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y related. ' Coroner cannot certify to o death due to notural couses:

»

TUSE‘ONLY_BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

discases in Part limust be casuall

FILED AUG 8 - 1956

THE DIVISION OF HEALTH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

- Primory Registration District NJ.QP‘Z.—...

48

Ragistration District No, ...

3052

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If institution: Residancs belors |
ce bal
= COUNTY  JACKSON = STATE  MISSOWRI ™ Y MILIER
b. CITY {If outside corparate limits, give TOWNSHIP only) | Inside Limits c. CITY L , Inside Limits
OR . OR 7
TOWN KANSAS CITY YesO NeO W TOWN ELDON Db ) Yestl NeD
c. Egls_}!.;r?l:l:t‘lEODF {If NOT inhospital, give location)]Length of stay in 1b \ 4 STREET {1f outside, give locotion) Reside on Farm
iNSTITUTlorgA Hospital, 4 days ADDRESS (eneral Delivery YesO MNaO |
3. NAME OF First Middle Last |4. DATE Month Day Year
DECEASED OF
(Twpe or print) THOMAS T. CATN o July 13 1956
5. SEX 6. COLOR OR RACE 7. | 8. DATE OF BIRTH 9. AGE (In years UNDER § YEAR {IF UNDER 24 HRS.
X b MARRIED [ Never marmieo [J | oot Nirthday) Tirommie T Dovr T o tEs
a9 White winowep [ DIVGRCED . 11-11-98 5'7
-[10a. USUAL OCCUPATION (Give kind of work dore | 106. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and staty or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired)
Grocary Store Glerk Grocery. Ashland Mo, 1S,

13

FATHER'S NAME

John W, Cain

T4, MOTHER'S MAIDEN NAME

Aljre Nanisls

(Fes

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?

PART 1. DEATH WAS

Conditions, if any,
»*. which gare rise to
cbove cause (6),
slating the under-
lying cause lasi.

. no. OF unknoml) (If yra. give war or datez of sersize)
h/ Ol At B

18, CAUSE OF DEATMH {Enler only one couse per line for (u) h), and (c).)
IMMEDIATE CAUSE" (2}’ _Eu]monar_y'_ede;na

Acute bronchopnewmonia

16. SOCIAL SECURITY NO.

Address

7. SNFORMANT

VA Hospital Records. Kangas Citv,.Mo |

CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO ()

DUE TO (¢)

. 14??

. Carr?.

7 -

z
1=} PART 1). OTHER SIGNIFICANT CONDITIORS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE connlf{on éwzn I PART ta)} 15, "\,ng; 3:;2:‘:;»?
- H
3| Adenocarcinoma involving lymph nodes of thorax and abdomen yliver and | vesG} vo O
1'-'—_‘ 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part For Part 11 of item 18.)
g O m | |
2| c. TIME OF  Hour  Month, Doy, Year| | N . - Ly [
] INJURY  a.m. -~ ° 7 \ ' .
E . p.m.
X | 204. INJURY OCCURRED 202. PLACE OF INJURY (¢. g., in or chout home, | 20f. CITY, TOWN. OR LOCATION COUNTY : STATE
! WHILE AT O NOT WHILE O farm, factory, street, office bidg., efc.)
WORW § AT WORK
* {2t farcended the decessed !rom__hmllj-plgie— . to M MWBEL
Death occurred at ,d::&,_llj_o_s_plmn_?m on the date atated above; and to the best of my knowledge, from the causes atated.
2a. BIGNATURE )f -’/fddmbe]g'&vm o7 title) ) 225. ADDRESS : 22c, DATE SIGNED
//{p B VA +.0 as Nitv, Mo Ny -
23qg. REMAHIOM, . DATE T 23:. NAME OF CEMETERY GR GREMATIRX 234. LOCATION (City, town, or county) (Stater
Specify) 4
M Lbpon', /17755044 ° .
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26 REGISTRAR'S SIGNATURE

/Y S Dby Pree—aklalf




”

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name recorded on the reverse side of this certificate was em

N -
by me, or by Mgf ........................ , Student Embalmer No..o2..e7

working under my pefsonal supervision..

Student... 59 W ..... M s,gmﬁdﬁfm ﬁQ i

gaature o Studeat F‘blllel‘

Licensed balmer No:).t.éZ 6

T . : P. O. Address‘.mfz

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
to‘ comply with the above constitutes grounds for revocation of license).
T4 7 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.

e s




