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UUNFADING BLACHK INE—MAKE A PERMANENT RECORD

WRITE PLAINLY—USING

! BIRTH NO.

HLEU MAY 24 1850

THE DIVISION OF HEALTH OF MISSOUR
STANDARD CERTIFICATE OF DEATH $tate File Nowvorrosraveccmmmaran

;
nec. 01sT. no. _ /YT erimary rec. oist. M. LD P Kegistrar's Na_2068

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero decowsed lived. If lnatitulion: residence before

Winizion).
8. COUNTY Jackson a-STATE  Migsouri b COUNTY  Jackson *'“="
b. CITY (I cutcids corpurate llmits, writa RFRAL nd give c. LENGTH OF || ¢ CITY & 1t Residence withln lmits of
TSWN Kansas City township) | STAY (;'L;hspl::u! Tg‘J'?N Kans as City » ;t'w oﬁnmrwr:hdljtn /]
d. FH%P?‘FA’?_E OF (If not in hospital or institution, give strect nddross or location) ASJDRFEES (It rural, give location) 3 ql
NsTiTUTIoN  General Hospital # 1 JY 2315 Troost
3CI;‘E#(‘:%ES°E';) a. (First) b. (Mylddl(’) ¢. (Last) 4. Dé;.:E (Month) (Day) (Year)
(Typeor Print) B1VY J emes Robinson DEATH May 55
5. SEX £ | 6. COLOR OR RACE | 7. #ﬁj%%!’lég IgiE‘ygECIEBRR[ED. 8. DATE OF BIRTH 9, AGE (Ir&yo)arl ;: u:&:’m |D\':.u F UNDER b HRS.
. {Bpecify) Ay on ays | Hours | Min.
male white | 'WDOWEL DIORCED Gmiln) |~ 96,1199 - B | =
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . 12, CITIZEN OF WHA
done during maet of working life.o:eul:I:etrr::i) DUSTRY B c {City end State o Fo;un Country) | COUNTRY HAT
T Construction Kansas Vity, Mo. 1 U Sa A

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

John W. Robinson Hattie -—--- Caroline T. Robinson

13a. FATHER'S NAME

IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT"S SIGNATURE OR NAME
(Yea, no, or unkoown) | (If yes, xive war or dates ol -urvicz 6-09-'3640 MI'S . 'caroline T. Robinﬂon Kansas

DDRESS
ity, Mo.

. Enter only onscanse per

INTERVAL BETWEEN

MEDICAL CERTIFICATION
18. CAUSE OF DEATH ONSET AND DEATH

Coronary inf-érction

T
-

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 5y

line for (a), (b}, and (c)

*This doer mot mean
the mode of dying, such
o8 heari faflure, asthenia,
ete. It means the dis-

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO {b)
rise to the above cause {a) stating
the underlying catee last.

DUE TO ()
1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death but not
related to the dizease or condilion causing death.

casre, infury, or complica-
tion which eaused death.

Y 50l

19a. DATE OF op%ﬁ)‘ﬁ 19b. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
" ves &1 wo [

2ta. ACCIDENT {Bpecity) 21b, PLACEOF INJURY te.g..lnorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, [srm, fagtory.street, office bldg.,e10.) . B

HOMICIDE - ,
214. TIME (Month) (Day) (Year) (Houn 21e. INJURY OCCURRED 2if. HOW DID INJURY OCCUR?

aF WHILEAT[—] NOT WHILE

INJURY | L . m. | wORK AT WORK

22, I hereby certify that I auended the deceased from __May 10 19_55_ to May 10 19 55 that I last saw the deceased

alive on , and {hal death occurred at Pn., from the causes and on the dale staled above.

23b, ADDRESS

i *

2lith & Cherry Sts.

&% B. I. Burns (pegrosor tite)D 23c. DATES? 5§
AL />é£;

20 I 2,

24a, BURIAL, CREMA- | 24b, DATE 24.‘! NAME OF CEMETERY OR CREMATORY - | 24d, LOCATION {Olty, town, or county) (Gtate)
TION, REMOVAL .
Kiriay - | 5_y4-55 I Forest Hill Cem. Kensas City, Mo.

ADDRESS

. qfnalependence y Mo.

REGISTRAR'S SIGNATURE ' N

Lo/ .

DATE RECD BY LOCAL
S L 55 A

25 _FUNMERAL DI!RECTOR
é Earson

(Ticensed Embalmer’s Statenent on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

BY M, OF DY ittt et st

working under my personal supervision..

Student..ocociiii it e e
Signeture of Student Embslmer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI G. (F
to comply with the above constitutes grounds for revocation of l{cense)..

I embalmed by a STUDENT, he alsg shall sign in his OWN handwriting.

J¥ this body is not embalmed, fact should be so stated above.



