. Mo.300
. 10.48

WRITE PLAINLY—USING UNFADING RLACK INKE—MAKE A PERMANENT RECORD

’HLEI] FEB 21 {949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

J08.
REG. DiIsT. no._/zz_rnmmv REQ. DIST. uo._AM.DJQ,;.’,;,”',Ng,._,__,_.,,_,,d_ .

State File No.vviviemnre.

4837

, Enter only onecause per

18. CAUSE QF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TC DEATH® 5y

Rheumatic heart disease with

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decesasd lived. If institution: residence befors
a. COUNTY a. STATE b. COUNTY sdaimion).
Jackson Missouri Jackson /¢
b. CITY (If cutslde corpursts limits, write RURAL and give c. LENGTH OF ¢. CITY (If cumide sorporsta limits, write RURAL aad give township) I j
R townahip)| STAY (in thia place}
Town Kansas City "% yTS, Town  Kansas City [N
d. F;IJOLIS.P#AI&:_EO%F (If Dot in hospital or institution, eive streot address or locailan) d.A%rgR!‘EET 2 ar mn.lg:n location) o’
iNsTiTUTioN  General Hospital No. 1 31085 E. 15 St.
3. NAME OF a. (First) b. (Mlddle) c. (Last) 4. DATE (Mgnth} ¥) )
DECEASED OF
(Typeor Primy  OWATd E. Coons DEATH 1 % Bk
5. SEX 6. COLOR CR RACE | 7. ‘l:;chRoRlEB. g]aigg gSRRIED, 8. DATE OF BIRTH 9-h»‘\fE (ll;:’-:n L4 “::I | TR | o UNOER 2w,
. {Bpecify) Hours | Min.
M {) W Erried " T Nov., 25, 1886 A |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESSéOR IN- ] 1. BIRTHPLACE (Btate or forelza eountry) 12. CITIZEN OF WHAT
done during most of working Lifs, sven if retired} USTRY COUNTRY?
Butcher Mo. ( leald
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Clay Coons Unknown Mrs. Addie Coons
i5. WAS DECEASED EVER IN U.5 ARMED FORCESY | 16. SOCIAL SECUR};I’OY 17. INFORMANT S5 SIGNATURE OR NAHE ADDRESS
(Yea, no, wo) | (I you, ol dates of service) :
2o | (Hrmriremaror dutem ot earvies) b 872070605 Mrs. Addie Coons 3108 4 E. 15th St.
MEDICAL CERTIFICATION INTERVAL BETWEEN

Otfﬂ'(fﬂb DEATH

Hne for (a), (b}, and ()

*This does not mean ANTECEDENT CAUSES

congestive failure

the mode of dying, such | Aortid conditions, if ony, giving DUE TO (b)

o1 heart follure, asthenda, | rite to the above cause fa) stating -
ete. I!fmum the dis- the underlying couse laat.
cate, infury, or complica- DUE TO (¢} £

-

Il. OTHER SIGNIFICANT CONDITIONS'

Conditions contributing to the death but nol
velated Lo the disease or condition eausing death.

tion which catsed death.

19a. DATE OF OP'FE)AIi 19b. MAJOR FINDINGS OF OPERATION - N 20. AUTOPSY?
.- YES o L]
21a, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.g-.inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) | (STATE)
SUICIDE homs, farm, factory, strest. office bidg., ev0.} B N . . -
HOMICIDE
214. TIME {Montt} (Day) (Year) (Hour} 2le, INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
O ) WHILEAT{—} NOT WHILE
INJURY = | work AT WORK
22. | hereby certify that | atiended the deceased from w to_—dan, 2l , 19 19, that I last saw the deceased
alive on Jan. , 19 and that death occurred at e 0 A , Jrom the causes and on the date sla!ed above.

STINE & McCLURE

2. SIGNATURE Wm. W Hart (Degree or title), | 23b. ADDRESS - 23. DATE SIGNED
M jé-’ﬁ" AL |Med. Dir. cen') Hosp. 1-2L-h9
24a. BURIAL, CREMA- Zlb DATE 24c. NAME OF CEMETERY OR CREMATORY . | 24d. LOCATIOR (Oity, town, ot county) (State)
TION, REMOVAL (Bpeatty)

__ Removal 1-27-49 Sunny Slope Ric Qu_

DATE REC'D BY LOCAL | REGL R'S SIGNATURE 25. FUMERAL DIRECTOR 8 SIGNATURE ADDRESS

KANSAS CITY, MO.

/3.5~ l??

{licensed Embalmer’s Staternent on Reverse Side)




AERLINNN

STATEMENT BY LICENSED EMBALMER

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

Student Embaimer Ne. .

Signed. Q&QM*A* \\\ w

ST gned..ccssesvnnnncascaanusansrnnnsocesnsacsss . ] Licensed Embalmer Nn‘ I 7 ,[(

Student Embalmer . . =
: P. 0. Address. /fé,/ e ?)’LO .

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,) -

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

working under my personal supervision,




