No. 300
10.48

) THE DIVISION OF HEALTH OF MISSOURI
HEY FEB 21 1955 STANDARD CERTIFICATE OF DEATH

OO‘; State File No........
"BIRTH NO. REG. DIST, NO. Zl ; 8 PRIHM‘? REG. DIST. NO. 1357

E PLAINLY—USING 1INFADING BLACK INE—MAEKE A PERMANENT RECORD -

WRIT
\

Registrar’'s No, ... c8n 58800 8, .,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If Isatitction: residence before
. UNT . A : : i .
a. COUNTY a. STATE MJ.SSOUI‘]. b, COUNTY 2 /n/l?m
b. CITY (H outside corpurats limits, write RURAL und give ¢, LENGTH OF <. CITY - d 1 Residenes within Limite :
OR towwskipl| STAY (in wis place) 2 city or incorporated town?
TOWN Stl Louis // TOWN &6 L T s ves Ho
d. F‘HJSIS-PFFAHEE OF (1t not in hospital or institution, rive strect nddress or losation) ASDTDRREE{S ({1f rural, give location)
NstTiTion Homer G. Fhillips Hospital 912 Whittier
3 NAME OF o (i) b. (Middle) c. (Last) 4DATE  (Moath (Day) (Y
{ Type or Print) Claudie Phelps DEATH 2 9 c5
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER [ YEAR | IF unDtw 1 mms,
M 9 Q/ WIDQWED, DIVORCED (8pecity) last birthdayy Manun] Daye | Hours | Min,
L ou/ ¥ —_— ————l—l- - —_
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS QR IN- | T1. BIRTHPLACE : . X
2 oo AL OCCUPATION (Give kind of xork RN (City sad State cx Foraign Gountr) l 12, CITIZEN OF WHAT
o Nooe IS+ LowrSs , Alg © | (2S.4.
13a. FATHER™S NAME ’ 13b. MOTHER"S MAIDEN NAME 14. N.&E OF HUSBAND OR WIFE )
Cloude Phelps o
15. WAS DECEASED EVER'IN U.S, ARMED FORCES? 7. INFRMANT'S SIGNATURE OR NAME AODRESS
{Yea, no, or unknﬁ& {If yeo, wive war or dates of service) H -
, Mes, A. Phelps- 2/ & |-
18, CAUSE OF DEATH MEDICAL CEhTIFICATION lg’rgRVAl;ingN
Enter only cnecanseper {+1. DISEASE OR CONDITION . ‘ o . o NSET AND DEATH
Hne for (8), (b, end () | DIRECTLY LEADINGTO DEATH,; _ Adenocarcinoma 'of the Colon Undt,.
“This does nol mean ANTECEDENT CAUSES’ . '
the mode of dying, such | Morbic conditions, if any, giring DUE TO (b}
as heart fallure, asthenia, | rite to the above cause (a) stating
ete. It means the dis- the underlying cause last, )
cage, infury, or complica- DUE TO (c)
tion which caused death, { I1. OTﬂlIER SIGN!F[C'ANT CONDIT]ONS‘% Carcin oma Metastatic Peritoneum
B Conditions eontributing to the death bui stof
related Lo the diseare or condition cauting death.” - ' -
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION . ,
YES @ NO D
21a. ACCIDENT (Spectty) 21b. PLACEOF INJURY te.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, factory, strest. office bldg., eto.)
HOMICIDE N
214, Tél;_lE tMonth) (Dey} (Year) {(Hour) 21e, INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
. WHILE AT NOT WHILE
INJURY = | “work AT WORK l 5 g A
2. I hereby certify that I atiended the deceased from $L, 19_55, to _2=9 19 55 that I last saw the deceased
alive on ...2.:2___._ 19_55_ and that death occurred at 1:.25_.Pm., Jrom the causges and on the dale slated above.
2ia. SI1G TURE {Degros or title) 23b. ADDRESS 23c. DATE SIGNED
_‘a{_&%‘/ 4‘_,4 M.D. k) 2601 N. ®hittier " : | _2/10/55
24a. BURIAL. CREMA- 24b DATE 24... NAME OF CEMETERY OR CREMATORY 24d. L TION {City, town, or connty) (State)
. REMOVAL (5, ¥} 3 f L . M
— ¢S -3, A P ST Lour s - Q

DATE REC'D BY LOCAL W %’ 25, FUNERAL DIRECTOR'$ $1GMATU RODRESS
n 2 x Ll A_ d‘ K' . -~ o &‘h

=7 (f jcensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embd
BY M€, OF By it it ittt it r et teea e , Student Embalmer No,.........-

working under my perscnal supervision..

Student .. .o i it aa e r e
Signature of Student Embalmer

Licensed Embalmer No.%—’.
- CJ
P. O. Address_ém ..... :

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

1¥ this body is not embalmed, fact should be so stated above. ’



