%. No. 300
. 10.48

;

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ALED MAR 31 1952

7985

State File No

REG. DISY. MO. _AZ_X_ PREMARY REG. OIST. WO. _ﬂ”_oiQ Registrar's No. __ﬁz..?... Terriisssase

BIRTH NO.
1. PLACE OF DEATH Z USUAL RESIDENCE (Wkers ¢ d lived. M Lot idence befare
. COUNTY . STATE . . b. COUNTY diniston).
5 Greene * Missouri o Greene e
b. CITY (I outelde corpurste Uimits, writs RURAL and mive ‘cs:rALYENGTH £F ¢. CITY (I cutalds corporate limits, write RURAL and ghve townahip)-
. . townahip) (in thls place) . .
TOWN  Springfield 22 days TOWN  Snringfield g3 f’,é
Fll{J{l).éP#ANLl_EO%F {If not in hepital or fnatltution, give strect addrean or location) d.ASDFSEEEESI'S (1 mral, ghve losation) : ﬂ
INSTITUTION Burge Hospital 1226 Cherry
3. NAME OF 8. (First b. (Midd] ¢. (Last)
DS (First) ( €) 4. DATE (Month)  (Day) (Y2ur)
( Type or Frint) ROBERT CALDWELL CAIRNS DEATH March 20 195
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE Un years| 7 twem | YEAR | # meoEr o mzs.
. WIDOWED, DIVORCED (Hpecity) Lsst birthday) Mouthl’ Dars | Hours | Min
Mele White Married ) June 14, 1831 70 l
10a. USUAL OCCUPATION (Givakindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn sountry} . 12. CITIZEN OF WHAT
dona during moss of working lite, i ratired) - DUSTRY e . COUNTRY?
Accounting (t tet) Pubiic accountan ilissouri 0.S.4.

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN

Fobert M Cairns

15. WAS DECEASED EVER IN U,S. ARMED FORCEST

16. SOCIAL SECURITY
{Yes. no, of unkbown) | (I yes, give war or dates of service) NO,

Klien R Chalwers |

14, NAME OF HUSBAND OR WIFE
Virginia Cairns

7. INFORMANT'S SIGNATURE OR NAME m’ﬁ%s
fi

NAME

No None Unknown irs Virginia $tutzman, Cairnsg
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecausmper | ). DISEASE OR CONDITION _ . . ONSEéAND DEATH
ine for (&), (b), and (¢) | DIRECTLY LEADING TO DEATH® (5) u&'ﬁg ropnary thrombosis 3 days
“This does ot mean | ANTECEDENT CAUSES i fon
the mode of dying, ruch |  Morbiz condiions, if any, gioing OUE TO (0 __Anterlamlemg:_hgarj_d_.@_a_L_ 8ars
.aa heart follure, asthenig, | , rie to the abooe cawse (a) stating ’
ete. It mecms the dis- the underlping cause laat.
ease, infurt, or T DUE TO {¢)
fion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS -
Cunditions contributing to the death bul not
related Lo the disease or condition causing death. [ )
19a. DATE OF os-;:%%- 15b. MAJOR FINDINGS OF OPERATION R 200 ’ 2. AUTOPSY?
- ro ves [ wo [
21s. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (a5 ta orabocs 21c. (CITY, TOWN, OR TOWNSHIP) {(COUNTY} _ (STATE)
: SUICIDE homa, farm, tacsory, stieet, offcs bidy. st}
KCMICIDE
2td. TIME (Month) (Day) <(Year) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F WHILE AT[~}. NOT WHILE
INJURY WORK AT WORK

Jtotlarch 20 18 82, that.] last saw the decented

z. I hereby certtf%that 1 attended the deceased from 1=2-46
aliye arc ., 19 2 and that death occurred at

9_15_P m., from the causes and on the date siated above.

Harch 22, 195p

Hazelwood

R Lo Degroe or title) | 23b. ADDRESS . 2. DATE SIGNED
i A 2 o . Medical Arts Bldg. 5 7
+—H. Hanss S . : i 3-22-52
! EMA- | 248, DATE 242. NAME OF a&é‘ﬁﬁ?ﬁm*b 2AJOEDCATION (Ofty, town; or county) ‘(Btats)
‘ Mo.

Springfield,

DATE REC'D BY LOCAL
REG

ISTRAR'S SI(WJ% W‘W

3-22-5554

25. FUNERAL DIRECTOR'S M&I: Mgol!!!l
: Ea QQZ% @Mﬁééé & ;@T!‘NA
(Lice s Ststermant on Reverse Side) \




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 by

i ist ' 5t L R A R
working under my personal supervision. udent Embaimer No
Signed. SAANAA. U Idzan
S'gn'dou.cnlocll‘.l.cnl--tuuuucnu.-nlcl.cl- . _ q/a"—n
Student Embalmer Licensed Embalmer No._ L& L

/
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMBR in his OWN HANDWRI‘I’]NG Failure to comply with
dunbovomnmmmd:fwmondhm)

If this body is not embalmed, fact should be 10 stated above.



