MISSOURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH

DEFPARTMENT QOF PUBLIC HEALTH ANMD WELFARE

Registration District No 1_8_Prim|ry Registratian District No. 10..0“3___,.anilrrar's No

DO NOT WRITE - - . m—————— et ;
ON THIS STUB

1. PLACE OF DEATH - . 2, USUAL RESIDENCE (Where decessed llved. If institution: Residence before
8. COUNTY a. STATE Mo b. COUNTY edmisalon)

b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limlts

15w St. Louis 256 days 13w St, Louis Yes X0 No O

€. FULL NAME OF (W NOT in hotpital, give location) intide Limits d. SIREET (M cutside, give locationl Reside on Farm
HOSPITAL OR ADDRESS

INSTTUTION  “(hyonic HOSE Yes [Y No 3813 Folsom Yei O NefD

3. tI]«!.AME OF _DE)CEASED Firsr Middla Last d, D&‘:IE Month Day
of print

yPe e William Oscar Roberts DEATH 9 17

5. SEX 6. COLOR OR RACE 7. Merried [0 Never Married [ 8. DATE OF BIRTH | 9. AGE [law birthday) | IF UNDER } YEAR | IF UNDER 24 HR

M w Widowagdi{ Divorced [] 3/277187'7 1% Months | Days Hours { Min,

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

duringﬁaa%lii‘vﬁnn life, even If ratired) Rai]_raod !Ki ‘rj_]_];_e,h[o. US .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE

VS$ 300
Rev. 4/59

TE AMENDED

Ny

\\

“’John’Roberts ' o ' Myra ). ur Unawailable
15, WAS DECEASED EVER IN U.5. AR.MED FORCES" 17, INFORMANT Addreas
(Yes, nuNpor unknown)l(ll yes, give war or dates of sarv

Kenneth Roberts, 3813 Folsom kve.

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE (a) \ “ -z .

DOCUMENT

Conditions, if any, DUE TCQ (b)
which gave risa ta

above cayse (a),
stating the under- aal
lying couse laut, OUE T [c) .

PART I1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal PART 11 If decaased wat female wm
dizseass condition given in PART | (a} thera a pregnancy in last 90 days.

@PC\T\Dma OL PV‘O S‘\‘a“\‘@ IDYNI O No I O Unknown

V9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter naturs of injury in PART | or PART 11 of item 18.}
a o

PERFORME
YES[OO N

20c. TIME OF Hour Month, Day, Year

INJURY am.
p.m.

20d. INJURY QCCURRED 20¢, PLACE CF INJURY {e.g-, in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, office bldg., et.)

NOT WHILE AT WORK [] .
. | attended the deceased from 1-L-63 9- 17-63 and last saw :::\ alive on 9-.1.0-05 -
Death occurred at 7 ‘12 :05 AM m on the date stated above, and to the best of my knowledge, from the causes ststed.

oo N |scoo Hrsenal 3-/7-43

¢, NAME DF CEMETERY. OR CREMATORY 23d.. LOCATION (City, town, ar county) T (State)

Keysville Cemetery Keysville,Mo,

24. FUNERAL DIRECTOR DATE RECD. BY LOCAL REG. |26, RE RAR W
Jonas Funeral Home,Steelville,Rissouri. bfp Iﬂ 1963 ﬁ'@j /7 0.

[Licensad Embalmar’ s Statemant on Revi Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAW] OF

ITEM NO.




. 1

' [
STATEMENT. BY' I.ICENSED EMBALMER

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

or by Student Embalmer No,
- working under my personal supen}i;io;l.

Student

Signature of Student Embalmer

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




