MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-013756
PEPARTMENT OF Puau:eg::a::-ufb.i‘mi‘: :o.'iii::fm_l_g_}nmary Regnsrrahon Diatrict No. _1_003___Regmrar ‘s No. 3596. STATE FILE NumzR

DO NOT WRITE
ON THIS sTUB AMENDED

1. PLACE 'OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE Missouib. COUNTY admission)

VS 300
Rev. 4/59

b. CITY (If autside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

10WN ST. LOUIS, MISSOURI- 1 yre TOWN St.Louis Yo No O

<. FULL NAME OF [I¥ NCT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Retide on Farm
HOSPITAL ADDRESS )

INSTTAION, BARNES HOSPIT AL Yes ¢ No [ 275 Union Blvde Yes O Nogd

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{T: ar print)
e orennt ADA " W ROBINSON PEAM  MARCH 26 ° 1963

5. SEX & COLOR OR RACE 7. Married [] Never Married [] |8. DATE OF BiRTH | 9 AGE (last birthday) | IF UNDER T YEAR IF UNDER 24 HR

Fem'h Whit-e Widowed i Divorced [] 9/11/18 75 87 ‘ MﬂﬂthTDnvi HounT—M:—

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF:BUSINESS OR INDUSTRY| 31. BIRTHPLACE (City and state or country) | 12, 'CITIZEN OF WHAT COUNTRY

during most of werking life, even if retired)
Housenilfs At Home Warren,Chio. U.S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Samuel Mix Weed Mary Sue Bunton Frank Dayton Robinson
Address

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SOCIAL SECHRITY RO, | 17. INFORMANT

(Yes, no,ﬂ' unlmown)' {If yas, give war or dates of J -C.Vamey, 763'4 Westmins'ber

18. CAUSE OF DEATH (Enter only one cause INTERVAL BETWEEN
PART |. DEATH'WAS CAUSED BY: ONSET DEATH

IMMEDIATE CAUSE (a)

DATE AMENDED

[

. DOCUMENT

Conditions, if sny, DUE 70 (b} k .

--wbi::ch Qave rise‘t;) - . - BT s —
above cauie (a3), ¢ -
stating the under- %?0 A
lying cause laat, DUE TO (¢} .

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the rermmnl PART 111, If deceased was female way
disease condmun ‘given in RART | (a) { there a pregnancy in last 90 days,

e . [Orves | cEne [ O unknown
19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE D — 20b. DESCRIBE HOW INJURY OCCURRED {Enter nature of injury in PART | or PART |l of item 18.)
g o -~ u
20c. TIME OF  Hodl  Month, Day, Ve.r_'

INJURY £m. .
.. .-

20d. INJURY OCCURRED 20e, PLACE OF \NJURY (e.g,, in or sbout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK . farm, factary, street, office bidg., ete.) .
NOT:WHILE AT WORK [ -

21. | attended the dacessed EM, ”—3[26;63—‘”" last saw :::1 alive o 126/6

Dpath octurred m_La‘ag_a_‘m. . m on the date stated above, and to-the best of my knowledge, from the causes stated.
* Pl

AMENDMENTS ON THIS' RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22y NATURE g { or fit . ..| 22b. ADDRESS 2%c. DATE SIGNED
Rmg kT u.0] BARNES HOSPITAL 3/26/63
73a. BUAMAL, CREMATION, | 23b. DATE N 2r. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
OVAL { ify} - . :
Kemoval ™" 33063 Fripavd Dored Maysville,Mo,
S FONERAL DIRECTOR ADDRESS = 725 DATE RECD. BY LOCAL REG. | 26. REQIMRAR ySIGNAZIRE

Albert H.Hoppe,Inc.,i700 Washington Blvds MAR 28 196 lpad Sydh L]0

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is. recorded on the reverse.side of this cerﬁfica_fe was embalmed by me, )

or by - i _ Student Embalmer No

working under.my personal supervision.

' ; . 0 _ - 6 D :
Student__ Signed (/Qg,_a_ LLJ WMW\/

Signature of Student Embalmtr
- - .‘

N . IR Licensed. Embalimer No. ?5_ “75

e 0;-Ad_dyaﬁ %’M—‘:- Y0

'No P The above MUST BE_SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {Failure to comply
with the-abbve’ conshtuteslgrounds~for revocation of license): : :
If embalmed by a STUDENT, he also shall sign in-his OWN handwritlng
o0 ;If this body: is not embalrned fact should beiso, stated.above. :




