THE DIVISION OF HEALTH OF MISSOURI _ 3'78 m
FILED DEC 7 1855 STANDARD CERTIFICATE OF DEATH State File Novm i
re g
' BIRTH NO. REG. DIST. NO. 8 ﬁ d PRIMARY REG. DIST. NO.s2 Eﬁ Repistrar's NoJ?j_
1. PLACE OF DEATH . 2 USUAL RESIDENCE (Where decossed lived. If innnuu-on retidence .befors
a. COUNTY 72 a. STATE . b, COUNTY sdinimioat.
PulasKi Missoung Phelps o
b. CITY If outside eorpurnte limita, writa RURAL t.nd kive o c. l:(ENifI:H 1.(:.)F c. ng ) . 4 Is Residence withln Hmits of -
TOWN Ff Le _uunu D) ( place) TOWN N e w buk q I_ eity ubh?mgrnywm
d. FULL NAME OF (If not in hmn{ul or inativution, give strect address or location) '-T‘t STREET (M russl, évo loestion) Ir
HOSPITA . ' ADDRESS - . : y ;
INSHTTION - 4.5 HR/“V Hog P A/ofj o 5 /
3 NAME OF =" & (First) b. (Middle) c. (Last) l 4. DATE (Month}  (Day) (Year)

{TvpcarPﬂ'nt}” L}N DA SUE L{)}lBER DEATH Dec 3 55

5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, L\- B, DATE:-OF BIRTH glliGElr&nd:‘).“ IF UNDER | YERR | of UNDER 4 mes,
1t ¥ Wl;{)lz ., Houn] Min,

‘ WiDOWED, DIVORCED (Spegifyl’ 2 q c ye i
10a. USUAL OECUPATION (Givekind of work | J0b. KIND OF BUSINESS OR IN. | 1. BIRTHPLA (City wad State cr Foraign Countrv) / 12, CITIZEN OF WHAT

done duting most of working life, -vunﬂ'nur-dl -
“ene None QREAT L AKES , ‘Mlinowi ~USH -

3a. FATHER'S NAME 13b. MOT‘HER 5 MAIDEN NAME 14. NAME OF - HUSBAND OR UIFE "’ .
ROBERE. H WL BER | ANWETA —TurueR] ANeHe
(‘5.'_ WAS DEC;(EASEP EYEER IN‘U S ARMdED F?RfﬁES'; 16. SOCIAL SECURHI'OY 7. INFORMANT'S S|IGNATURE OR NAME N ADDRESS

‘e, B0, or unknowa, ¥ga, kive war or dates of service, . . °

N — BoBERT M (WILBER
8. CAUSE OF DEATH MEDICAL CERTIFICAT|ON . INTERVAL BETWEEN ~

nter only onecanseper | [. DISEASE OR CGNDITION ONSET M0 DEATH

ine for (s}, (b), and (6) DIRECTLY LEADING TO DEATH® (4

» .

*This does not mean ANTECEDENT CAUSES

he mode of dying, such | Aorbic conditions, if any, giving DUE TO (b) %&g_‘%ﬁ@_/w : )
. -

heart fallure, asthenda, | rise to the above cause (a) stating
. It medns the dis- the underlying cause laal: - )
ate, injury, of complica- DUE 7O {c} - T Ee - -
ion which cauaed death, | 1. OTHER SIGNIFICANT CONDITIONS

N Conditions contributing to the decth buf not v g/ 7 0

reloted Lo the direase or condition causing death.

9a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION / 7 2. AUTOPSY?
TION " .
s _ rzs [ w
1a, ACCIDENT © : (Bpecity) - 21b. PLACEOF INJURY (e.g., loorabout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) 9%’ (STATE) '
SUICIDE f bome, farm, fagtory, street, office bldg..e10.) ?
HOMICIDE o 1of b Py abwbera; telps  Missoar

d. TIME (Month} (Day} (Year)' L (Hour) 2le. INJURY OCCURRED ?.If HOW DID INJ(IRY OCCUR?
oF WHILEAT[—] NOT WHILE

INURY _ pec 3 55 175 " worx AT WORK _F_,#f of +,urf'/ was Fupged o4 dcwc/mﬁ//y

. T hereby certifg that 1 atiended the c deceased Jrom M‘__‘“L/_, 199{ , 18 , that I lasl saw the de.ceased
2 ﬁ AL~

elive on . 19_5_}_, and that death occurred at 2" M., from the causes and,on the dale stated above.

5. SIGNATU NIRONY LT el6q 0 (Degroo or titte) I - 230. ADD %l DAJE SIGNED
el S\ ZLE Itz

a. BURIAL, CREMA- | £4b. BATE . '25c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oitry. town, or connty) (State)

DBl 0 558Ny fine o o/

TE RECD BY LOCAL | BEGISTRAR'S SGNATURE /58| 5_FuneraL Dmﬁ;'s FENA agD ss
3-8 : s\ lL-u Qalla.«-ﬂho
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STATEMENT BY LICENSED EMBALMER

I herreby certify that the body whose name is reco:.;ded on the reverse side of this certificate w

by me, OF By ..ttt era s Ceemeein , Student Embalmer No.|

working under my personal supervision..

Student . ..coiieesiimrrrrzameriaaaaaaz ias i iaaiiaaaas Signed....&

Licensed Embalmer No.

- P. O. Addresa/W.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND 4 T
. to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg. .
+ 1¢ this body is not embalmed, fact should be so stated above.



