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All diseases in Part | must be causally related.

0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

___--___._58::033517 ________

STATE FILE NUMBER

207

Rgglsrrur s&NQ ..,..Q. é.?_ 2._,.__

I’N.EU SEP 17 195Rsiswotion Distict .

1. PLE(CJE OF DEATH 2. USUAL RESIDENCE (W'here deceased lived. If institution: Resdldencn;:jﬂ’
. UNTY a. STATE b. COUNTY + 4. 20mEssio
Msarion Misqouri Shelby .
b. CITY (If autside corperate limits, give TOWNSHIP only) Inside Limits <. CITY Inside Limits
TomN Harmibal Yes Gl Mo [ ok, Hunnewell / ¢ Lo Yesfg] No[]
c. Egls.é_”l:ml!iﬂ%gl: (If NOT in hospital, give location) | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
A ADDR
mstiruTion 9te Elizabeth 8 Months ODRESS  vone Yes ] No[B
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y oar
(Type or print) OF
Walter Scott Robison pEATH 9 = 4 - 19568
5. SEX . 6wC]Z;J;(?lI: OR RACE 7'MARR|EDDNEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIGEr E_,. ,.,,; J:lu::'?ng‘rem IEQUNDER z:‘_HRs.
ast bi ¥ » o ure in.
Male e wioowen[ 3 5 oivorceo ]| July 26, 1871 @"’f ¥ ¢} I
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF wWHAT COUNTRY?
dyrl § rloy i H ired |
RETIYET PALIEE " Jyiaadli A Shelby County Mo 9 U.S.

13a. FATHER'S NAME

Oliver P.Robisen

13k, MOTHER'S MAIDEN NAME

Sarsh Collier

14. NAME OF HUSBAND QR WIFE

Cornelis Robigon, Dece

15. WAS DECEASED EVER IN U. S. ARMED FORCES?

16- SOCIAL SECURITY NO.| 17

INFORMANT

Address

Y e ki 1§ war or wi
{ e, or unknawn)| ( ynju::- .’e dates of service) Unknown MiBS Miﬂnie Robison Springfield Ill
18. CAUSE OF DEATH (Enter only one cause per | | for {a), {b), ond {c}).} . INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: y ONSET AND DEATH
IMMEDIATE CAUSE (a) —QJVVW( THLA B ey L J—*? 5
= —
Conditions, if any, DUE TO {b) W 3%
which gave rise 1o
cbovs couse (a), } ¢ 7 y
tating the under-
z lying couse last, J  DUE TO (c) 332X
= PART Il. OTHER SIGNIFICANT CONDITIONS c#rrmau'rmc TO DEATH Jr nat related QN- terminal diseasa condition given in PART | {a} 19. WAS AUTOPSY
x PERFORMED?
£ ves[] No[] ¢
£ | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
w .
8 o O O
é 2¢. TIME OF Hewr Month, Day, Year
a INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthomae,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATEJ NOT WHILE D farm, factory, street, office bldg., eic.)
AT WORK
21. ) attended the deceased from , to ond lost ww: alive on
Death occurred at - m on the dote stated above, and to the bestﬂf my lmowﬁga, from the couses stated.
22a. SIGNATUR egree or title} ¢ 226, A 22c. DATE SIGNED
/4464414b7(1i —
&G —-FsF
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (Stare)
ﬂEMO\’{lﬁncily)
ur o/ 8/1958 1.0.0.F. Cemetery Shelbyville Missouri

24. FUNERAL DIRECTOR

ADDRES5S

Harold V. Garner Monroe City M

25. DATE RECD. BY LOCAL REG.

G- G- 1 95F

26 REGISTR,

4 Embal .5

on Reverse Sidse)

A?NATUREé .ZC Q/



T _ }

- .-"P'-.
mss 16 1989

MARIGN CO. HEALTH DEPT,
DATE FILED SEP 16 1959

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
DY M, OT DY ot e ettt e et s hen e st e , Student Embalmer No. .........cc.oovuee
working under my personal supervision.

Student e e Signed ,...1%
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



