THE DIVISION OF HEALTH OF MISSOURI

. Mo.300
o s noy 20 195 STANDARD CERTIFICATE OF DEATH Sute Fie No.. 392.9“1_
T 133 b }e ¥4
| BIRTH NO. ree. pisT. wo. /. 20 PRIMARY REG. DIST. m.iéﬁ_o_ Kegisirar's No. ._.........../é ..
2 ") 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d Hred. If & idence before
5 2 a. COUNTY L - 8. STATE b. COUNTY . .. adimimion),
- aclede Mo Laclegde
_3 b. CITY (X outzide corpurnts limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If cutaide sceporate limits, writs RURAL and give township)
i OR _ ] townabip)|{ STAY (in thin place) OR 45-3 2
8 ~ TOWN “ural Lebsnhn T, S,.1730 Min TowN 3 Snor
. FULL NAME OF (If not ta hoapital ot institation, give streot sddress or losstion) d, STREET - (I rural, give location) - &
o Hr?é‘l?‘rlﬁ'lr' OR ADDRESS
& INSTITUTION Hi ghway st Weat 6 M3 211 Vanburen
ﬁ 3. &E@Eﬁ soE'i-:a a. (First) b. (Middle) c. (Last) 4. Dg;g (Month) (Day) (Year)
B4 (Typeer Print) Donald Willizm Baunderg DEATH MNov, 10 1952
& 8. SEX 4 6. COLOR OR RACE | 7. MARRlED NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (o years| I7 tokm 1 Yuax | 7 T
E }1 w ?A DIVQRCED (anl!y) last birthday) Homhl Days nml Min.
arrle May 23 1892 60
10a. USUAL OCCUPATION (Gl i 10b. KIND OF BUSINESS oR IN- | 11. BIRTHPLACE . ,
é Wﬁ%ﬁg%‘"‘““‘“"imd' w!: DUSTRY (City and State or Foreige Comntry) 12 c{,ﬂ%ﬁ’,}’o':m"ﬁr
i Lebanon Mo. Y~
< 113.. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WwIFE .
2 Frank Saunders 4Lillie Jonea sunde
( I5. WAS DECEASED EVER IN U.5, ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT ' S SIGNATURE OR NAME ADDRESS
-« (Y-Iné .of yusknown) | (If r_-._i-'iﬂ war or dates of sarvies) Ll« . NO, ) i
:i VW 194~ 05-6024] Mra,. Donalsd Ssundera Lehenan Mo
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
B || Enter anly cnecanse per | I. DISEASE OR CONDITION _ Q - ONSET AMD DEATH
Z | imetor ), B 804 (© DIRECTLY LEADING TO DEATH® () ry
E <Th doet ot meon | ANTECEDENT CAUSES
the mode of dping, such | Morbid conditions, if any, ﬂ"’ DUE TO {t)
. 3 o heari fatlure, usthenta, , m‘ o ”“I“W‘ ““"';lg' . — . . - .
28 licte It meons the dia- underlying causs e = oo
1) eate, infury, or complles- _ DUE TO (c!
1> || tion whick coused death. | 1. OTHER SIGNIFICANT.CONDITIONS % R AF G B
= Conditions contributing to the death but not
a releted to the disease or condition causing death.
- 192.-DATE OF OPERA- | 190..MAJOR FINDINGS OF.OPERATION .- = ; 4 ¢ ., = " = e . 20, AUTOPSY?
. TION fF &
E . 3| e
o 21a. ACCIDENT (Bpacity) Z1b. PLACEOF INJURY feg..inarabect | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE boms, farm. fastory, strest, offics bldy..stel) . .- .
] HOMICIDE ) . . . s ; N .
g 21d. TIME (Month) (Day) {(Yesr) {Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ‘
. ’ - WHILEAT[ ] NOT WHILE|
PI* INJURY = | Vwork AT WORK ..
E 2. [ hereby certify that I ailended the deceased from , 18 , lo 19 . tha.t I last sow the deceased
- alive on __ , 18 and that death occurred al m., from the causes and on the date slated above.
‘-E 2, SIGNATURE ’5 (Degree or title} | £3b. ADE R ’ Zic. DATE SIGNED
: g : ; - . - e, AP0 {)—ro =512
BURIAL CREMA- 24 24c. NAME OF CEMEI’ERY OR CREMATORY | 240 LOCATION (Oity, town, or count tats
= TION OVAL (Bpeetty) '127"13/52 | R . & e N
g Burinsl 7 Lehsnon . lLebhonan . Mo, .
DATE REC'D BY LOCAL | REGISTRAR™S SIGNATURE 2%_ 25- FUMERAL DIRECTOR'S SIGNATURE ADDRESS
_REG. 6‘ - /%@
-} 3-/952 . &
censed s Sea on Reverm Side) —T




STATEMENT BY LICENSED EMBALMER

NOvaw |J§2

Pile ¥0O. -,.-//'_ﬁ&:/.ﬁ.é.-
pate Filed ...o----3GBY a-3-h0

4880

[ hereby certify that the body whose name is recorded on the reverse si;lc of this certificate was embalmed by me, of by oo

Studont Embalmer No.

v-orking under my personal supervision,

StUdSNY suvuvesostasssnsnasnvaressnnannars .
Student Embalmer

Signed.... _ﬁ*%ﬂ/\/

Licensed Embalmer No L2290 V

P. O. Address W % .

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




