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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

STATE FILE N

QBER 5-64_

If-”.tu JUN 1 1 1959915"0?:«! District Ne oo Primary Registration District No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence bgfore
a. COUNTY a. STATE b. COUNTY a ‘“'“'°
St—C3eety Illinois St.Cla
b. CITY (If outside corporats limits, give TOWNSHIP only) Ingide Limits c. CITY |ﬂ5|de{imils
OR
o St. Louls Yes B No [ oW Fast St. Louis Yos) Ne(d
c. FULL NAM%OF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location} Reside on Farm
HOSPITAL ADDRESS o,
Nenrution PEOPLES 1070 Liberty Ste Yes (] No[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day- Y ear
{Type or print) QP
ROBERTS DEATH Moy 24, 1958
5. S5EX 6. COLOR OR RACE T’MARRIEDDNEVER MarRRIED[] 8. DATE OF BIRTH 9, AC:E: Ei':';.;:;; ;::ﬁER E‘!::AR I:DL::DER 2:Ml:ns.
lo 3| Negro  |a woowof] oworceed|Mapch §,1890 | 69 ] |
1Ga. USUAL QCCUPATION {Give kind of work done | 10b. KIND UOF BUSINESS OR 1. B|RTHPLACE'(CHV and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) USTRY i .
ife one Cahokia,Illinois US4

13a. FATHER'S NAME

LEVI ROBERTS

13b. MOTHER'S MAIDEN NAME

BERTHA Be (UNKNOWN)

14, NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Y.wno, Br Unllrnvm)‘(li yes, give war or dates of satvice)

16. SOCIAL SECURITY NO.

17.

Martin Ae. Roberts Springs

INFORMANT

Address 1140 Falling=-
,E oSt .LOU.%S’_

18. CAUSE OF DEATH [Enter anly one cause per linejge (o), (b}, andsP).} . INTERVALL, WEEN
PART |. DEATH WAS CAUSED BY: Ong-AN EATH
IMMEDIATE CAUSE (a)} .
[ ]
Canditions, if ony, DUE TO (b) MW’ I %
which gave rlse 10 } d
above couse {a),
stating the undar-
z lying cause last. DUE TO (&)
- PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the termingi disease condition given in PART | {a) 19. WAS AUTOPSY
g 3 PERFORMED? .~
T *~ ves[] No[d” 4
Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of item 18.)
wl
===
S| .. TIME OF Hour -Month, Day, Year
a RY a.m.
* p.m.
20d. INJURY OCCURRED We. PLACE OF INJURY (a.g., inor chout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NO]’ WHH_E D farm, factary, street, office bldg., etc.)
21. | attended the deceased from ‘P — I u_gu 6 a £ ﬁicnd last 'mw::‘ alive on — bt
Death occurred of s g # S ? m on the date stated abovd: and to the best of my knowledge, from the causes stoted.
220. SIGNATUR ’ (Degree or title} v ) 223 ADDRESS 22¢. l)ATE SIGNED
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY QR CREMATORTI' 234. LOCATION (City, town, or county) (S'ml)
REMOV AL (Spacify}
hington Cantravilia Townahip,I1ll.
2 DATE RECD BY

FUNERAL DIR
D)

ADDRESS 114 M
E.St.Loufs, 11

2 «Al

EOCAL REG.

26. REGI%;?TURZ (f

[ D...

{Licansed Embalmer's Statement on Reverse Side)

mFH

i




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 DY oottt i et entein e vttt i s st s e s b e st s rn b b s , Student Embalmer No..........coviaeeees

working under my personal supervision.

N 11511 | ST
Signature of Student Embalmer

Licensed Embalmer No........ocovniinnnee

P. 0, Address. .....cooovriiievninmneninnann

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.
- < -




