_ MISSOURI DIVISION OF HEALTH — STANDARD. CERTIFICATE OF DEATH . B63-032421

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

. -STATE FILE NUMBER
DO NOT WRITE _— Ragimaﬂnn District No. ______ rimary Registration District No. L_l&...kgglﬂur'l Ne. _M - o

ON THIS STUB Y
1. PACE OF DEA - 2. USUAL RESIDENCE (Where decassed lived.” If institution: Residence bafore

SN 40 LSO || S MIS SQURFONY  JACK SO _wiwien

b. CITY (if outside corporate limits, give TOWNSMIP only) Length of stay in 1b c. CITY Inside Limits

o KANSAS CITY : 14 vrs. oW gy IVSAS CITY Yes g No.OI

c FULl NAME OF (Hf NOT in hospital, give location) Intida Limits d. STREET {tf cutside, give location) "Reside on Farm
ADDRESS T

INETTUTION. B}IPTI.S'T NEMORI AT, Y@ NoD 1167 Easr? 77TERRACE®D N
3. NAME OF ‘DECEASED Firsy Middle - Last 4, .DATE — Month Day Yea_fl
(Pype-or 2rin) LEWIS WILFRED  ROBICHAUD-%m  AUG. 2, 1963
5. SEX 6. 'COLOR OR RACE 7. 'n.hrria@’t] Mever Married (] 6. DATE OF BIRTH |-9- AGE (iaut birthday) | IF UNDER T YEAR | IF UNDER 24 HR
JMALE WHITE |- WewdD  0woesdD 14_20-7934 49  [Pa™] 2w [Hem [ We
10a. :l:lel:l. OC(;UPATL?@ [G‘i“- k:::nu:f:?f::i:?n. 10b. KIND. OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) { 12, CITIZEN -OF WHAT COUNTRY
PLCTAN A" RENDTX WESYRROOK, MATNH 1r.s.4
13a. FATHER'S NAME ] 13b. MOTHER'S MAIDEN NAME h M.VA, NAME OF HUSBAND OR WIFE
AN THON CHAUD UNXHOW! AREL RORTCHAUD
15. WAS DECEASED EVER IN:U.5. ARMED FORCES? | 14, SOCIAL SECURITY NO. [17. INFORMANT Address

(s, 1, g kg e, sy wosordrs < MABEL ROBICHAUD K. Co Mo.

18. CAUSE OF DEATH (Enter anly: one cause par 1tha Jar (8], (O], SrQPFEL INTEI!VAL BETWEEN
PART |. DEATH WAS CAUSED BY . . . . ET AND’ D?TH

IMMEDIATE CAUSE (

V5300
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Conditions, i any.] "DUE TO [

DOCUMENT

which-gave rise to

above cavse (u),

stating the under

lying. cause last DUE TO (<}

PART 1. OTHER ] T CONDI S CORRIBUTING 1O DEATH t relgted ‘to the termina! PART 1. M dacassed was  femsle  was
disease o n jn P. thers a pregnsncy in last 90 days.

D Yes | ONe |'D1 Unknown
19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE HOMEIIQDE m‘ DESCRIBE HOW INJURY OCCLRRED. (E_nm nature of Injury in PART | or PART Il of item T8.)
SEET . e : U . PR

PERF!
YE_S ﬁyﬁo O

20c. TIME OF Hour Month, Day, Year
INJURY anm.

-

-AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD. OF

P, .
URY QCCURRED 20a: PLACE OF INJURY [e.g.; in or about home; | 20f. CITY, . TOWN, OR LDCA!ION
. mue ?cwo RK. “ farm, foctory, street, office bidg., stc.)’
NOT WHILE AT WORK [] ) P

MEDICAL CERTIFICATION

21. | eftondpt.the decessed fr - ¢ nd. last 1aw him alive on

Jacob

Deapl’ pecurred o LA N on K€ dete s iwlibova, snd: to: the best of my knowledfe from the causes stated.

T, /'y or Tile] 7 - | 2Zb. ADDRESS"

- |70 E£6 3K

D TaPhUMEL CREMATION, | 235,75 Z3c. RAME- OF CEMETERY OR CREMATORY "2, .LGGATION (City, town, or. county}
REMOVAL {Specify) : N

A 8 Me.mgrla.l Park K i Miss
NNEB&I;JIIIREE.C]'}OR .25. DATE RECD. BY LOCAL.REG

L X D. . | 2. REGIS GNATURE
" WORWALL FUNERAL HOME INC. K.Cd Mosfes b3, i/" .['%L

(Licanved Embalmar's § on R Side)

F,.

USE BLACK INK
. OR
TYPEWRITER RIBBON
SHOULD READ

13

AN

it

?r.;

BY AFFIDAVIT OF
7

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whaose name is reco;_ded on the reverse side of this certificate was embalmed by me,
Q . ) -
or by _ . . Student Embalmer No.

working under my personal supervision.

Student

.fiigna'tura of Student Embaimer

!

. ' . Licensed Embalmer No._ﬂz,?___
P. O. Address__,ﬂ_,m_

 Nofe: 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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is ot embalmed, fact should be so stated above.

-




