SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH LY Phte ﬂ

[IMEN ARE -
T OF PUBLIC HEALTH AND WELF ATETILE MUMBER

Registration District No., --_-_-----l.—y_z_-?t'imary Registration District No. },d_..ﬂ.;.‘_-‘llaqis!ror's lNo. -_-583._ .

AMENDED
FIGEE-H8EC 11 1961 2. USUAL RESIDENCE (Where deceased lived. 1T insfitufion: Rewidence bGefore
. COUNTY 3 . s b. COUNTY admissi
’ Jackson > "¥Missouri > Jackson ™!
= o~ b. Cg;r {If outside corporare limits, give TOWNSHIP only) Length of stay in 1b . COII!Y Inside Limits
< 0 own Kansas City 38 years TOWN Kansas City Yesg@ No O
: S [ ;%QPTTAATEOEF {1f NOT in hospital, give location) Inside Lirnits d. .:{‘J'RDE!EEES {If cutside, give locarion} Reside on Farm
= 3 instution St. Joseph Hospital Yes [ No O 717 E. 54th Street |[yeanO neX
a
3. NAME OF DECEASED First Middte Last 4. oéma Fonth Day Year
{Type or print) F
JOHN J. CAIN DEATH 11 19 1961
5. SEX 6. COLOR OR RACE 7. Morried [X Naver Married [J [8. DATE OF BIRTH | 9- AGE (lasr birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Male Caucasian| WdoweD owerced 0 0 /313/71. 90 Mot | et | Howns [ Mn
T0a. USUAL OCCUPATION (Give kind of work done [ 1 5 TRY .LU}%EWM (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ingaqoat of working life, even if retired) %ﬁ(ﬁ‘i EF&EI‘E ﬂfflg I"l
Ko Fency surance Co, ontgomery City,Mo.
132. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14, NAME OF WIFE
Thomas CAIN Mary Sheridan May 0 .‘f“d’ii’n
15, WAS DECEASED EVER IN U.5. ARMED FORCES? e kT2 mron.m‘y nsas™ i
(Yes, ﬂ, or unknawn) I(if yes, give war or dates of service Ma ay 0 Xn , f E ?i Eg %gggurl
[ 18. CAUSE OF DEATH (Enter only one cause per lina for (s}, (b). and {c}. INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: . QINSET ANDAEATH
& E 2 IMMEDIATE CAUSE (s} W f[&
2 lls] . -f ,ﬂhJ ;429
o]
5 QQ Conditions, if any, DUE TO {b) MI Aﬂ_ - -“dM d 7 1 :
ul—_, ) which gave rise fo 7 7 ¥
5 —~ thove cause (a),
= stating the under- .
Iying couse last. DUE TO (c)
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related fo the terminal PART 1. If deceased was  fomale  was
jsease condition given in PART | {a there & pregrancy in last 50 days.,

WW%W ’DYes ] O No | 0 Unknown

4. FUNERAL DIRECTOR

:?_ fDDRE U R 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
D.W.NEWCOMER'S SONS HSSRE N Mo. 1/ r 2 Lol M
{Li d Embal

’

z
o
=
<
4
il & | 75 WAS AUTGPSY | 20a. ACCIDENT  SUICIDE  IOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART 11 of item 18.}
o = ERFORMED? ] (m} a :
48 v YESO NO
-
QF % )720c. TIME OF  Hour  Month, Day, Year
I 2 INJURY am.
Al £ o
20d. INJURY OCCURRED Z0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
Al = WHILE AT WORK [J farm, factory, street, office bidg., etc.)
al @ NOT WHILE AT WORK [
O &
é L-'_d-.. 2 :E 21. | attended the deceased from_ﬂ%&q_’zm a_m—,}-&_cnd last saw i nlm en_Mﬁ/__;
e :;i Death occyurred ot 10 3 P m on the date stated above, and 10 the best of my knowledge, from the ceutes stated.
-
3 QE o, NATURE Beares g, el 725 ADDRESS / 72c DATE SIGNED
5 Sl c % sz:. Mﬂ J#OF (Wl afz,fg‘,_‘f/i /19;
z | S5 tumiar, cnsmrftgn 23b. DATE Z3c. NAME OF CEMETERY o;( ghp‘hy(rpy?/ 22d. LOCATION (City, lown county} {State}
a REMOVAL {Speci "
z |tRemova Nov.23,196] | Fairview Cemetery Galidr Gali 1on Ohio
<
>
[}

8

ITEM NO.

3 on Roverse Side)




.oy
oo . P Foe I S‘I'ATE‘MENT‘ BY LICENSED EMBALMER
. : . Lo . i . BN \. J,‘.—.,-'. - -

.

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

. 7 . . : ) Student Embatmer No._.______

working under my personal supervision.

,
Student Signedw

Signature of Student Embalmer
Licensed Embalmer No. 43# 9
. . . cer e . P
ey 1"-.-1- M Y- P.O. Address 3/6

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hns OWN HANDWRITING.
with the above constitutes grounds for revocation of license). A .

1¥ embalmed by a STUDENT, he also shall sign in his OWN handwrmng '
‘If this body is not embatmed, fact should be so stated above.

(Failure to comply






