lealth,
Welfare STANDARD CERTIFICAT! OF DEATH STATE F|LWUMBER
ubli
i:ni:o F” D JAN 2 1 19§gg|srrunon District No. . /yﬁprlmury Re?is?raiion Dlﬂrlt}ﬁ:/aafl— e e rmarnes ch_llhﬂh‘_ No. . 115
1. PLACE OF DEATH 2. USUAL RESIDEMCE {Where deceosed livad. |f institution: Residence befdre
300 e COWIY  Jackson o STATE  Migsouri b CONTY Jacksoff™*™s
-57 b. CITY (H outside corporate limirs, give TOWNSHIP only) | Inside Limits C‘IDTRY Inside Limirs
y R .
toww  Kansas City Yes [5f No (] L\wwN Kansas City Yo X No (]
e, FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. 5TR {If awtside, give location} Reside on Farm
HOSPITAL OR AD R
menution. St. Joseph Hosp. 40 yrs. DRess 750 W. 47th 8¢ Yes T3 No (B
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
[Type or print) OF
Maybelle L. Hathaway DEATH January 7, 1959
5. SEX ) 6. COLOR OR RACE| 7. MAKRIED[X] NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In yaors IFUNDER | YEAR| IF UNDER 24 HRS.
Female Whj_-t,e wooweo[ ] DWORCED[] A.ug. 22, 1888 Int‘?ﬁhdur! Months | Days Houts J Min.

All diseases in Port | must be causally related.

THE DIVISION OF HEALTH OF MISS0UR|

99-00132'7 _

100. USUAL OCCUPATION (Give kind of work done
during most of worklng liks, aven if retired)

Housewife

10h, KIND OF BUSINESS OR
INDUSTRY
Home

11 BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

St. Louis, Missouri US4

13a. FATHER'S NAM

I 14. NAME OF HUSBAND OR WIFE

{William S. Hathaway

13b. MOTHER’S MAIDEN NAME
.

; 15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY HO.{ 17. INFORMANT Address K.C .
= Yau, or unkngwn N vice) . *
g oo e}t ven shve v does ot saeie) | 493-20-5782 | Williem S, Hathaway, 750 W. 47th St. Mo
a 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and {c).} INTERVAL BETWEEN
w PART 1. DEATH WAS CAUSED BY: ET AND DEATH
w IMMEDIATE CAUSE (o) _ SUbacute Lymphatic Leukemia Days
&
Y Conditions, if any, DUE TO (b)
e which gove rlse 0o
- above couss (a), }
z stating the under-
8 g fying cowse lont. DUE TO {(c)
= = PAR'F t, ?{Esf 6 EFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 10 the terminal diseass condition given in PART ) {a) 19. WAS AUTOPSY
[ & X si T / PERFORMED?
£l:| Cardiovascular Disease- Abdominal Aneurysm VB Yes[X NO[)
% 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART { or PART 1) of item 18.)
= w
= | O ]
1
<BS| 20c. TIMEOF  Hour Month, Day, Year
o s INJURY  a.m.
: kY p-m-
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor sbouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE I:] farm, octory, street, office bldg., etc.)
9 WORK AT WORK
21. | ottended the deceased from 9 7 1955 , to 1'7-1959 and last sawh alive on 1‘7-1959
(‘a Death oceurred at 6155 F.M, m on the date stated above; and to the bolr of my knowledge, from the covses stoted.
- 220. SIGNATURE (Dagree o title) “ | 22b. ADDRESS 22c. DATE SIGNED
3 T Z T 2> ,M.D.| 1222 McGee St.,K. C.,Mo. [1-8-59
:é 3. BURIKL CREMATION, | 23b. DKTE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {S10te)
EMOY AL{Specify) . . .
Bariar™" 1-10-59 Calvary Cemetery Kansas City, Missouri
-
— | 24. FUNERAL DIRECTOR Am;ééssw 14 d 25. DATE RECD. 8Y LOCAL REG. | 25. REGISTRAR'S SIGNATURE
. 11700 ’
K Mellody-McGilley-Eylar, K. . - -8 g A / g

{Licenssd Embalmer’s Statemant on Reverss Side)




STATEMENT BY LICENSED EMBALMER |

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed;

By M, OF DY oottt it i e te s st sttt st s et ciabasaa e s vt nnraserannnas ., Student Embalmer No................vuen |

working under my personal supervision.

Student ..o e igned ... .0 . LT
Signature of Student Embalmer

Licensed Embalmer No...&...7.. =

o P. O. Address.. /f-g 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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




