THE DIVISION OF HEALTH OF MISSQUR| 9-008618

ealth

Weifare STANDARD CERTIFICATE OF DEATH TSTATE FILE NUMBER -
wblic
Bervice 7 Q_ﬁgisnc!ioqgstrict Ne, 4‘}7 _— Primary Registration Dlsrrlct Neo. 30 d g - Registrar’s Ne. .m....?..é._-......:_---
: [™ T~ PLACE OF DEATH 2. USUAL RE re deceased lived. If in sidence be
300 o. COUNIY Cagllaway . STATE (5 T counry Lew & dm:ssy}(e
t1—5;" -2\ b. CSI'RY (lf outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY o 5—6 0 Insidd Limits
TOWN Fulton Yes K] No[] 1oy LaGrange, ¢ | Yes[] Ne[J
<. Eg'glg’_l{jAE‘EOF (f NOT in hespital, give location) | Length of stay in 1b d. STREET ({If autside, give location} Reside on Farm
A ADDRESS
nenronast. Hospital No.l 3wk. 4dal Yes (] No[]
3. NAME OF [_)ECEASED First Middle Last 4. DATE Manth ay
{Type r print) William Albert Robinson D&PTH March 33. 19%9
5. SEX 6. COLOR OR RACE| 7. 7] T 9 FUNDER | YEAR] IF UNDER 24 HRS.
& A marriEp[ JNEVER MaRRIEDE] %)’ ? W - (In years YEUNOER J YEARL IF_UN| L
. Male White winoweo[[] OIVORCED[_] éé Ii 5 pirthdor) [Hantha | Ber ™ I -
]
: 100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} lzucnszENﬁF WHAT COUNTRY?
: durmmwing lifa, aven if ratirad) INDUSTRY 1s8SsS0Urili O
: 130. FATHER’S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
: Littleton Robinson Martha Blackwell -——--
i w
i 2 ]| 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
i =N W r unknawnl {1f yes, give wor or dotes of service .
1 PN KBS esotreried Unknown State Hospital No.l, Fulton, Mo.
: a 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}.) INTERVAL BETWEEN
3 w PART I. DEATH WAS CAUSED BY: . . ONSET AND DEATH
w IMMEDIATE CAUSE () Acute MYO cardial Infarction
g
: W Conditlons, if any, . DUE TO (b)
; > which gove rise to
; - aobove cause {a), }
; =z stating tha wader-
| g z Iying cause loat. DUE TO (<)
‘g £ e PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disesse condition given in PART | (g} 19 gegpgg&gg:
Loa . 3
kR b Bleeding gastric ulcer ANA2C] |1 veskl noll
3 _; 5z¢ | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
- 3 ] 0 O
& ZW3[ 20c. TIMEOF Hour Month, Day, Year
'S oo NJURY  a.m.
- E p.m.
. o
E 5 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abaut home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T ow WHILE ATD NOT WHILE O farm, factory, strees, ofhca bidg., etc.)
s 4 WORK AT WORK
E ZIxQ’eﬂ;ed tpgegig)s}d?ra - MaI‘Ch 6 59 . o MarCh 31 sg and last Iuwh alive on MarCh 31 59
5 ﬁmh occurred ot 5 A mon the date ttated shove; and 1o the bast of my knowledge, from the couses stated.
.8 n&IGNATKJ W M 22b. ADDRESS 22¢. PATE SIGNED
d 13
= Erwin Leonhardt, M,D. State Hospital No. 1 3-31-59

3a. B N, fil 2 5 Me’ '234- LO T&‘T’é Inc,ér county) Mdsuﬂl)
7 = % 2 /fJ’; %ﬁ? //my ey C/I)L(ﬁ/,b(-(d &Z#,Jf " prZe

i ¥
,j 24, FUNERAL DIRECTQR 25. DATE RECD. BY/(OCAL REG. | 28. REGISTRAR'S SIGNATURE

Y, , el 3) - Ac)
(J .Kennet Balle LaGranS I;. Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF BY 1oiiiiiiiiiiiiiiciei e rrereit e r it e e v sy e st st s , Student Embalmer No. .............cc0cee

working under my personal supervision.

SEUAENE  ceririieiei i et ceerer et e s e aae L1 OO PO VPP PPRPSPT PP EE L TPEPOP
Signature of Student Embalmer

Licensed Embalmer NOu..ooocovvrreriennns

' P. 0. Address........c.cooiiiiiiniiniinncnans

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




