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I 3306

WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

" FEDERAL SECURITY AGENCY

Natienal Office of Vital Statistics

LED SEP

Registration District No...... M2 W

1

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH s rac o 2510%

Primary Re}_'i_ﬂration District N()10..0,d - Registrar's No. 7639

1. PLACE OF DEATH:

(e} County

(#) City or town.....oL _Lonis

(I ouiside city or town limits; write “RURAL" and nams of township)

(¢) Name of hospital

- —Ho (E:‘ mt%hn?}:%ajlrm insf uhnn. wnu Eut num or location)

(&) Length of stay: In hospital or 1nstltutlon.__.._.a.._days__..-.___...
12 (Speci{y whether

In this community. yrs

or institution:

yours, months or days)

2. USUAL RESIDENCE OF DECEASED: JM
s 1 <7

to) State ... MO ) County.

{¢) City or town St Louis M ’ ' q

(If oulsids city or town limita, write “RURAL™) 4

(@) Street No Workingmen Hotél ~,/ fz t N .r’ﬁ?.—\
V4

({If rural, give location)

{e) Citizen of foreign country? (Yes or No)

If yes, name country.

3. (a) PRINT
FULL NAME

Willle Robinson

3. (_b) If veteran,

3. (¢) Social Security No.

MEDICAL CERTIFICATION
August 2

|| 20. pATE OF D Month day. )
A g (A

hour. minute. M

hame war.
.21, T hereby certify that I attended the deceased from
21| 5 Cotorer 6. (a) Single, widowed, married,’ ?\____ July 25, 1048w . Augustw 'y 10 »,48
4 sex... Male ' race..N.ﬁgrD d:vurced._.._WidQﬂed that ITastsawh iM aliveon . Angu_s‘_t,_z_’ ______ 10.. _48
6. {#) Name of husband or wife......cooroee. 6. {c) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
- alive... . _years || Immediate cause of death
7. Birth date of deceased......dune._25, 1902 _Far Advanced Pulmonary Tuberculosis| Unk
(Month) {Day} (Year)
8. AGE: Years Months Days If less than one day Due to n
46 1 g /
SO, | ...min,
’ Due to L 7 ;\/
9. Blrthplace .. UNK —..fennessee || .. . .. Ay
{City, town, or county) (Sul.a or foreign country) [ 7 -
itions. oy
10. Ustzl occitpation Nil Orfhe'r condit ¥ within 3 bs of death) / &f RAE—
11, Industry or business o= SETorEa y PHYSICIAN
e o hndings: .. i e
4 [ 12. Name_. Martin Robingson ‘ , . Of operationd.. ... . : S tartng
B ~
E 13. Birthplace Unk 3 T etnn ./ 3 ‘tvhm:g
. ity, town, iale or [oreign conntry, - 4 aut . . . shotld be
5 14, Maiden name .. MQOTELE ‘E&ven oy ::_h_;fge‘c}sta-
Eo-l 1S, Birthplace Unk Fl& ; : PR = P tistically.
= . (City, towa, or coonty) [N S m— 22, If death was dite to external causes, in the following:
16. (6} Informame__ S _Jenkine, Med Dir'ts Office |[(« Accident, sulcide, or homicide (specify) -
- -
®) Address.___ HOmMEr _QmEhilligﬁjggpi&al— {8) Date of occurrence :
{¢} Where did injury occur? A

17, (a) mmm

{c) Place: burial or cremation. ... &

18. (&) Signature of mEﬁW’ﬁBCL_M_QEtLLa!y SQ__IQB_. —

@ A

£104 _Manc|

(%) Date thereaf. =) B
tomical Board

{Mooth) {Day) (Year)

19. (@ i.":.é/_gf ®

{Dats received local registrar)

) (Remt.rar ] nmture)

(City or town) (State)
(d) Did injury occur in or about home, on farm, in industna.l p!ace in pubhc place?

e s . {Specify type of place) -
While at work?.. .o . .. (¢) Means of l.cdury..*..,.....w
. [ s +
23. Slgnature I e T T e (M.D. oﬂh}
T Addrm i N Whit'tier . Date slg'ncd 5-4'8

(Licensed Embalmer’s Statement on Roverse Side)




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.

, Registered Apprentice No .

working under my personal supervision.

Licensed Embalmer No

P. O. Address

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

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




