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ctor, coroner, stc. must use only stondard nomenclature in itam 18. No symptoms will ba listed.

All diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTI
/Y7

FICATE OF DEATH

Primary Registration Districy No.

:58-018301
STATE FILE NUM?22‘34

Regulrar 's No. Ne.

[foca,

v

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. |f institution: Residence befora
o. COUNTY . JB.CkSOII o § aonmed b UN son admission
b, C‘IJTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
tom  Kansa s City v @ 015" 1S Kansas City Yorl) NeOJ
<. Eg;_'l;l ;JAMEO OF (1§ NOT in hospital, give location) | Length of stay in 1b Y| M SB%%ET (I ourside, give location) Reside on Form
AL OR N ADDRE
isTiTuTion VA Hospital 71 yrs 3400 Campbell Yes [ No ]
i :!rAME OF DE)CEASED First Middle Last 4. DATE Month Doy Yacr
ype ar print OF
AUGUST KATZ oEATH May 1, 1958
5. SEX /] 6. COLOR OR RACE 7'ummsnmuevsn Marriep} 8. DATE OF BIRTH 9. AGE (ln yecrs JFUNDER ) YEAR| IF UNDER 24 HRS.
; i Wonths | Days | Hewr "
Male White wiooweo[] ' owvorcen{ ]| April 26,1876 AR e Y ' I e

10a. USUAL OCCUPATICN (Give kind of work done

10b. KING OF BUSINESS OR

11. BIRTHPLAGE (City and state or caunidy)

12, CITIZEN OF WHAT COUNTRY?

VA

SfohrrmR

I3

i t af working life, wven if retired) DUSTRY
ReEITEd "' Parmsr Farmi ng New York State | Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-— Joseph A. Katz — Annie ——--- - Nellie H. Katz
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. 50CIAL SECURITY NO.| 17. INFORMANT Address
(Yas, ar unknqwn)| {If ses, giveywonor dates of & ico) . .
o | “SHITER-NsT TSN | 4196 24 2409 cards
18. CAUSE OF DEATH (Enter only ofte cause per lmq for {a), {b}, ond (e}.) INTERYAL BETWEEN
PART |. DEATH Wa5s CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE {a} _Qa_r_e_bz-_l_;thmmmsis
Canditlons, if any, DUE TO (b) Cerebral arteriosclercsis
which gave rise to 3¢ ‘f\
bo (o},
o St 32
g lying cause last. DUE TO (c)
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal dissass condition givan in PART | (a) 19. gAS AgTOPSY
ERFORM
b
o YES[ ] NO
% | 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Eater nature of injury in PART | or PART Il of item 18.)
w
< O O |
O 20c. TIMEOF How Month, Doy, Year
8 INJURY  a.m.
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor shouthomes,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bldg., etc.)
AT WORK
2l.x attended the decoased from A_pl:i I gé s 1958 . to
Deoth occurred at 720 13 mon the date :luf‘-d above; ond ta the best of my knowladgs, from the causes stated.
22a. smru Fe“ﬁi.gm or title) [/} 22b. ADDRESS 22¢. DATE SIGNED
M.D. VA Hospital, K. C. Mo, _5—1"58
3 REMATION, 235. DATE 23c. NAME QF CEMETERY QR CREMATORY 23d. LOCATION (City, town, or county) {Stote)
RE Specify) ~ *
' nE 4 3 -S% @a—u&< M Lo~
| 24. FUNER CIRECTOR ADDRES 25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

- - . SF —Aleom W
‘ {Li d E "- Imee's Stat. on Reverss Side) .




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .....ccoenevinenn,

by Me, 0T DY it i e s e

working under my personel supervision.

Y AT+ =711 PP

7P.*0. Address

Y S . ’ . .o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALME?? 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.




