N, Do—~LVEry liem ol informalion shounld be carefudly supphed. AGLEL should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

DEPARTMENT OF COMMERCE
Bumu o THRE CENsus
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Registration District No.

1. PLACE OF DEATH: r.ﬁ&é,\i&j T 7 ;

{a) Count,
g StTouLs 7

{t) City or town
{1f outaide city or town1imits, writs "RURAL" and name of township)
(¢} Name of hespitnl or {nstitution:
Homer G Phillips Hospital
{If not in hospital or institotion, write strpel ngnher or location)
{d) Length of stay: In hoapital or Institution “7 ayS

In this community, UK TIONT]

{Specily whether

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No,

41604
Registrar's N,.__,‘!_QZSP,_

2. USUAL RESIDENCE OF DECEASED: /

(a) State. lissouri {b) County

{¢) Clity or town St _Louis //
{11 cutaide elty of Lown limita, write “RURAL")

4247 West..North Market St.,

(If rural, give location}

{d} Btreat No.

15. Birthplacs ..

yorrs, montha or dayn) (¢} If foreign born, howlongin U. 8. A2 yearan
. ] ' MEDICAL' CERTIFICATION
8 (@ PRINT ~ (a11ie Robinson 15
5 = 20. DATE OF DEATH: Momh. DECEMber ..  12th
. () M veteran,  _ _ __ 8. (¢) Social Security year 193 hour 12 minute 52 P M
name war. No Moo= === —-
21. I hereby certily that I attended the d d from
8, Color or 6. (a) Single, widowed, marrieq, || DECEMmber 1927, to December 12 1939 ;
ssafemale | n.Negro| g Widow | o im oo December 12 1939
8. (b) Nameof husbandor wife...__________ 6. (&) Age of husband or wilp if || &nd that desth oecurred on the date and hour stated above. Duration
John Robinson Immediate cause of death i
7. Bisth dato of decensea UNAVAL1AD1 0 “aboutisan Bronchopneumonia 4 das
{Manth) ) (Year) _Cerebral %mg rrh% e 4 _das
TI ldl rSyCnosils 3 mos
8. AGE: Years Months Dayn If less than one day Duae to
About 51 . l ~. J
o T ( V2!
2. Birthplac ek \s £ Y %
I&clu town, or ﬁ-;.u) (Btate or foreign country) g Y T
. Oth dit) o
10. Uzual oecupation ousew e i ([::l::.n t o" ' ‘rmn’ .-;A‘ of doath} S
11. Industry or bust F PHYSICIAN
E {m. Nacao John Proctor Maler dndingd ol LA Cudertin
th
5\ 12, Birthpiace_ TURLCE Missis sipﬁi . — the cause to
ot v Bronchopnsumonia should be
v harged sta-
E |tistically
B

{ 14. Malden name

18. {¢) Informant’s own signature_..—>

(Barial, cremation, or
(e) Place: barial or cremation
18. (a) Signature of mnml director.

1. (o JEC

22, If death was' due to external couses, fill in the [ollowing:
{a) Aecident, suicide, or homicide (specify)

(b) Date of occurrence
Where did | occur?
(€) Wheze did lajury e T I )
{d) Did infury occur in or about homae, on !a.rm, n Industrial place, In public place?

{Specify v

(M.D.orother)
Date signed

2001 H “hittier

5 + +{Licensed Embalmer’s Statement on Reverse Side)

2715739
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STATEMENT BY LICENSED EMBALMER

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

James. A..Johnaen /... Registesed Appreftios No,

working under my personal supervision.

P. 0. Address.. 24107 Finne

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.

to comply wi



