. MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '—63-009?38

DEPARTMENT OF PUBL.IC HEALTH AND WELF E .
. AT ﬁ STATE FILE NUMBER
Doon "-,gf,“m AMENDED M""Pm rlm.ry Ragulrahon District No. epistrar’s No. B

1. PLACE OF DEATH . 4 . . 2. USUAL RESIDENCE (Where decessed lived." §f institution: Residence before

a. COUNTY Si. Lo . ] a. STATE jj‘L b. COUNTY macoum admission)

b.'%TIY (tf outside corporate limits, give TOWNSHIP only) Length of stay In'1b . CCI)TY ‘Inside Limits
- R

TOWN L . . m/
OV Jﬂ ! . , 71 in TOWN 9! { l MpLe Yas ! No
€. FIJLL ??&MEOOF (lf NOT in hospitel, gwe location) side Limits d:;EEEETSS [ outside, give location) Reside on Farm

R

INSTTUTION 8818 Olden Ave., Yor) Nol 411 W, (heatnut St Yes O No KI

© 3. NAME OF DECEASED First Middle - - Last 4. DATE ~ Month Day Your

i Faank __ Robentson __ (lank | °*™

5. SEX &, COLOR OR-RACE 7. Merried [] Never Married [ [8. DATE OF BIRTH | ¥ AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 23 HR
Widowad i ~ Divarced [ 8_]9_ 7 88 :r 79 Months I Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BiRTHPLACE (City and state or country). ] 12. CITIZEN OF WHAT COUNTRY

dyringgmost of working life, even if retired) . ~
Laboner Road ﬂmnimcg__gzﬂe.dp&e,

13a. FATHER'S NAME i 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Mank (lask (e _|Rachel (ded.)
15. WAS DECPASED EVER IN U.5. ARMED FORCES? 6, SOCIAL SECURITY NO.¥ | 17. INFORMANT m{)v o/ ! {. 74 m;)

[Yes, no, pr unknown) I {If yes, gi ar of dates d

VS 200
Rev. 4/59.

DATE AMENDED

en Ave.

18. CAUSE OF DEATH (Enter only one cause p| A - TNTERVAL BETWEE]

ART 1. DEATH WAS CAUSED B . . CINSET AND DEATH

_IMMEDIATE CAUSE (s} (;Qtaugg)( ncclusion ' F’M}»ﬂﬂ_ﬂi

. DOCUMENT

which gave rise to
sbove camse (a),
stating the under- -

lying cause last. DUE TO (o) .

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to -the terminal -PART 11l If deceased war fomale was’
dixease .condition given in PART | (a ) there a pregnancy in last 90 days.

o . ’ . I 3. Yes I O Ne | O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE - HOMD|C|DE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or ?ART' 1] of irem 18.)
0 a . L

PERFORMED?
YES) NOX

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m. A
: v OCCURRED 20e. PLACE OF INJURY (e.g., in or abour homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
20d. wdlllﬁ A?CWORK [m] farm, factory, strest, office blda., etc.) . )
NOT WHILE AT WORK [1°

- - L 7
21. 1 attended the decessed ﬁo@u.lm m_ELE.%JiL?.ma tost saw i alive on Feb ‘_‘f‘,
Dasth occurred n_&_b_l_ﬂ,_ﬁﬁ_—w—m on tha dats stated sbove, and to the best of my knowledge, from the causes steted.

+ 22n. SIGNA’ (Degm or fitle) . T, 22b. ADDRESS 22c. DATE SIGNED

c‘)“'f‘ l‘ Z3c. NANE OF cmér;av OR CR JE:;ZRE R ' x : (State

Conditions, if any, DUE TO' (b} Q:zz ‘=£’¢5 ‘;tleg:g 2 ;" ! 1 ea )-f /7[58‘(58 : }//a_‘:é_

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CEETII.:ICATION

USE BLACK INK
. OR
TYPEWRITER RIBBON

SHGULD READ

BURIAL, CREMATION 23b. DATE

23a.
REMOV L {Z

fUNERAL A 7 25. DATPRECD. BY LOCAL
Lede 2nad 2~/ e é

(Licensed Embalmer's Statement on Revera Side)

a"_f AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

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

-

Student Embalmer No.

or by

working under my pérsonal supervision.
Student e i
Signature of Student Embalmer )
Licensed Embalmer No..Z_S_LL

P.O, Address_&&eﬂ‘gaaa.d_'jﬂ@ g

. AR .

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 1h|s body ls not embalmed fact should be so stated above. . -
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