feolth,
Welfare o STANDARD CERTIFICATE OF DEATH SATER
e b it 23358
ervice [En MAY 8 1qqu_.gi|tratiot! District No. Primary R‘G.i’"“_'l‘g‘:‘ Distriet No- e R’ﬂi" et
. PLACE OF DEATH 2. USUM. RESIDENCE. (Where deceased lived. If mg%m idence bclon
300 a. COUNTY STATE b. COUNTY Tousis ’G
_s7 b. cnv (If eutside corporate fimits, give TOWNSHIP only) | Inside Limits ¢ CITY M(/aj, Inside Limits
. TOWN St. LO‘DiS Yes ] No D Tg\T’N c:.m Yes[ ] Ne[]]
- ’ ¢. FULL NAME OF (Eﬁ%hemq:kmp locatien} | Length of stay in 1b d. STREET {If outside, give lacation) Reside on Farm
HOSPITAL OR ) ADDRESS
- ® _INSTITUTION 3 wks 8016 Pershing Yas ] No[]
L2 wJ 3. NAME OF DECEASED Firat Middle Lost 4. DATE Menth Day Your
o {Type ar print) AR.MON OF
W ROBINSON peath Apr 7 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.

All diseases in Part | must be cnu'm“y related.

THE DIVISION OF HEALTH OF MISSQUR]

09-015622

Mzle

2]

White

¢ woowen[]

MARRIECJC | NEVER MARRIED[ ]
pivorceo[ ]

Oct, 27, 1902

Months | De

Iuggirlﬁdﬂy)

'™ Hours Min.

100. USUAL OCCUPATION (th kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

{Yes, rn»ot unkmwn]l(lf ye3, give war or dates of service)

None

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, ond {c). )
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

PART 1.

Conditions, if any, DUE TO (b)

which gove rise to

bo \ .l

s S nda } 59aX
lying couse last DUE TO (¢)

Kring st of_workin, avan il r hrod ENDUSTRY
Sup ‘E ehic pt. R.R.Express Co Missouri < USA
13a. FATHER? S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert Robinson Mattie Stephens Bonnie Robinson
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Addross

%M‘.Llﬁn
| RYAL BETWEEN

ON‘ET AND DEATH

PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terming! dlswase condition given In PART | (a}

13, WAS AUTOPSY

PERFORMED?
! YES NO[]
200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of item 18.)
O O N
Ae. TiME OF Hour Month, Duy, Year
NJURY  am.
p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor cbout hom-, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, .ctory, street, affice bldg., etc.)
WORK AT WORK .

21. | attended the' deceased from

Death occurred ot

Eﬂu date stated ezvt,

and last saw hlm alive on
and to the best of my knowledge,

the causef stated,

22a. SIGNATURE

23a. BURIAL, CREMATION,

23b. DATE
REMOVAL (Specify)
.

{Dogres or title)-

- NAME OF CEMETERY OR CREMATORY

ADDRESS

ATE SIGNED

234 LOCATION (Ciry, town, or co

St, Loui

25. DATE RECD. BY LOCAL REG.

APRB 59

A

{Stere)

E__Cfg?tg,_ﬂm_—.
“Rnd Ll 1o

on Reveten $ide)

Y S
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STATEMENT BY LICENSED EMBALMER

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

SV TS N < U TP PPPPI , Student Embalmer No. .........ccceeuenns

working under my personal supervision.

Y A 1T s =11 S R Signed-:./ 4
Signature of Student Embalmer :

Lice ‘ ed Embalmer No %{j//

Y,
P 0. Address, 2

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

If embalmed by a STUleNT he also shail’ sign in his OWN handwntmg e v -3

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

'




