RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DED

FILED VS AUG 7

Registration District No,

DOCUMENT

.

BY AFFIDAVIT OF

4

1959

590253950

STATE FILE NUMBER

tef TRy i

______ 2.0___?___--_}'”!“8“’ Registration District No. ™. ,.,_y__j__kegmfar s No. ____‘2:_?.:-_____

[ ErEeTare—-

3

Ty
il

1. PLACE OF DEATH ‘ 2 GSUAT RESIDENCE (Where deceased Tivad. ¥ institufion; n?. 3 before
. COUNTY STATE b. COUNTY i
[ Marion a. MO . Nari on admission)
b. COIT;’ (If outside corporste limits, give TOWNSHIP only) Length of stay in 1b €. C(I)IRY . . - Inside Limits
TOWN Hannibal )+ YI‘S. TOWN Hannibal Yessg] No
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
Rt gD || A D ¥
Clarks Rest Home = Gy Mo LO8 Rock St, e 0 N
3. FIIAME OF DE]CEASED First Middle Last 4, Dggﬁ Month Day Year
ype of print
John H Robertson pea July 21 1959
5. SEX 6. COLOR QR RACGE 7. Married [1 Never Married [1 |B. DATE OF BIRTH | 9. AGE (last birthday) [IF UNhDER 1 YEAR | IF UNDER 24 HR
i DO d Months Days Hours Min.
Male White Widowed [J worced @ Nag, 20,1895 63 [
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1T. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
hoe ter Int,.Shoe Co. Center.Missouri Inited States

13a. FATHER'S NAME

Joseph Robertson

13b. MOTHER'S MAIDEN NAME

Margaret Cr

ndall

14. NAME OF HUSBAND OR WIFE
None

15,

{Yes, no, or unknown} ,{lf yes, give war or dates of servics)

WAS DECEASED EVER IN U.S. ARMED FORCES?

14, SOCIAL SECURITY NO.

Lon-07-5192

17, INFORMANT

Address

Mrs . Anna Darringer Quincy.T1l.

No
18. TAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (<)

PART . DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) ! Hﬁh‘g l_z brgmbﬁgis,

Cenditions, if any, DUE TO (b}
which gave rise 1o
sbove casuse (8),
stating the under-
lying cause last. DUE TO (¢}

INTERVAL BETWEEN
ONSET AND DEATH

1 wi

Rheumatoid Arthritis

»
Py
I

NOT WHILE AT WORK (OJ

farm, factory, street, office bidg., etc.)
&

Z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART {I1. If deceased was female was
g disease condition given in PART | (a} there a pregnancy in last 90 days.
§ I O Yes I O Ne O Unknown |
1u_—- 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of snjury in PART | or PART II of item 18.)
[iv PERFORME [B] a 0]
1= YES O NO -
—
S| 20c. TIME OF [Hour  Month, Day, Yesr
a L INJURY . . Cam.- - .
g. pim; -4 A
<. 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
~ | ™  WHILE AT WORK (O

21, 1 aﬂended the deceased fro

Dea1h occurred at

and layt samali‘fe o July 2 1

m on the date stated above, and to the best of my knowledge, from the causes stated.

23a.

R b K
REMOVAL [S kri

LA

[

(98" G 4

26., REGISTRAR’'S

23d. LOCATION (City, tdwn, of county)

%. Bg'l'E nécii. BY LQCAL ﬁEG.

¥ rd
{Licensed Embalmer’s Statement on Reverss Side)

yain

IGNATURE




MARION CO. HEALTH DEPJy
ATE FiLep_RUG 5 1958 -

" STATEMENT BY LICENSED EMBALMER |

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

- Licensed Embalmer No. 2 E o~
V R P.O. AderSSLL-

e Note The above MUST. BE-SIGNED BY4THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con

. ‘with the‘above tohstitutes grounds for revocati -of hcense) REAT A
. If embalmed by a STUDENT, he also shal1 sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated sbove.

- R * R I A s L -




