Health, THE DIVISION OF HEALTH OF MISSOURI o\"ﬂw 58"'025648 v

& Welfare FlLED JUL 3 0 1958 STAN DARD CER."FICATE OF DEATH _," STATE FILE NUMBER
. Public
h Service Registration District Now oo L 7 ..Primory Renlﬂru!mn Dls1rlc1 Neo. / 22— Reg_isfrur's No..,3468,---
1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. If institution: Ruclldence)b;}/wc
. . COUNTY . STATE,,. . b. COUNTY admissio
> 300 ° Jackson * Mi ssouri Jackson
- 1-57 b. CITY (If cutside corporate limits, give TOWNSHIP only) Insida Limits CITY . Inside’ Limits
¢ TOWN Kensas Jity Yes X No [ (N7 SR, Kansas City Yes&] Ne[J
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET ({f outsids, give locatien) Reside on Farm
HOSPITAL OR ADDRESS : .
INSTITUTION Little Sisters 45 yrs 4934 Michipan Yes (] No K]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
WILLIAM A, Me DONNELL DEATH _ July 14, 1958
5. 5EX ® 4. COLOR OR RACE ?'MARRFEDD NEVER MARRIED[ ] 8. DATE OF BIRTH )g7¢, 9. AIGE (I.n':;ury; :x’?ﬁﬁ R ;:’EAR 'znl::DER 2;‘_:35-
. . sy a in.
Male Vhite wioowenkX > pivorcen[) April 14,3635 |ga g
100, USUAL OCCUPATION (Give kind af work done | T0b. KIND OF BLISINESS OR 11. BIRTHFLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
durlng most of warking lifa, aven if retired) , IMDUSTRY . . . '
Foreman (retired Hinde Dauch Box Cd Chicago, Illineois Ua5.4.
3 130. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. MAME QF HUSBAND OR WIFE
E . Thomas McDonnell M’% Lucy McDonnell
%. :Tn'l 15. WAS DECEASED EVER IN UJ. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
5o gt g ] e v st (/0o ETZ0M|Mrs Rose Simms 4934 Michigan  K.C., MO.
o 18, CAUSE OF DEATH {Enter only one cause par ling for {a}, (5l andh - INTERVAL BETWEEN
W PART 1. DEATH WaAS CAUSED BY: 4 ONSET AND DEATH
w EDIATE CAUSE (o) o . D g
g Dot lfiofsp _ / & .
u Conditions, i eny, . DUE TO (v) __ e 0 2Ll #7] ‘ TP
k= which gave rise to 7
; cbova couse d(u), } // 4 \
rating th .
2|, thaine e e § o 70 49 47"9% Ac&m o | w2rg
= s E PART . OTHER $IGNIFICANT CONDITIONS CONTRIBU/ING TO DEATH but not reloted to the terminal dissose conditlon given in PART | (n) 19 \\ﬁéggﬁgs‘r
2 MED,
] 501 no g
e X 2| 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
= Zfu
] o o o
& <N 20c TIMEOF Hoor Momth, Day, Yeor
£ mps IJURY  am.
§ : £ p.m.
& ,—_z;, 20d. INJURY OCCURRED We. PLACE OF INJURY (e.g., morubouthomo, 2. CITY, TOWH, OR LOCATION COUNTY STATE
;e W WHILE ATE] NQT WHILE ] fnrm, fucmry, street, office bldg., etc.)
g 5 WORK AT WORK / / 7
E > 21. | attended the decoused frof " r A 22 2? /_s ls %EE 2 2 sa ond last 3 sqw him alive on
H E D# occurred at m bn the Bate stated above; and to the best of my knuwledga, irz‘§ the couses stated.
g B y 22a. NATURE e or title) 2 DORE 22c. I?AT GNE
= v
I [
. g
-5 2 URIAL, CREMATION, DATE L / 23c. NAME OF CENETERY OR CREMATORY v 23d. LOCATION {City, 1owh, unty) ({Inl-)
REMOY {Specify} A + +
< fBuyia 7-17- 8 Calvary Cemetery Kansas City Misgsouri
g ;rFUNERMlRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 25. REGISTRAR'S SIGNATURE
5§ MELLODY NCGI LLEY EYLAR KA.Nﬁ&S SITY 7 6. .
[ oYW ) b ~l 3 / .S-r
HO—Last—btrreed — r

{Li d Embolmer’s 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

DY IME, OF DY 1iiiiiiiiiieiiriieiceeee st sesiintintesees s et s e r e s se s s ., Student Embalmer No. ................ _

working under my personal supervision.

| A
SEAAENE vrverrremeesoeeeoerseeesssesssessssesesesseeeies . Signed ﬁ«@ ,M .....................

Signature of Student Embalmer
Licensed Embalmer Noal‘a? ............

P. O. AddressEXcdlsior Spgs Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failare
to comply 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.

oW




