. No. 300
10.48
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WRITE PLAINLY—USING UNFADING BLACK INK-~MAXKE A PERMANENT RECORD

FILED APR 29 1948

THE DIVISION OF HEALTH OF MISSOUR!

15. SOCIAL SECURITY
[Yeu, lﬁg unknown) | (If yes, xive war or dates of service) NG,

s = ep
STANDARD CERTIFICATE OF DEATH State File No. 13353
. — -—
BIRTH NO. RES. DIST. m.é&_ PRIMARY REG. DIST. NO.x3 4\5 3 Registras's N.:_‘-'_-ss.:é_.__.....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deowassd lived. If kngtitatlon: residence before
a. COUNTY o a. STATE . b. COUNTY . dzimioal.
Fhelpan Misaouri Phelps o/
b. CITY (1f cuteide corpurate limits, write RURAL and give c. LENGTH OF ¢. CETY ([ outside corporats limits, wrise RU! and give townahip) - &
OR \ p}| STAY tln whis place) : o b
TOWN Rolls Z 3 moe. TOWN Jerome ~Anol- {
d. FULL NAME OF ork ion, Kive ad locetd . STR ! -
ML NAME Of (If oot in boagltal ./m streat or ) d A%rnrz%rs (I rursl, give location) Y
INSTITUTION polarland Nuraing H A LDIne
3. NAME OF B (First) b. (Middle) . (Last) 4@75 (Manth)  (Dey) (V.
DECEASED OF 7. oar)
(Typeor Priniy  BEEPHEN Ve ALLEN | ™ April 9, 194
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH . +| 9. AGE (In years| ¥ tom | YOAR | T Gicen B a3,
o WIDOWED, DIVORCED (8pecify) S Last birthiny) * umu.’ Days | Hours | Min
Mglg YWhite Viidowed A Ay g4 ' I
102, USUAL OCCUPATION (Give kind ofwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats oi forsin oountry} : - 12_ CITIZEN OF WHAT
done during most of working lile, sven if retired) DUSTRY | - K COUNTRY?
Store keeper Pholpa Co., Mos UaS oo
13a. FATHER'S NAME ) 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
| Stephen V, Allen Katherine Fore
I5. WAS DECEASED EVER [N U.S, ARMED FORCES? 1I7. INFORMANT' S 5i1GNATURE OR NAME ADDRESS

Sam Allen

Sts Louis, Mo.

. Enter only onscause per

18, CAUSE OF DEATH
I, DISEASE OR CONDITION

line for (), (b}, and (0) DIRECTLY LEADING TO DEATH® ()

*This doex not wmean | DNTECEDENT CAUSES

MEDICAL CERTIFICATION

—

INTERVAL BETWEEN
ONSET AND DEATH

Meorbld conditions, if any, gieing DUE TO (b)
rise to the above cause (o) sating
the underlying cause lost.

the mode of dying, such
o# heart foflure, asthenia,
ete. It means the dis-

case, infury, or complica- DUE TQ (¢)

2 R

/74/;/—“"—’

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the deaih but not
related to the disease or condition causing death.

tion which eaured death.

19a. DATE OF OP_II:ZI%’N 13, MAJOR FINDINGS OF OPERATION l ‘ ] 2, AUTOPSY?
ves L] wo
21a, ACCIDENT (Bpwcily) 21b. PLACEOF INJURY (eg..ln orabogt | 21¢, (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE boma, farm, fastory, streot, offics bide..,#a.)
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- : : " | WHILEAT[™] NOT WHILE
INJURY WORK AT WORK
2. I hereby cerlify that I atltmded the deceased from gséf IBﬁ that T last saw the deceased
alive on , and that death occurred at , Jrom the ‘causes aud on the date siated above.

23b. ADDRESS

Z3a. SIGNATURE E z %wﬂ(

) VPrltn Sio

| Wiz

24a. BUR]AL CREMA- | 24b. DATE 24¢c. NAME OF CEMETERY OR CREMATORY 244. LOCATION (Ofty, town, of eonnty)/ {State)

TI%, REMOVAL (Bpeeits) 7 . ] . ) ’
uriLa: 4=12-49 Pllot_Knnh_Qam Ph . T E—

DATE REC'D EY LOCAL 25. FUNERAL DIRECTOR'S S$1GMATURE ADDRE 82

REG.

7

%STRAR s smunumza/ g 3% Q

‘ Ad-Qp -9

(L_runud Embaﬁner- Statement on Reverse Side)




RECEIVED
Phe'ps County Health Officer;

County fi'e “ﬁﬂber

Date F‘%’\\‘ o> 4/3 9/ 49—

D
N

STATEMENT l.SY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e —

Student Embalimer MNo.
working under my personal supervision.

Signed.... @ LA 14_,2 E:..-?.Zx.é(«ég
$1gnad iviecenrantatsesscscscsasanassrrarsascene LlC::aed Eémbalmcr No 4 4. ?g'
P. 0. Address—.... dga:-ééa, 97;0"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply witl
the above constitutes grounds for revocation of hcense.)

If this body is not embalmed, fact should be 50 ‘stated. above.




