Dr.
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FPUBLIC HEALTH AND WELFARE

DO NOT WRITE AMENDED Registration District No., ----’-ﬂ_.___.__.?rimury Ragistration Dfstrict No. ,’-_O_Q_Q__-_Reqimar's No. _MS

ON THIS STUB A W) 1122,
1. PLACE OF DEATH ~ 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY G’R EENE ) a. STMTS SOURT b. COUNTY GREENE adm|ssion)

b. CITY {If outside corporate limity, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

town SPRINGFIELD 20 YRS.| tow SPRINGFIELD e g nO

c. FULL NAME OF {If NOT in hospitel, give location) Inside Limits d. STREET {1f outside, give location} Reside on Farm
HOSPITAL OR ADDRESS
wesniution ST. JOHN'S HOSP. Yes CX No [0 720 E. GRAND Ya [] NoX)

VS 300
Rev, 4/59

0397
L3

DATE AMENDED

3. NAME OF DECEASED Firsr Middle last d4. DATE Month Day Yaar

{1 or print} OF
yen of print ATLEEN A. ROBINSON DEATH DEC. 24 1963

5. SEX 4. COLOR OR RACE 7. Marriedﬁ Never Married [J |B8. DATE OF BIRTH G. AGE (last birthday) {1F UNDER | YEAR [ IF UNDER 24 HR
FEMALE WHITE Widowed [] Divorced ] |7 / 16 / 83 80 Months | Days | Hoors | Min.
10a. USl:ML OCCUPATIOI':I [Gi_ve kind of wm:k done | 10b. KIND OF BUSINESS QR INDUSTRY| [1. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY

SO B R oven ¥ retired JEFFERSON TOWN, KY. U.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND _OR WIFE

WILLIAM S. HOKE ALICE LUCRETTA OLIVER ROBINSON
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 Corial CCOIIBITY NG 17. INFORMANT Addrens

(Yes, ﬁooor unknown) I(I! yes, give war or dares of 9 OLIVER ROBINSON , SPRINGFTELD , MO ,

18, CAUSE OF DEATH (Enrer only one causa per line for {a), (b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: OMSET AND DEATH

IMMEDIATE CAUSE (.1C=vc.b-<al. Thewormbosis AWK s

T .

T . . >
Conditions, if sny, DUE TO {b).Cevce bval AvxYevioselecosis :
which gave ris To
sbove cavse (a),
iteting the under.
lying <ause last. OUE TO (k)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted fo the 1erminal PART NI, If decessed was female was
diseese conditipn grven in PART I [#) there s pregnancy in last 90 dsyn

) Fvactuve Pubis 2) Atelectasis L. Lung. [DVe | O | O unknown
19. WAS AUTOPSY 20a. ACC@“ SUICIDE HDMéchE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART l.or PART 11 of item 18.)
+ (m}

DOCUMENT

PERFORMED?
YES[] NO Fell af¢ bed at hewne
20c. TIME OF - Hour ‘Meonth, Day, Yaar
INJURY  am.
B.m.
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MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, facroty, street, office bldg., e1c.)
NOT WHILE AT WORK [J

S-1-944 1o. -3 4~LD> nru:lIasrsawhiznll\mﬂﬂ‘1_7_d’\_¢“‘:5

H 05 P. M . m on the date stated above, and to the best af my knowledge, from 1he cavses stated.

21, | attended the deceased frnm

Death occurred at

{Degree or title) Z2b. ADDRESS 22¢c. DATE SIGNED

ﬂa.Sl(al:U;-b T . . , Ve 12-26-63

a. . TION, [ 23b. DATE [23c. NAME OF CEMETERY OR CREMATORY d. LOCATION (City, town, or county) (Stete)
BUEP e 2/27163 HAZELWOOD SPRINGFIELD, MO.

I_fl‘. ﬁUNERESﬂSﬁ€¥ ER FUN ERAE H%ME 25. DATE RECD. BY LOCA%EG. 26, ISTRAR'S SIGNATURE_
- ™ - . L]
SPRINGFIELD, M®. Jd=3/-¢

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.|] SHOULD READ

BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

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

t':r by Student Embalmer No.

werking under my personal supervision.

Student,

Signature of Student Embalmer

Licensed Embalmer No. Hﬁ/f
P. O. Addressw M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the abave constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he also shall sign in his OQWN handwriting.
If this body is not embalmed, fact should be so stated aboave. ~




