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WRITE PLAINLY—USING TINFADING BLACK INE—MAEKE A PERMANENT RECORD °

THE DIVISION OF HEALTH OF MISSOUR!

FALED FEB 2 1952

STANDARD &EngICATE OF DEATH

03

Statr File No..ouv.cnaa.....

322

- =
[ BIRTH NO. REG. DIST. WO, PRIMARY REG. DIST. NO. .. - Registrar's No........% .5.15.;&.
I. PLACE OF DEATH . . 2. USUAL RESIDENCE (Where decesssd lived, If institution: residance before
. COUNTY . . R yshicsvey
8. CO . a. STATE Missouri b. COUNTY sdmismion)
b. CITY . (1f cutside corpurate Umits, write RURAL and gtve . EHLYENGE OF) €. CITY (1 ouwilde corporate limite, wrise RURAL and give townahin) -~ - v
: towrahip! tn
TOWN St. Louis ° fin thle place OWN St Louis . 222 F
d. FULL NAME OF (If oot ta bospital or fnati siva strect add ol REET (It rural, give loeation) d #
HOSPITAL OR ADDRESS .
INSTITUTION  Homer G Phillips Hospital 1719 Gratiot
3 " DIAME OF a. (First) b. (Middie) c.. (Last) 1 m-'!_-g (Manth)  (Day) (Year)
(Typeor Print)  George (Robertson) Robinson DEATH _jan, 16 1952
5. SEX 6. COLOR OR RACE | 7. m&ﬁlég NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE o reacs} ¥ omor | vz |7 oot =
: (Bpecliy)~ birthday. Morlh Hours
Fale Colored Widowed e June 1€, 1880 71 , T |
10a. USUAL OCCUPATION (Giwe kind of work | 10b. KIND OF BUSINESS OR IN- | 11 BJRTHPLACE (Bta
most of working iife, sven if nt;:rd) - DUSTRY e or forslen sountay) / Izcgll.l.ll-'llmﬁyf?l: WHAT
Faborer Kentucky .
i32. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jim Robinson Mary Powell None '
15, WAS DECEASED EVER IN U.S. ARMED FORCES? ['16. SOCIAL SECURII;I?.Y 12 INFORMANT' 5 S5IGNATURE OR NAME ADDRESS
o, wa) | { i or datss of servioa) .
TRE o Ty or e Georgia.C. Myles 4206 E. N. Market St.

/&}/ ; [/ (Dea:u or title)

18. CAUSE OF DEATH MERICAL CERTIFICATION Igﬁmﬁw
| Enter only onecsusper | 1. DISEASE OR CONDITION - . RSET A )
lie for (a), (b}, and () | D'RECTLY LEADING TO DEATH';;y _ Cerebral Thrombosis 21 days
*Thia does not mean | ANTECEDENT CAUSES Arteriosclerotic Heart Disease Undet ,
the mode of dying, such | Aforhie conditions, if ang, gising DUE TO (b) :
as heart failure, asthenda, | Ti82 (o the above canse (a) slating O
de. It means the dly. | Uhe underlying couse last.
ease, infury, or complicg- DUE TO (¢)
tion which coused death. | II. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not N
related to the diseare or condition ecousing death. one ¥
13a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ wo (3
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (o.¢., lnoraboms | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) .
SUICIDE bome, {317, {actory. strest, offioe bldg..ete.) . T !
HOMICIDE
21d, TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? : >~
B maEn ] s YT
R 4
2. [ hereby cemff hat I attended the decensed from _12=2 6 IQ_L to __1=16-52 , 18 , thal I last saw the deceased
pglivgon L= 1 Q_L that death occurred at ., from the couses and on ths date stated above,
IGNATURE 23b. ADDRESS ] 23c. DATE SIGNED

2601 N Whittier St

1-17-52

ol

24b, DATE 24:, NAME OF CEMErERY
1/20/52

Paducah. Kentuoky

OR CREMATORY

24d. LOCATION (Olty, town, or county) -
Paducah, Eentucky

(Btate)

] DATE RE(%'DRBY. %

R. ISTRAR'S SIGNATUﬁ ‘% Me

25, FUNERAL DIRECTOR'S SIGNATURE

Wright Funeral Home 3100 Easton Ave.

A7

(Licensed Embalmer's Ststement on Reverse

S

ADDRESS




u-

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 ) . ' Student Embalmer Nouuuivweensavaasn ..; ........
working under my personal supervision.
o@ / / "
Signed.... — s o el L
STgned,csvensneevecrocrrenrecrrsaoncaras .. : . l
Student Embalmer Licensed Embalmer No.... Ha&:?. ....................

P. O Address_.__’.'{'_g a?!( / ’

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in his OWN HANDWRITING. (Faxlure to comply wil
the above constitutes grounds for revocation of license,) .

If this body is not embalmed, fact should be 5o stated above.



