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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

s

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

FILEE-NOY 19 1%2,1. o

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

anary Remalratiun “Digtrict Now...... /002____

Stale File No.

‘Registrar's No.....

Rex:strauon Digtdet No.. .2 Y Y =
1. PLACE OF DEATH:

{a) County.... Jackson .

{5) City or town........ Kansas City

([fou wn limits, writs "RIJRAL" ond namas of tuwnship)
{¢) Name of hospital up?;éﬁpﬁnt?l

K.C.General Hospital Nelld /)

(If pot in buapita] ar iniftution, write streat number or Ioenl.lon)

{d} Length of stay: In hospitalﬁ/#}(iﬁﬁﬁ,.. b BHYS

40 YeAars (Specify whathar

In this community
yoars, months or deys)

2. USUAL RESIDENCE OI‘ DECEASED:

Missouri Jackson

(a} State (3) County.

Kansas. City
(I qutaide city or tawn limila, write "HURAL™)

(¢} City or town.....,

{d} Strect No

{1 rural, give location)

No

(Yes ar No)

(¢) Citizen of foreign countty?

1f yes, name country.

3. (a) PRINT T
¥ull NAME..- Mr, .TnhnLHenry Cﬁtn

MEDICAL CERTIFICATION

Dnu reccived local regiatrar) (Ruuu—-r s signatare)

20. DATE OF DEATH: Month NOV,.. _day... 1Oth
3. (&) Mveteran, None 3@ Souall\l‘-;ecnu;ty year. lO}-? hour. 6 minute 35 A W g
ame war ° 2%, | hereby cemfy that T attended the deceased from
5. Color or 6. (a) Single, widowed, married, 11-- —'1}2 19.. to, 1l 10-1}2 1o, H
s sex. MBle ] é.\ce?{hite /divorcedMﬂ.l'r‘ied....... that [ last saw h im alive on 11_10"!4"-)- 9. ;
6. (b) Name of husband or wife 6. (¢} Age of husband or wife if || 2nd that death occurred on (he-date and hour stated above. Durati
" - " uralion
Mrs Annq Cullom Cato - .a]i.ve.zg....'...............years Immediate cause of death -
7 et e of decensed UL 1ees || .CEREBRAL HEMORRHAGE; BURNS OF BACK DUE
(Btouth) ) &od || TO FALLING. AGAINST REGISTER IN HOME |AND
8 AGE: Years Montha Days " If less than one day Due to SENTI‘E PSYCHOSIS \
80 4 |. 4 R i 4
: & fir. = Due to ([ 7\ 0'/
5. Binbplacs... Lissle Roeck ' _Arksnsas../ d
(Cisy. town, or county} (State or fureign country) - 1Y
N . Oth onditions
10. Usual occupation Ret ired 10 Years e (rfn:l:.:am:uu:nnmy within 3 months of death)
11. Industey or business........ LXPre8s Messenger — PHYSIGIAN
. - ajor findings:
8 { 12. Neme..JOhn Henry Cato Of operntions......... oot
=Y . ) / thega:;el:;
2\ 13. Birthplace . ; gi TS-'rmlia : which death
Ly, towp. of L tule or foreign country} [ Of aytopsy........ sh db
g 14. Maiden name SEPaE TARN Wills : O sutopey None f}:{irgaeﬂ;mf
E 15. Birthplace Liﬁgi‘e‘“f{gilfnm ngﬂfgf,m,mu{“) 22. If death was due to external causes, fill in the following:
16. (a) Informant ATS. ADna Cullom Cato {a) Accident. suicide, or homicide (specify)
® Address__ SB35 E2st 67th St. Terrace.. {6 Date of occurrence.
17. (&) . Purial . (b Date thereof. NO¥.4 12, .194.2... {e) Where did injury occur? {City or town) (County) {State)
{Burial. cremation, or mmv-l) {Moath) (Duy) (Year) (d) Did injury occur in or about homc. on farm, in industrial place, in public place?
{¢) Place: burial #[ﬁ#{n 1‘1& L (P2 rk Cemetery / )
_18. (e) Signature of funeral director... ot /M—Mﬂ)éﬂﬂ While at war' - (cmﬁm Y % ;;)o( Lujury ....................
) Address_ 1401 Brush 7%@: lvd.. s, Sienat (M. D. or other).
grature I
Rl /'/ /"2’“‘(/2- & ‘ed Dir. I( Cs Gen HOSDlt‘*l Date signed...

Addres

(Liconsed Embaliner's Statement on Reverse Slde)
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. 'STATEMENT BY LICENSED EMBALMER
g ." I hereby certify that the body whose name is recorded on the reverse side of this certificate was emmbalmed by me, or by’,
— ., Registered Appren.tice. No SO S
working under m§ p;ar_soua_[ supervision. o . ) ] . ' h

EYE : P. Q. Address.___| Q) V\M

Note: The nlm\?&lUST BE SIGNED R¥ "THE LICENSED L\IBAL.\IFR in his OWN HA\’DW TIVG (hulure to comply wnh
the above constitutes grounds for revacation of license.) -

. If this body is not embalmed,’ fact should be so stated above, e . e e s ) ) i .



