. 300

Wwithillh FLuAlNLYI—USIN

G UNFADING BLACK INE—MAKE A PERMANENT RECORD

Hth UEL o f 1J9Y iHE DIVISION OF HEALTH OF MISSOURI 4.)750
STANDARD CERTIFICATE OF DEATI:11003 State File Noorvrrmeos .
. . . [\ Mr
BIRTH NO. REG, DIST. NO. _31_& PRIMARY REG. DIST. KO. - Rrgufmr:Noi‘}..Gi)....'()...;_..
I 1. PLACE OF DEATH 2. USUAL, RESIDENCE (Whers d d lived. If icstitution: resld L
a. COUNTY a. STATE b."COUNTY Cf  adinfmlon)
o CITY at o:h;;m limite, writs RURAL and give - csmlﬁ\lfli: ﬁf_} c. Cg‘g ﬂ! NW RURAL and cive ol
TOWN : } S VA }owu 737
F%s"r?ﬂhf_soo': (If not in hoapital or justitution. Kive strest address or location) AS[;TDRESS {1t rural, dn
INSTITUTION Homer G Phillips Hospital X4 20
3 NAME oF & (First) b. (Middie) <. (Lfss) . | 4. DATE (Month)  (Day) (Yenr)
(1¥pe or Print) Amanda Thorn# Robinson DEATH  Deg, 12 1950
5. SEX 6. COLOR OR RACE | 7. Mf\RRIEB NEVER hgsnng, , | 8 DATE OF BIRTH 5. AGE du rma) v coer | D.mn“ Do w
(Bpe: Hours | Min
Female ~ | Colored 24 March 7, 1900 O l |
1087 USUAL OCCUPATION (Givekind of work | 105, KIND OF HUSINESS OR IN- | 11, BIRTHPLACE
'/anu.dmwu orking Lie, wran f retbood v . DUSTRY Ernortrimosm / SRRy T WHAT
j’ ) Tenn,
llaa.r FATHER'S NAME 135, mm:n S MAIDEN MAME 14. NAME OF HUSBAND OR WIFE
Herbert Jackson Sophle Whit ue_*____i - ,
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. 1IN MART § "AGDRESS
{Yee. Do or unknawn} I (If yom, Kive war or duten of narvice) NO. . Qﬁ NAME '/, ADDRESS
G718 fortery
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL
. Enter only oneasueper | |. DISEASE OR CONDITION . ONSET AND DEATH
line for (), (b), ead (o | CIRECTLY LEADING TO DEATH*(,y _ Myocardial Infarcti on Undet.
ANTECEDENT CAUSES
*Tbis does not mean .
the mode of dying, such |  Mortis conditiora, if any. gieing DUE TO (6 ___Undetermined
os heart fallure, asthenia, | Tise to the above cause ( ﬂ) dating . .
ez, It meona the dis- | A€ underlying coute logt
care, injury, or complica- DUE TO ()
tion which eaused death. | 1. OTHER SIGNIFICANT conomous
Conditions contributing to the death but None
refated to the dizease or mdulm caucing death.
19a..DATE OF OPERA. -[*19b. MAJOR FINDINGS OF OPERATION o 20. AUTOPSY?
. TION
. ves [ o
21a. ACCIDENT (Bpacily). 215, PLACEOF INJURY (ot fnorsbout | 21c, (CITY, TOWN, OR TOWNSHIP) - (COUNTY) (STATE)-
SUICIDE * - homa, farm, fastory, sirast, offios bldg.,e10.) t :
HOMICIDE
21d. TIME . (Mouth) (Day) (Yeant (How) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? 4
T ' - HILE AT OT WHILE g
INJURY m. wwonx AT woRk M*ﬂi‘r f .
tife ; c0 12-12 50 ¢ ot " d
2. T hereby certify that I atténded the deceased from _.12:L1.__, 19 , lo , 19 that 'T'last saw the deceased
aliye on., - . IB_SQ, and that death occurred al ., from the causes and on the date staled above.
a 0 « or tite)' | 23b. ADDRESS 2. DATE SIGNED
. D. 2601 N Whittier St T 12-13-50
24c. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Oity, tgwn, or ﬂw (Stats) -
r< 07-/»%
DATE REC'D BY LOCAL E?ﬁTRAR S SIGZTURE unsn yn:m Y mu\ RE nnnnus
”3 1 !‘ !2 !3 /" g

(Licensed Embalmer's Smunmt on Rbverse 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...._.........,

s

. . st mbal NOweononssasnnsnae .
working under my persona! supervision. udent tmbalmer No....... T

/\// o

Signedea...... EELQQh'E;i;i;;?"""'"" . Knsed Embalmer Nozgﬁ: ............
e P. O. Address /gfé?W

Nom The above MUST BE SIGNED BY THE LICENSED’ EMBALMER- i ‘his'OWN- HANDWRITING (Fm']ure to comply
theabonmmttm gromdsiotmmonofhcmu.)

If this body is not embalmed, fact should be 50 stated cbove.




