THE DIVISION OF HEALTH OF MISSOUR|

100. USUAL OCCUPATION {Give kind of work done | 10b. KI

ing most of working life, even Hf retired)

INDUSTRY

ND OF BUSINESS OR ~

11. BIRTHPLACE (City and state or country)

[x

12. CITIZEN OF WHAT COUNTRY?

USA

pt. Health, [ . = AR, =
& Ve FILED DEC 2 0 1957 STANDARD CERTIFICATE OF DEATH T STATE FILE NONGER
Public ] .
alth Service I Registration District Ne. st / f/ Primary Regisrrurinn District NO.._ﬁf.va?... ch_isfrglj_m*m._zg‘?. _________
PLACE OF DEATH 2. USUAL RES|PENCE (Where deceased lived. If institution: Resldence bafore
/. 5. %0 COUNTY St. Clair o STATE[] gsouri & PENTYClairp oms
ev. 1-57 ng {If outside corporate limits, give TOWNSHIP only) Inside Limits €. CETRY Inside Limits
town Osceola Yos (3 No[] tom QOSceola g3 ® 0
| FULL NAME OF {M NOT in hospital, give location) | Length of stay in 1b d. STREET (H outside, give |ocntion}v T Rettde on Form
HOSPITAL OR ADDRESS Yes [] N D
| INSTITUTION i °
3. NTAME OF DECEASED Firse Middle Lost 4. DATE Month Day Year
(Fype or print) Mary Susan Lines oerm Dec;12,1957
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH ©. AGE (In ye FUNDER | YEAR| iF UNDER 24 HRS.
Female ¥hite MAE{'ED% NEVER MaRRteD(] last birthdey) [Momhs | Days Hours Win.
wIDOWED oivorcer[]1Sapt - 20, 1868 l

gusewlie

St

Clair County Mo:

13a, FATHER'S NAME

Mathias Burkhart

13b. MOTHER'S MAIDEN NAME
Josephine McXibbens

14. NAME OF HUSBAND OR WIFE
Ben Lines

Doctor, coroner, ete. must une only standard nomenclature in item 18, No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

gD

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, erqﬂiovm)l(ll yos, give war or dates of service) I]One Floretta cau thron: OSceola‘ NIO ;
18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, and (¢).) INTERYAL BETWEEN
PART |. DEATH wWAS CAUSED BY p ONS D DEA
IMMEDIATE CAUSE {a) W + R WWQQM (P
Conditions, if any, . DUE TO'(b) Paiie ron @Aﬁxﬁ_@ A«Ca-ﬂw/:) ~ & g
which ian 1
oy } d 7
stating the under-
g lying _causs last. DUE TO (<)
Bl °  ° PART . DTHMER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal dissase conditien given in PART | (o} ©19. WAS AUTOPSY
= PERFORMED? O
2 - ‘ 4 20 { ves[] N[
= "200. ACCIDENT SUICIDE™ HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART 1| of PART Il of item 18.)
w
v O O O
S[ 20c. TIME OF Howr  Manth, Day, Yeor
S INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED. ~. | .20e. PLACE OF INJURY (e.g., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY o . STATE
WHILE ATD NOT WHILE D tarm, factory, street, office bidg., etc.} . .
WORK AT WORK
St L9
21. 1 attended the deceased from. ;%&{ L =T § Muna fast .“M.,u.,. on SR8, S = T 2z
Doath occurred at A 4 on the date stated above; and to the best of my knowlodga. from the couses il'ufed
220. SIGN {Degree or title) c 22b. ADDRESS 22¢. PATE SIGNED
Z3e. BURIAL, CREMATION, | 73h. DATE, o~ 23c. MAME OF CEMETERY OR CREMATORY | 2. LocaTION (City, roum, or conery) . {5tate)
REMOVAL {Specify) é . . . . . .
Burial 12/%/57 Oscéeola - “ Tk +0gceolna Wissouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, | 26 RE TRA?NAT -
e - /4 Mo /2 -/ - T /21: /Ez.nﬂs‘/w_/

{Licenned E‘h‘hﬂln«'l Stotemant on Reverse Side}




- STATEMENT BY LICENSED EMBALMER

[ hereby certify thatthe body whose name is recorded on the reverse side of this certificate was embalmed

«» Student Embalmer No............ccunen..

- by me, o bY .iviviiiiit e eneree femeeens e

working under my personal supervision.

Student .cociiiiiiiirc e
Signature of Student Embaliner

-

Y IR . T
. o

P. O. Address ([#2-C 2w

. Note:_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 slso shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




