ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

—64"007729

042 ; 1000 243

Primary R ation District No.

STATE FILE NUMBER

ar’s No.

13151
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. |{ institution: Residence befors
. COUNTY . . STATEy 2 . b. COUNTY admission
2 * Buchanan P . Misaouri Jackson !
g b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1h <. Cg:l 1nside Limits
g Town st. Joseph 5 mons. Town Kensaes City YaX] No O
<. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Resicle on Farm
w HOSPITAL OR . ADDRESS
g INsTTUTION 5, Joseph State Hospitafve@® Nl 2551 Holmes 5t, Yo [ NeX
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Tvps ot primt) Pearl Robinson oAt March 7, 1961
I ] .
5. SEX 6. COLOR OR RACE 7. Married X Never Marriad [ ' [8. DATE OF BIRTH | ¥ AGE (last birthdsy) [IF UNCER IDYEAR ::unnlsa 24 HR
. Widowed [ Divorced ] q s rys lours Min.
Temale White Jan.31,1889 72 Monhs |
103, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, sven if retired) R .
Housewife At home Brookfield, Missouri, USA
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HIISBAND OR WIFE
Benjeman F. S chenck Lillian Howe Earl T. Robinson
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15. SOCIAL SECURITY NO, |17, INFORMANT Address
(Yes,_no, or unknown} I(I! ye1, give war or dates of 1ervice} U lnown Ea rl1T Robinson Yansas O lty Mo
n . A y 0.
— 18. CAUSE OF DEATH (Entar only one ceuss per line for (a), (b}, and {c). INTERVAL BETWEEN
z PART |. DEATH WAS CALSED B ONSET AND DEATH
o E IMMEDIATE CAUSE (a) Pulmonary Fmbolism 5 days
[ 0 -
fa
g 3 Conditions, f any. DUE TO (b) Coronary occlusion Unlknown
wi Gave rise to
2 above cause (o), . ]
= g e DUE T0 (¢) Generalized Arteriosclerosis inlmown
=z FART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted fo the serminal PART HIl. If decemsad was fomols wis
g disease condition given in PART i (a) there » prognancy in last 90 days,
g A patient in St. Joseph State Hosp., since Oct.7,1960. [G¥a ] T Ne [ D Unknown
£ | V9. WAS AUTORSY T 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in PART | or PART 1l of Hem 18.}
S Y @& NOO c o o Diegnosed Chr.brain syndrome with senile brgégeDl g=
e | . -
&1 20c.TIME OF  Hour  Month, Day, Year
5 = INJURY am.
* p.t.
70d, INJURY OCCURRED 20s. FLACE OF INJURY (e.9., i or sbout home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
>y WHILE AT WORK B farm, factory, street, office bidg., efc.)
>k NOT WHILE AT W
fa
E’ x| 21 1 artended the decessed from Mar, 7,1 961 ] teMar, 1, 1961 . and last saw :"Ha;r"i“' on Mar,{, 1 961 »
ol i ;g Desth occurred o 10345 P, m on the date stated above, and to the best of my knowledgs, from the couses stated.
3 i o I {Dyffea or title) 2. DATE SIGNED
T g foqt
I3 PS- ¥ L]
< 23 B ) . i3]
d ' 9 R MOVA\. lSplr.ify)
Z I Remova] Mar,8,1961% Freeman Mortuary Kan sas City, Missourl.
£ < | “Z4. FONERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, |26. REGISTRAR'S SIGNATURE
. >~ .
E o Meierhoffer-Fleemsn,Inc., St.Joseph, Mp. 97/4,/ g /76/ )%UWML

on Reverse Side)

(L A Errbal 5 §




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : - Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

- * . . ' .
. . - H 0 . . At}

Noie The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faflure to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




