.5, Mo, 300
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WRITE. PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

Tl

.
y

i

l FILED NOV .5 '1949 STANDARD CERTIF

! BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

[

ICATE OF DEATH

State File No....

vee. oist. wo. _ /%7 priusey rec. oist. mo. LOO T Registrars Nn._4..439

Iine for (a), (b), and (c)

*This does not meen | PNTECEDENT CAUSES

the mode of dying, such

Cawm’/%-/

1. PLACE OF DEATH 2 USUAL RESIDENGCE (Where deceassd lived, 1f lastitution: residences X
a COUNTY Jackson a. STATE b. COUNTY . -d Batoii”
Kansas . .y
b, CITY (1! outside corpurats limits, write RURAL and give ¢. LENGTH OF €. CITY (If cutelde corporate limits, write RURAL and tive township) 7
OR . wwnship)| STA u.m.phm 0 . 0
TowNn Kansas City 5 TOWN  Garnett |
d. FULL HAME OF (if not in haapitsl or institation, give strect sddrom ar loeation) d. STREET (11 rural, give locadlon) - . .
HOSPITAL OR D ADDRESS A
INSTITUTION  Research Hospital
3. NAME OF . (First b. (Middle ¢ (Last
DECEASED s (Ko (L } D ; ld) on 4 DATE (Manth)  (Dsy) (Yesr)
(Type or Print) Hattie . onalds pearn October 17, 1949
5. SD\ 6. COLOR OR RACE | 7. NIADRO%EB. ré!lzvggc hEIBREt[E). 8. DATE OF 8IRTH 9. AGE un yesn| @ e | nﬁ T
- { } oD H Min,
CF W Sy QORCED @i | tune 4, 1913 g e [ oo |
10a. USUAL OCCUPATION (Givekicdofwork | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Btte or foreign squuter) 12. CITIZEN OF WHAT
done during mowt of working life, eves if retired) at home USTRY Indiana COUNTRY .S.
f
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fla===de fBrown Florence Abbot Lee Donaldson
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMNATURE OR NAME ADDRESS
(Yes, 00, or umimown} | (I yes, xive war or dates of service) NO.
no . no Lee Donaldson, Garnett, Kansas
18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTERVAAli gnszE“n
I. DISEASE OR CONDITION ‘ . RSET
- inter only oneeRUSDET | L4 (RECTLY LEADING TO DEATH® () Mm WM M/}"m /M )

Morbic conditions, if any, gleing DUE TO (b}
rise o the abore cause (a) sdating

a2 heart failure, asthenia,
-84 heart fallure, asthenia * the underlying couse lost.

efe. It means the dis-
DUE TO (c)

(e

ease, infury, or complica-
tion which coused death,
ions contribting to the death but nol

i1, OTHER SIGNIFIGANT CONDITIONS - “WYe R alalie Corciitdotag, —tir
mes adrvabo -
related to the disease or condition cauring death. LW

153X

192 DATE OF OPERA. | 15b. MAIOR FINDINGS OF OPERATION- "'W Cotiprs / 20. AUTOPSY?
TION
ves [ wo [J
!Ia ACCIDENT (Bpeeity) | 21b. PLACE OF INJURY (a.g..inorsbous | 21c. (CITY, TOWN, OR TOWNSHIP) ({COUNTY) .+ . (STATE) |
SUICIDE - . Botos, [urms, Esctory, strest, oes bidg.. e1a) e E - o
HOMICIDE : .
2id. TIME (Moxth) (Day) (Yeaz) (Hour) Zle. INJURY QCCURRED | 2if. HOW DID INJURY OCCUR?T
- WHILEAT[— NOTWHILE
THJURY = | worK A‘monn

2. I hereby certify that I auended the deceased from
aliveon {C0-10

and that death accurrcd at _M

19iﬂ. fo .Lo;’ﬂ_,m‘l’_‘l, that I last saw the deceased

.,- Jrom the causes and on the date siated above.

Zia. SIGNATURE 1o i F. Coburn (Dc;ne or title)
gl UL

Z3b. ADDRESS (| [ M /<t | Bc. DATESIGNED

o2 2, Mo Io-17-9q
2. BURIAL, CREMA- leb DAT 24:: NA\IE oF CEMEI’ERY OR CREMATORY | 24d. LOCATION (Oity, towm, or county) . "(Biate) -
T a7 | 10-17-49 | | .Garnett, Kansas
DATE REC'D BY LOCAL 'S SIGNATURE 25. FUMERAL DIRECTOR'S SIGNATURE ADDRESS
/o _‘/Qo_—,,;"}}/d 2 %w STINE & McCLURE UND. CO. Kansas City,Mo.

{Livensed Embefmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

. . . ' : Student EMbalmer No..uieseeocoseses
working under my personal supervision, ’

Signed —‘QZVQ"%/L/V
SIgneda, s iiisenccncrranneatssernnns

Student Embalmar . _ . Licensed Embalmer No /%/6
P. 0. Address /k C_\ J’lfk—qj

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

thubodyunotembdmed,faaahoddbesomdabove.




