Health, THE DIVISION OF HEALTH OF MISS50URI 58 016371

\\' -
E;U:llif:u FiL D APR 2 5 1958 STANDARD CERTIFICATE OF DEA‘H STATE FILE NUMBER
Service Registration District No. ._____________ 3_1._8Prlmary Regurruhcn Dtsm:l No. 1003_-__..__“ Reglstrcr 6No 4331_"
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residegfe bafore
. 300 a. COUNTY o STATE  Micpourd B COUNTY admj&sion}
1-57 b. ClTY {l{ outside corparate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR
TOWNST IDUIS MO Yes m Ne (] TOWN st.Lou.ia Yes@ No []
c. Eglgl!’_f NAMEOOF (f NOT in hospital, give locatien} | Length of stay in 1b d. STREET [If outside, give location} Reside on Farm
TAL OR . X DDRESS
istiTution  ST.LOULS CITY HOSP, #le N/ Y 1007 Olive St. Yes 0 N[X
T -
3. :»cTAME OF DE;:EASED First Middte ,’U Last 4. DATE Manth Day Year
ype or pring OF
ALVIN ROB INSON peaty AFPRIL 17, 1958
5. SEX O 6. COLOR OR RACE| 7. MARR!EDDNEV R MARmEDx] 8. DATE OF BIRTH 9. A|GE, u‘,,'z;,,; ;::EERI;Y:AR Il:{q::t’DER Q;iI:RS.
= g o 114 ay, a; -
. Male White wooveol] _{owvosceol)| Octe 17, 1881 | 8 I |
g 10a. USUAL CCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
< during most of werking life, aven if retired) INDUSTRY . /
5 er Hotels Indiana UeSe
_—_i- 13a. FATHER'S NAAE 13b. MOTHER'S MAIDEN NAME 4. HAME OF HUSBAND OR WIFE
£ Frank Robinson Josephine Unknown None
o
a 2 [ 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17, INFORMANT Address
§, % (Yeor, vﬁar unkmwn)](li yas, give wor or dates of service) Unhwm City HOSpital Recoms
a
Z o 18. CAUSE QFiDEATH [Enter only one cause per line for (a}, (b}, and {¢).} INTERVAL BETWEEN
5 w *PART |. DEATH WAS CAUSED BY: ONSET AND. DEATH
. W IMMEDIATE CAUSE (a) c A CCit
£ &
c =
< o Canditions, if any, DUE TO (b}
5 '>_- wzcl.ch gave ril-( r)o
: ) 38/ N
g 8 ‘za lying covue last. DUE TO (c)
E N o = PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the terminel disease conditien given in PART 1 (a) 19. WAS AUTOPSY
< T xl= PERFORMED
i< S YES{ ] NO
ug - ¥ =] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) 4
2= zZHu
7 «fv O ] O
:: Yi:
e v j 2| M. TIMEOF  Howr  Month, Day, Year
22 a o INJURY  am,
: E : x p.m.
2 E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e w WHILE AT NOT WHILE tarm, factory, street, oftice bldg., etc.)
25 w WORK D E]
°n =} AT WORK - ey . i
E 5 21. | attended the deceased from _Ll/?/sa , to ul'l'llbo ond last saw: alive on ull?/bﬁ
% : Death occurred at 12 4 SQ .ﬁ ~m on the daote stated abave; and to the best of my knowledge, from the couses stoted.
5 5 220. SIGNARUR (Degrekeor title} ﬁb. ADDRESS 22<. DATE SIGNED
< O
= @glluﬂw M 1515 LAFAYETTE AVE, L/17/58

23a. BURIAL, MATION, | 23b. DATE 23c. NAME OF CEMEYERY OR CREMATORY 234, LOCATION {Ciry, town, or county) {Stata}

: :
Hetowl’ | L-21-58 ¥emorial Park Cemetery St.Louis C
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE

Albert H.Hoppe,4700 Washington Blvd.
{Licensed Embolme’s State:
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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 embalmed

BY M, OF DY i e e e e s a e s e aasaan e ., Student Embalmer No. ...............eut

working under my personal supervision.

Student .oeeeiiiiii s Signed %@M%%Mﬁﬁ Ay

Signature of Student Embalmer

v T

TN “ it L "Licensed Embalmer No.e{’..ﬂnf.:g.
- . N g Aéi{ M’Q}t
~ e Note: The abbve MUST BE SIGNED BY THE LICENSED EMBALMER inBié 6\? ANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also®shall sign’in his OWN handwrmng -LT-

If this body is not embalmed, fact should be s0 stated above.
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