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Doctor, coroner, efc. must use only standord nomencloture in item 18. No symptoms will be listed.

All diseases in Port | must be cnuaall_y related.
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ALED DEC 2 - 1957

Registration District No

THE WIVIIUN U ARAL L U MiJUR]

STANDARD CERTIFICAT! OF DEATH

#..Primary Regtstru!mn Dlsnlc! MNa. 1

STATE FILE NUMBER

mS ............... - Regisrrurffkiiﬂsz_.._

..

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o, COUNTY a. STATE Misgouri b. COUNTY Santt udm-wm)
b. CIOTY {If outside cerporate limits, give TOWNSHIP only) Inside Limits <. CEI'RY Innde Limits
R . ]
. TOWN St.llouis Y“m No D TOWN Sikest,on 1[)0 3-\’“[1 NoD
. FULL NAME OF (i NOT in hospitol, giva location) | Length of stay in 1b d. STREET {If outside, give locdtion) | “Reside on Form
HOSPITAL OR ADDRESS
I 32 sniution SteLuke's Hospital| 5 days 3/ 7" Route 2 Yes [ Mol
3. NAME OF DECEASED First ) Middle ' Last - ‘4. DATE Month Day Y oar
{Type or print) OF .
William Edward Cline ceati November 19,1957
5. SEX 6. COLOR OR RACE 7.““{50[1”““ warrieo[]| 8 DATE OF BIRTH 9. APE. “‘,.':;.3 :,:T,’,EH ;::AR l:::oen z;:‘R&
. as a .
Male White winowen[] oivorceo[ ]| Mareh T,1899 fg - l I
106. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or countey) €} 12, CITIZEN OF WHAT COUNTRY?
duvin mon of working llf onn it retired) INDUSTRY *
rm Opera Moorehouse, Mo, U.S,
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Henry Cline Lena Kline Sugie Cline
15. WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address )
('I'ONE, or unirnvm)l(ll yes, give war or dotes of service) Imm suB ie Cljne, Rt.z - Sikeston,l!o.

18. CAUSE OF DEATH (Enter only one
PART |. DEATH WaS CAUSED

Conditiens, if any,

INTERVAL BETWEEN

ca line for (a), {b), &nd {c}.}
IMMEDIATE CAUSE (u?@‘w

ONSET AND DEATH

which gaove rise 1o
above couse (g},
stating the unders

} DUE TO (e)

e 10,9 ﬁwf W
d&:_&c,ta—m

g lying couse last.
= PART 1), OTHER SIGNIFICANT mmﬂ M-,PART 1} 19. WAS AUYOPSY
By : : o PERFGRMED?
o YES(W NO[]
& 20a. APRID CIDE  HOMICID, [+ W JIURY OCGURRED. W nigrin AR T o w
£ -
;‘: . o Sy A ﬂa.(/ /‘; / 95 ;
Ul e |nME OF .Hour Month, Day, Year = siy-) W
a NJURY a.m.
;’ p.m. M !\M
20d. INJURY OCCURRED 0e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION ¥ COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) . oL . T
WORK AT WORK 27 o )
21."1 attended the deceased from , to and last ww: alive on E

Death accurred at _

S0 A,

m on 1

dote stated above; ond to the bast of my knowledge, from the causes stated.

e B s,

j-22b. ADDRESS

/Jaa

W

22c. DATE SIGNED

ST

236 DATE

11-19~57

ﬁp CEMETERY OR CREMATORY
orial Park Cemstery

23d. LOCATION {City, town, o couaty)

{S1oie) .

. -~

24, FUNERAL DIRECTOR

ADDRESS

Albert H.Hoppe,h'TOO Washington Blvd.

_Aike

25 DATE RECD, 8Y LOCAL REG. REGI

NOV 1957 -

RAR'S'SI NATUEE'

[Licenssd Embalmer’s Statemant cn Raverse Side) / g !
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this cettificate was embalmed

by me, wrbs

...................

working under-my personal supetrvision.

Student o

........................................................

S{g:nature of Student Embalmer

P. O. Addtesiﬂ ‘Cfd‘w;\‘",%o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ia his OWN HANDWRITING. (Failure
to comply with the above constltutes gounds) for revot;atlon of lmense) o o F ey
If enfbalhed w &' STUDENT, 'hé &lso shall t Sign idhis"OWN handwntmg i Lo

If this body is not embalmed, fact should be S0 stated abo . i ] - e vp -
‘ OVt a0 leveoiH JradiA

»




