS OR IN- | 1. BIRTHPLACE or ©
:omd Facat of worklag Ii(Io. u::nlil r:ur:dl; b OF BU DUSTRY ~ (Biate or forslen eegoier) 12&:85]-'2%';?': WHAT
rarmer Own Farm Georgla U
FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Frankie J. Spicer

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY
(Yo, niqorunkm-n! I (If yeu, xive war or dates of sarvies) NO.
Q

None

17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Mrs. Wm. E. Robinson Platte (City,Mo

18, CAUSE OF DEATH
. Enter only onecause per
line for (a), {b), and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DE)"A'I'I-I‘(a

“This does not mean ANTECEDENT CAUSES

MEDICAL CERTIFICATI

INTERVAL BETWEEN

;jﬂ' AND DEATH
- / !

@l

DUE TO {c)

Morbid conditions, if any, gieing DVE TO ()
risz to the above coude (a) :tating
- the underlying cause last.

the mode of dying, such
a8 heart fallure, asthenia,

e, It means the dis-
cate, injury, or complica-

1. OTHER SIGNIFICANT CONDITIONS * ~

Conditions confribiuting to the death bul 10t
related to the disense or condition causzing death.

tion which caused death.

INLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE_PLA
ARTEEAN

192, DATE OF OPERA. { 19b. MAJOR FINDINGS OF OPERATION ’ . AUTOPSY?
7 256/ ves [ w [#]
21, ACCIDENT | (pacity) 2tb. PLACEOF INJURY (o4..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, fastory, strest, offios bldg., wto.) . .
HOMICIDE _
21d. TIME  (Montt) (Day) (Ywn) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
URY ’ ol [ i A . .
2. 1 hereby that I attended the deceased from I T34 19___,to , 1957, that I last saw the deceased
alive on _ , 1937, ondbthat death occurred ot __Z o 'm., fyosh thedauses and on the date stated above.
Te. SIGNATURE _/ (Degros or title) | 23t ADDRESSL” Zx. DATE SIGNED
i ~ /{ . ™™ -17-51
Zis. BURIAL_ CREMA- | 24b. DATE 74:. NAME OF CEMETERY OR CREMATORY | 240, LOCATION (OLty, town, of county) (State)
ﬂw.gﬁMO\'{L (T!y) ) . . ’
uria 7-17-51 Secanid Cregy Cem. PPlatte County Missouri
DATE REC'D BY LOCAL | R RAR'S SIGNATURE 35 |2 FUNERAL DIRECTOR™S 81GMATURE ¥ aboRets
éZCCVr 4)% LZ%Zééa;jCCOmas Funeral Home S

(Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0f by mmecomrcnecceme

...... 8 . R Student Embalmer No. ...

working under my persona! supervision,

STUGENt «uriiontiainiiuneaeiraaaen SlmeiMM

" Student Embalmer

T sl Licenzed Embalmer No#‘s‘ ...... P/ ..........................
P. O

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

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




