oot _ THE DIVISION OF HEALTH OF MISSOURI ] 58—030903

‘ngllfcu STANDARD CERTIFICATE OF DEATH 003 STATE FILE NUMBE;
Tublic ‘ ' ,
Lervice gistration District No. . 31 8,,,,,Pr|mury Reglstra“on DIS"'C' "1 Registror's No. ¥ MO 0T 2 L
&3 OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Res&dance?ru
300 . 0. COUNTY a. STATE Missouri k. COUNTY odmissio
=57 b. C(IjTRY {If outside corporate limits, giva TOWNSHIP only} lnside JAmits c. C|TY Inside Limits
TOWN st. LOUiS ~ Yes N°EI TOWN 'ST L] o U 'S M O Yeal:'_,' No D
c. Fgls.PLI_FIAl!:M;:')gF (If NOT in haspital, give IucutH) Length of stay in 1b d. STREET {If outside, give location)} Reside on Farm
H Al DRESS
2 I7IN5TFTUTION Homer G, Phillips 20 vesYR afD 3023 Easton Yes (] Mo []
- o
3. NAME OF DECEASED First Middle Lclsf 4. DATE Month Day Yeor
{Type or print) OF
: Georgla Robinson DEATH 8 11 58
5. SEX 6. COLOR OR RACE} 7. mARRIED[ ] NEVER MaRRIED[ ] 8. DATE OF BIRTH 9. AGE {In yoars JIf UNDER 1 YEAR] IF UNDER 24 HRS.
-} last birthday) [ Months | Days | Howrs Min,
Female Negro WIDOWED ovorceo I g F /50 8 |50
100, USUAL UCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. ﬁRTHPLACE {City and state or country) l 12. CITIZEN OF WHAT COUNTRY?
during most.af werking life, even if retired) INQUSTRY /V
OMEST 70 D Vi€ aRAg E WO 7 ﬁfﬂﬂ’ﬂs 6‘\[6
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBARD OR WIFE
o LN Ay UV W A7 Nov e
2 | 15 WAS DECEASED EVER IN L. §, ARMED FORCES? 16. SOCIAL SECYRITYNO.| 17. INF ANT Addre H
2 (Yes, ne, or unl:nqvm)‘(“ yeox, glve war or dates of service) 5(;7- / /§N7 W 4 . ! t, . é az z
o ¥8. CAUSE OF DEATH [(Enter only one couse per line for (@), (b}, and {c).) " INTERVAL BETWEEN
w PART |. DEATH WAS CAUSED BY: . ONSET AN&) DEATH
w IMMEDIATE CAUSE (o) __Carcinoma of Breast with Metastases e
4
=
& Conditions, if any, DUE TO (b)
> which gave rise 1o
- above couse (a), }
z tating th der-
g E l’ying °¢uu.uwl‘u::. DUE TO {c} / 7_0 ,ﬂ
;. DR PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not related to the terminal disease condition given in PART 1 (a} 19. WAS AUTOPSY
¥ : Y : - PERFORMED?
= & T YES[] NO
- ¥ Y| 200 ACCIDENT, SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) i
= Zfuw
B b O [ O
el
v Y| 20¢. TIMEOF Hour Month, Day, Year
L a@fps INJURY  am.
§ _"_‘ x p.m.
E £ 20d. IRJURY OCCURRED 0. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
P WHILE ATD NOT WHILE 0 form, factory, street, offiee bldg., etc.)
‘E 2z WORK AT WORK
E 21. | attended the deceased from 8-4-58_ , to 8-11-58 and last saw h alive on 8'1 1-58
E Death occurred at 10'50 F m on the date stated obove; and to the best of my knowledge, from the causes stated,
= 20 SIGNATURE He HAMALTON ™ (Degree or gitla) o 22b. ADDRESS 22¢. QATE SIGNED
- -
3 i-l’c :«L(_ ;/ ;77%,& . 31 MeDa 2601 Whittier Street B=-12-58
23a. BURLL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
R VAL (Sdecify)
A YVE 16,75 &) Aot tar6Tow 75 R0¢ J/ y2- DX C%w:ry AMO )
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE

{Licensed Embalmer's Sictemen? on Reverse Side)™

J(/Zé/.w Yilonee f77E St b, | nuua.ss;-_:
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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

L LT 3 L PRSP PPPPORN SRR PP TPPPSSFLPEITISY , Student Embalmer No. ...................

Lods Dot
CA A oL

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

working under my personal supervision.

SEUABAL  cervntiiivniirireatrnsineantnernsranssrrretrsssmnnrron Signed...

. Signature of Student Embalmer . . /
h - Licensed Embalmer No.. & Ca. . \3
- .. - ' . ® e . -t ey -
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA DWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwtiting.
If this body is not embalmed, fact should be so stated above.



