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All diseases in‘Pnr-'r ) n-u-ur be causally related.

__JAN 1 2 19592egi;trmion District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

39

Primary Registration Disfric_!rhii-.HBAQ..o._a ........

‘| 1. PLACE.OF DEATH

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

2. USUAL RESIDENCE (Where dgceased lived. If iﬁtitu:ion: Residom?y)efura
syn

a. COUNTY Boone a. STATE Ml ssour b. COUNTY BOOT1E odmis
b. CgY {If outside corperate limits, give TOWNSHIP only) Inside Limits c. C(IJTRY o/ &-‘5 Inside Limits
Tomn  Columbia, Yos [ Mo [ SR Rocheport Yos No )
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET urdi ife location) Reside on Farm
| HOSPITAL OR 4 d ADDRES lgtbe}li B, “ﬁes 13 ¥ N D
| insTiTUTion B, County Hosp, ays es 3 MNo
3. NAME OF DECEASED First Middle Last 4. DATE Mansh Day Year
{Type or print) OF -~
Mamie Mae Burks DEATH Jan., 2 195g
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE a1 rs JEUNDER | YEAR] IF UNDER 24 HRS.
f i h MARR:EDm"EVER MARR]EDD las| bi’:t:;:y; Manths | Days Hours Min,
emale vhite wIDOWED [] ovorcen[ ]| Anpi] 26= 190 58 |
10a. USUAL CCCUPATION (Give kind of work done [ 10b. KIND OF BLISINESS OR 11. BIRTHPLACE {City and sfate ar country) 12. CITIZEN OF WRAT COUNTRY?
during most of working life, sven if retived) INDUSTRY 9
ife ome ILaBelle, Mo USA

13a. FATHER'S NAME

Newton Burns

13b. MOTHER'S MAIDEN NAME

Cora Floyd

t4. NAME OF HLISBAND OR WIFE

Christy Burks

Fal

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, no, or unknewn)] {If yas, give war or dares of servica)
- —— -

16.

SOCIAL SECURITY NO.| 17. INFORMANT

——

Address

Mrs, Elmer Coleman Columbla, Mo,

PART 1.

Conditiona, if

abave couse

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

which gava rise to

stating the under-

18. CAUSE OF DEATH (Enter only one cause per line for {a}, {b), and {c).}

INTERVAL BETWEEN

ONSET AND DEATH
R u;%/_u .

any,

W-WWMM

O a4

—

(a),

\
DUE TO (b) WM//I OJ\XQM.}I J—&Amw-ﬁ-w-o o aclon

i

Death occurred a

& Jom SS9

g lying cause last. DUE TO {c)
= FART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal diseass condivien givan in PART | (g} 19. WAS AUTOPSY
Z D . PERFORMED?
i @rob oo naltBifuo @ onlorrelon - 281 7 Yesid wo[J
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
8 0O o O
S 20c. TIMEOF Hour Menth, Day, Year
& INJURY  am.
ES p.m.
20d. INJURY OCCURRED 20e. 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.)
WORK AT WORK
21. | attended the deceased from (9S4 , fo M and last sow 7 alive on ] TO-N\ 59

300 é_ m on the dote steted above; and to the best of my knowledge, from the causes srated.

220, SIGNATURE

{Degrea or title)

wvi. D.

.

22b. ADDRESS
(&)

RO R Sondt Tordi~

22¢. DATE SIGNED

3 Jum 57

. BURIAL, CREMATION,
REMOVAL (Specify)

Burial

23b. DATE

1/4/58

" 23c. NAME OF CEMETERY OR CREMATORY

Nebo Cemeterv

B

23d. LOCATION {City, town, or county)

one County, Mo.

{Stare)

24. FUNERAL DIRECTOR

ADDRESS

Lyman Sorinkle Columbla, Mo,

25. DATE RECD, BY LOCAL REG.

Qom 4 (9569

6. REGISTRAR'S SIGNATURE

s RE Palwngn

{Llconsed Em$u|mcr'q5runm-m on Reverse 5lde)




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY i et s e st s s s e e s aa s ., Student Embalmer No. ...........ccuveees

working under my personal supervision.

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

Signature of Student Embalmer

P. 0. Addres

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 also shall sign in his QWN handwriting.

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



