. THE DIVISION OF HEALTH OF MISSOUR| [:58 008 423
alth, —
wlfare Fl LED AR 1 2 95% STAN DARD CER."FI(AT! OF DEATH STATE FILE NUMBER
blic
rvice | J_egistmticr! District No. 3 / 7 Primary Rnglstmhor\ Du!r":? No. ._,.._\b__Q._______..ﬁ__ Requ!rur s Nc.,____.bf_.g}_,[_____f
L
b K 1. PLACE OF DEATH ! 2. USUAL RESIDENCE [Where deceased lived. If institutieon: Residen
DO a. COUNTY CD\' A o sTATE M1 sgsouri b county Coun y‘_ffr.
37 I b. CITY (If outside corporate limits, give TOWNSHIP ealy)} | Inside Limits < CITY gl ?f tnside Limits
OR o ¥ No [ OR o X
+towd Normandy o+ X Mo sown Normandy Yes[ No[]
c. FgL'LqNAﬁE OF (If NOT in hospital, give location) | Length of stay in 1b d. 5TREET [If outside, give location) Reside on Farm
Hi T
HosEiTaLOR295L Arlmont Dr. 18 ¥Yra. ADDRESS 2 954 Arlmont Dr. Yes [J No[]
3. :’ITAME OF DECEASED First Middle Last 4. DATE Manth Doy Yeoar
ype or print) OF
i Corda Lee Robison oeath & 27 1958
5. SEX .. 1] & COLOROR RACE]| 7. 3. DATE OF BIRTH % AGE (1 FUNDER | YEAR] IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED[ ] - (In yoars
i nths | D H Min,
Female White wiog¥en (K] orvorceo[ ] July 21, 1882 75’" birthday) | Honths I o ours I In
100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} O 12. CITIZEN OF WHAT COUNTRY?
life, if ratirad INDLS
HYPEER L e v i Rome Frankfort, Mo. U.8.A.
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Marshall Donovan Maude Unsell Qliver E. Robison (dec)
w
2 | 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFORMANT Address
g (Y-I,Nadn unlmqvm)l {If yes, glve war or dotes of service) None Mr B. Ju ani ta Burn B 2 95“, AI. 1 mon t Dr R
a 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c}.} INTERVAL BETWEEN
w PART 4. DEATH WAS CAUSED BY OlgET AND DEATH
E IMMEDIATE CAUSE (a) -
£ .
E
IEIL" Conditiona, if any, DUE TO {b)
})_- wl:’ich gave rlu.‘ l)n }
above cause {a),
r4 tati th der-
8 g I'ylﬂngng:eu.low;c::. DUE TO (C) / 7/ X
< ZHkE PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not ralated-io the terminal dissasze condition given in PART 1 (a) 19. WAS AUTOPSY,
T i« PERFORMED?
3 &= YES[ ] NO
- % =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
— - w
2 = f° ] O |
]
<HG| 20c. TIME OF Hour Month, Doy, Year
5 o a INJURY a.m.
E : E3 p.m,
E é 20d. INJURY OCCURRED e, PLACE OF INJURY {e.q., inor sbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE 0 furm. fuclor , straat, offi ice bldg., etc.)
g 3 WORK AT WORK
E 21. | ottended the deceased from- %2 5 [:'2 % ZZ k 2 / ! z and last i saw live on ?”/” ?/j—;"
H Doath occurred at A m on the date ftated above; and to the busf of my knmul.dgo, from th. causes stated.
E % T O] 22b. ADDRESS 21/ m /.( SIGNE
: 02>
: D3 n&v
230, BURIA(, EREMATI“, 23b. DATE 23c//NAME OF CEMETERY OR CREMATIORY 23d. LOCATION (Ciry, Iow{, or counry) (swu)

ufFEy &= | 3/1/58 ak Grove Cemetery 8t. Louis County, Mo,

4. FUNERAL DIRECTOR ADDRESS 25, DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SGNATU
Drehmann-Harral, 1905 Unlon Blvd. Z-2/- 577 ’W/?M%&
P
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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 embalmec

.» Student Embalmer No. ...................

WA NP

Signature of Student Embalmer '
L Licensed Embalmer Nojj 3 ,,C

-----------------

DY ME, OF DY o ettt a rrr e st rn i r s et e nes s e s s e aaaas

working under my personal supervision.

P. O. Address.....cccoeviiciieniniinneennn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license}.
. If embailmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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