No. 300
10.48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

slltm’;(o:E I;E, WIAE 2 IS ! !in IEG DIST. NO, Fa 5 2 PRIMARY REG. DIST. NO/%_. Regisivar's No 1‘)75

. 8604

State File No

l. PLACE OF DEATH

2. USUAL RESIDENCE (Whers decensed lived. If institution: remidence before

trick J oriahu

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Y8, 0o, ar unknown) | (If yes, give war or dates of service)

Yes -1

16. SOCIAL SECURITY

1i86-03-31,87"°

Mollie Lee Sims

a. COUNTY a. STATE b. COUNTY adaoiarion),
Jaoknon Missouri Jackson
b. ClTY (21 outzids Umita, write RURAL and . LENGTH OF . CITY
ou eorwnu ta, write a ':In o cS'I'AY g c OR 4. l:qu cw -'ﬂhi.n Limits ui
Kansas City 29 yrs, TOWN Fangas City < B
FULL NAME OF (I not in heapital or institution, give streat address of losation) o STREET (If rursl, gve location) g
HOSPITAL OR ADDRESS 992
instituTion. 3001 Forest Ha . 3001 Forest g
*oeceasetn  * T, N sl Doban LOME (Mot (Dey) arm
( Type or Print) Dav , chae NAHUE oAt Maroh 9, 1954
5, SEX D 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years] IF toER 1 YEAR | & wDER % Wms,
WIDDWED DIVORCED (Sgectly) } lllélﬂﬂ-'hdl!) : Monthn, Deysy | Hours | Mix,
Male White Married T 2-21406 |
10a. USUAL OCCUPATION (Ciive kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - - .
done during mmdvuﬂum..mun:::) - OF BU DUSTRY (City aad State or Funpguuy) 1, ClTlZIE!":?OFWT'MT
|__Delivery Dept. estern Union Sedalia, Migsouri
13a. FATHER'S NAME 13b. MOTHER™ S5, MAIDEN NAME 14, NAME OF MUSBAND'OR ¥IFE

lorine M, Donahue
SIGNATURE OR NAME ADDRESS

Mrs, Florine Donahug,5001 Foreat, EKC, No.

17. INFORMANT" 5

‘Il Enter only onecauss per

18. CAUSE OF DEATH . i ]
1. DISEASE. OR CONDITION . N /
1ine for (a), (b}, and (¢) DIRECTLY LEADING TO DEATH* (5)

*This does not mean | PNTECEDENT CAUSES

MEDICAL. CERTIFICATIO

ONSET AND DEATH

%‘ sz INTERVAL BETWEEN

Morbid conditiona, if any, giving DUE TO (b)
rise (o the abooe cause (a) stating
the underlying cause last.

the mode of dying, ruch
a3 heard failure, asthenta,
ee. It meons the dis-

care, injury, or complica- DUE TO (&)

R OTHER SIGNIFICANT CONDITIONS

fona contributing fo the death bul not

tion tohich caured death..
' Condit
related to the dizease or condition causing death.

DM%

/0

WRITE PLAINLY—USING UNFADING BLACK INE--MAKE A PERMANENT RECORD

190. DATE OF OPERA- | 19. MAJOR FINDINGS OF OPERATION 20 AUTO
ALV ‘\ ves [ wo K
21a. ACCIDENT (Bowcity) 210. PLACE OF INJURY (ag..toorabost | 2le. (CITY, TOWN, OR TOWNSHIP) “(COLNTY) {STATE)
SUICIDE, M home, tarm, fagtory, strest, offics bldg.. sve.)
HOMICIDE ATUYRA . ' _
21d. TIME  (Mouth) (Das) (Yesr) (Hown | 2is. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT{ ] NOT WHILE,
INJURY WORK AT WORK
2. 1 hereby certfy that 1 auendet?be deceased from a_,_z% _3_‘6_, mﬂ_ﬁm 1 lost saw the deceased
alice on and thai dealh occurred al from the causes and on the dale slaied above.
. SUISNATURE I. Owens (Degree oz titly) | Z3b. ADDR 2. DATE SIGNED
Cslaol & 2 . ° |03/ Rirllg 3/dy. &,.:d.«ﬂ,s—/a -SY
Ba BURTAL, CREWA- 246 DATE 24, NAME OF CEMETERY. OR CREMATORY | 24d. LOCA ON (Oity, town, or ounty; (Btate)
Burial 3.12-5 __Mt, Olivet |  Kansas City, Missouri
DATE REC'D BY LOCAL | REBPTRAR'S SIGNATURE _ Z. FUNERAL DIRECTOR B 51GNATURE ACDRESS
3-—/0«5"(/‘; 1 M Mellody~-MoGill lar, Kansas City, Mo.
L f = =i

(Licensed Einbslmer's Ststemeut on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recordec! on the reverse side of this certificate was emb.

byme, or by - e edreeienmeracsasesartacranes

working undéer my personal supervision..

Student ...oovoeireana e et itaeceseinseemarann

Signature of Student Enbalsoer croe”
Licensed Embal : 52,
1 o ' . P.O. Addredf/. .%4

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

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

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

- . =



