eSS
IRl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

NDED

Filiy vy AUG 1

egistration District No. ...

DOCUMENT

BY AFFIDAVIT GF

8 195%9-----__.Primary Registration District Ne. .. 3074

59—-031263

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceasad lived. If institution: Regidence before
a. COUNTY Ve rnon a. STATE MﬂSS ou rﬁ. COUNTY aeda r admission)
b. CITY (If outside corporate iimits, give TOWNSHIP only) Length of stay in 1b <. CCI)TRY Inside Limits
oW Newvada 3 MHo. OWNE ] Dorado Springs Yes [ No DD
€, ;%épﬂiTEogF#L& in hospital, QNNIM“‘E?'] Cedar S‘qun:ide Limits d:ERDEREETSS {If curside, give location} Reside on Farm
INSTIUTION Jones Nursing Home QX Mo 104 S. Fark Yo O NodD
3. NAME OF DECEASED First Middie Last 4, DATE Month Day Year
{Type or print) QF
Pearl 5. Cline DEATH  Lupust 4 15656
5. SEX 6. COLOR OR RACE 7, Marrisd ] Never Marriod {1 [8. DATE OF 8IRTH | % AGE (last birthday) |IF UNhDER 1DYEAR I: UNDER 1": HR
Widowed Di ad - - Months ays ours in.
Fema le White dowsd 0 Overeed O | Go2E-65| 73 |
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 COLINTRY
during ¢t of working,lifa, aven if retired) .
HouSe'Hl e Collins, Mo. U.S. 4.
¥3a. FATHER'S NAME 12b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Louls E. Rainey Mory L. Hipring Arthur 0. Cline
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes,”, or unknawn) ](If yas, giva war or dates of service]
(o)

Norman Cline, Konsas City, Mo.

PART I,

Conditians, If any,
which gave riss to
above cavse
stating the undaer-
lying cause

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

(a)
BUE TO (c)

{ast,

18. CAUSE OF DEATH (Enter anly one cause per line for [a), (b}, and (¢}

Cerebral vascular accident

INTERVAL BETWEEN
ONSET AND DEATH

1 half hour

pue TO () _Cerebral ariericaciernsis

Stroke

6 _months

PART N.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

disease condition given in

PART I {a}

PART {Il. 1f deceased wos femala was
there a pregnancy in last 90 cdays.

lDch I ¥J Neo I [J Unknown

MEDICAL CERTIFICATION

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
PERFORMED? ] a ]
YES[] NO{g
20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK O

20a. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bldg., ete.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

d from ?'a'r'r"h o0,

1950

21. | attended the di

Death occurred at.

fo_.[\_u,gus:t_ll-,_lg_sgmd last saw :I-e':‘nﬁve on AT[SH'-‘-‘!JI‘ 9141 95Q

on the date stated sbove, and to the best of my knowledge, from the causes stated.

V (Degree or title) 22h. ADDRESS Oore Bu ld 22. DATE SIGNED
- » . J- & 1 inms
? g ; . P. ;.CCﬂnn, ieD ITﬁvada, iissouri 8/]_0/59
213, B L'CHEMATION, | 23b. 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
VAL (Speci *4
Burialm —165¢ k1 Dcrado Sorings CenlklDoradc Sorings, #0.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

cwlnn-Qcrothers, blDcrcioSnrinrs.d

o. G—{l~ /997

ﬁGlSTRAR‘S SIGNATURE

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer NO.ML_

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




