THE DIVISION OF HEALTR UF MISSUURI] 39364‘

No. 300 { .
o2 FILED DEC 6 1955 STANDARD CERTIFICATE OF DEATH 4010 File Novors oo A
BIRTH NO. REG. DIST. NO. _,3_.2_"}-__ PRIMARY REG. DIST. NO. M Registrar’s No J—‘;’ .1
/C‘ l‘.l- PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. M instituticn: residence before
1| COUNTY Saline a. STATE Missouri b COUNTY Saline adamimion).
b. CATY {1 outnids corpurste limita, write RURAL -nd':‘i::.hip] gTALYEr(qffh}i{. UE::) c. C‘Igg 4. ?ﬁffﬁnﬁmﬁﬂhﬂ";ﬁ“
TOWN [larshall days| T Marshall WS
d. FHIUJE':P'IQ'I&AHEEO%F (If not in hospital or ipstitytion, give streot address or location} AsDrDRFEE'rﬁ (1t rural, give location) q ' v
INSTITUTION Fitzgibbon Hospital 778 South Qdell 0
3 NAME OF a. (First') b. (Middle) c. (Lasty l ry DS}-E (Montb)  (Day)  (Year)
(Typeor Print) . DO is Phegley veati Nov, 29, 1955
5. SEX II 6. COLOR OR RACE | 7. mn}%ﬂgg I\EI’IIZ‘\’ISEC?EARRIE {&_j 8. DATE OF BIRTH 9, AGEh'(tiI:i:.)‘“ 1»[; m::.u IDYE.UI # UNCER M RS,
last 1) an n;r- Houts | Min,
Female White [Never marr Feb. 26, 1925 } 30 |9 | ™
10a. USUAL OCCUPATION g of wor! 0b, KIN SINESS OR [N- | 11. BIRTHPLACE .
:omdurin;mnnlo!'wntkln‘lftlc:.'::lh:}?l:ﬂt:dt 10b. KIND OF BU D%STIRY 8 . (City aad State or F"‘i" &unuy] 12Cgllj1;il'lz'lzl§{?l: WHAT
Telephone operatorn Telephone Co, Fristoe, Missouri
13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME GF HUSBAND'OR WIFE
Jesse H. Phegley | Nellie Day Snndndemtetemdenbeboded === -
15. WAS DECEASED EVER IN J.5. ARMED FORCES? | 16. SOCIAL SECUR!TY 1. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, or unknown) ] (1{ yoa, give war or dates of servics)

No ' 500 20 0234 Miss Helen Wright Marsha 10,
18. CAUSE OF DEATH . MEE A - S INTERVAL BETWEEN
 Enteronlyonecauseper | 1. DISEASE OR CONDITION - Py , - 4‘ ONSET AND DEATH

line for (8), (b), and (¢) | D'RECTLY LEADING TO DEATH® (g, C

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giving DUE TO (
as heart failure, asthentn, r’i'u fo the chote cause (a) sating
ele. It means the dis. | the rnderlying cause last.

cave, infury, or complica- DUE TO (¢} R4

-
tion which caysed death. | 11. OTHER- SIGNIFICANT CONDITIONS W Mt?-ﬂ.
Condilions contributing to the death but nof . y / -
velated to the disease or condition causing death. m Z ) 5 7

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 4 ~— . 2. AUTEPSY?
TioN o L7
. - /Y YES D NO
2Zla. ACGIDENT Brmeity) 21b, PLACE OF INJURY {e.g. Inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)”
SUICIDE i N bhome, farm, factory, street. ofce bldg ., #%0.}
HOMICIDE —_— - :

21d. TIME {Montb) (Day) {(Year) {(Houn) 2le, INJURY OCCURRED | 214, HOW DID INJURY OCCUR? .
Lo OF - : WHILE AT[—] NOT WHILE . |

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

INJURY” ) = | WoRK AT WORK |
22 I hereby certify that I atlended the deceased from eFf 19581 M.‘?ﬂ that I last saw the deceased
alive on g 19_.££ and that death occurred al ZZ gm. , from the causes and on the date slated above.
a. SI1G Degraeror title)X ] 23b. A 23c. DATE SIGNED
Z, %

{ s a7 72 27 1br'5E
24a 1 CREMA 24b.” DATE 24s. NAME OF CEMETERY OR CREMATORY 24d. LOCATION” (dity, town, or county) (State}’
TIDN iEMfVAL (Bpedfy) | . N . |

Dec, 1,1995 Fristoe,Cemetery Fristoe, Migsouril
DATE REC'D BY LOCAL REGISTRA 2% FUNERAL DIRECTOR'S 51GNATURE ADDRESS T
New. 29 SS hall Ple.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

DY IMIE, Ol . .ieiiiiieiaiaearre e remaesaeri e eaan s eaabstiean et an st , Student Embalmer No............

97

..
Licensed Embalmer N ﬁ/é
P. O. AuresW

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 OQWN handwriting,

14 this body is not embalmed, fact should be so stated above.

working under my personal supervision..

Student...coveceecriiiinriraorotitenssnaaaaaeaaaaa-
Signsture of Student Embalmer




