JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

SEP 15 1959

59-031296

STATE FILE NUMBER )

: DED ru LI{EGI!PI!IDH District No. . oo 60_-_______-.Primary Registration District No. ______6_2_2_5____Regisrrar'l Ne. .. ]_'_ii’ _9_ ________
Fid
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare
a. COUNTY - a. STATE > b. COUNTY adrpi
) <\ NON Mrssodl " Tesper Co GRTY .
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY 4 ¥ Inside Limins
TOWN - ) TOWN J Yes B No O
[+]
Washinglon Township |4vis trmo.s OPLIN ®
¢. FULL NAME OF (If NOT in hospital, give location} Inside Limits d-AS‘I‘Zr)%EFETSS (1f cutside, give location) Reside on Farm
HOSPITAL CR R
= ¥ N Y
'NST“UT'ONS’[&TQ f/asp'7‘ } 3 ”t’/(/(ln es[] No 2412 CONNOR es 3 No [
3. OTIAME QF DE]CEASED First Middle Last 4, DoAgE Mogth Day Year
(Type or pring M -
NPT Y S P/u”lps DEATH ¢ [757
5. SEX 6. COLOR OR RACE 7. Married ever Married (] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNhDER IDYEAR IF UNDER 24 HR
! i Menths ) Hours Min.
Ma/c Widowed Divereed [J l -28_ I 88(' ?9 ay u in

COCUMENT

BY AFFIDAVIT OF

10a. USUAL OCCUPATION (Give kind of work done

dursj

4:f working life, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

&) Tmoft’!l’

Illnvo.:

BIRTHPLACE (Cury and state or country)

12, CITIZEN OF WHAT COUNTRY

u.s.

13a. FATHER'S NAME

BENNETT. Ry PHIL-LIPS

13b. MOTHER'S MAIDEN NAME

MARTHA BREWER

14. NAME OF HUSBAND OR WIFE

CORA PHILLIPS

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16, SOCIAL SECURITY NO.

17. INFORMANT

Address

(Yes, no, or pnknown)| {If ves, give war or dates of service) ’d qj— .f =7
K UNK flecoyds- Stade Hospilal #3 Nevada Mo
18. CAUSE OF DEATH (Enter only one cause per iine for (a), (b}, and {c). INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: - ONS ND DEATH
IMMEDIATE CAUSE () [, €47 ¢€ b‘l’a' Vd 3 C'l-l)d.\’ ACGI A e Nr ays
Conditions, if any, oute 1o vy JeoK €va l A?’Tél’(d - 50'8 Ya513 SCV’Cfd’ Vears
which gave rise to T ¥
above cause (a),
stating the under-
tying cause last. DUE TO (c}
Zz PART LI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If deceased was female was
g dlsease condition given in PART & {a) 1 ﬂ’) there a pregnancy in fast 90 days.
2 eac r.m(ao 75X -
Q Chronie Brain Syndvome wilh Pfftbafm i 7-77. [Dve [O o | O Unkoown
= 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW ENJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
= PERFORMED? a O O
v] YES 0 NO
.5 20c. TIME QF Hou! Month, Day, Year |
a INJURY am.
g p.m.

20d. INJURY OCCURRED

WHILE AT WORX [J
NOT WHILE AT WORK J

20e. PLACE OF INJURY (e.g.,
farm, factory, street, office bldg., e}

in or about home,

20f. CITY, TOWN, CR LOCATION

COUNTY

STATE

v
21. | attended the deceased f'°"“&#k‘g‘m";'ﬂblm

Death occurred at

7.40

and last saw i, alive or\_&m; [ q’ ?

m an the date stated sbove, and 1o the best »f my knowledge, from the cavses stated.

22a.

23a. BURIAL, CREMATION,
REMOVAL (Specify)

1AL

8UR

NATURE

¢ A Wiy

(Degree or title)

/(8%

L M/

22c. DATE SIGNED)

9-(—9

23b.

TE

9=-9-59

23c. NAME OF CEMETERY OR CREMATORY

FAIRVIEW CEMETERY

23d, LOCATION (City, town, or county)

JOPLIN, MISSOUR]

{State)

24, FUMNERAL DIRECTCR

ADDRESS

STEVE PARKER MpoRTUARY, JOPLIN, Mo.

25, DATE RECD. BY LOCAL REG.
G Jo-1957

?:EZ;EZ;jF:E? CJSa’zag
b= J

{Licensed Embalmer’s Staramem on Reverse Sml)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

or by : Student Embalmer No.

warking under my personal supervision. l

Student Signed QZ‘% ngéeg

Signature of Student Embalmer

z=/F

Licensed Embalmer No.

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo com

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shalt sign in his OWN handwriting. 1
“If thjs body is not embalmed, fact should be so stated above. _— . |



