MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63<-031427

STATE FILE NUMBER

L 042 ctration Disti 1002
DO NOT WRITE AMENDED Registration District No. ——=== ————Primary Registration District No, Registrar's No. ______ o2&

ON THIS STUB | = H ] ﬂ‘lll-.'Z_"n Thd
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased livad. |f institution: Residence before

a, CQUNTY BuCh&nﬂn ) a. STATE Hissouri b. COUNTY Buchana_n admlssion}
b. C(IJTRY (If cutside corporate [imils, give TOWNSHIP anly} Length of stay in 1b c. CITY Inside Limits

1GWHN St. Joseph Most 1ife Town St. Joseph Yes g No O

€. FULL NAME QF (If NQT in hospinl, give location) Inside Limita d. STREET (If cutside, give locatian) Reside on Farm
HOSPITAL OR ADDRESS

wstution St,Josephs Hospital YmB No[3 510 Augusta St. Yes O No X

J. NAME OF DECEASED First Middle Last 4. DATE Month Dsy Year

[Type or print} OF
LOUIS DALE PHILLIPS DEaTH  August 16 1963
5 SEX 6. COLOR OR RACE 7. Married §if  Never Married [ |8. DATE OF BIRTH 9. AGE (lear birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Male Wnite Widowed [ Divorced {1 9 /28 /19(1&- 58 Months | Days I Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dyring most of working life, even if retired)

_ Laborer Co L |Robinson Kangas USA

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

VS 300
Rev. 4/59

DATE AMENDED

Ben Phillips Flora Smith Mrs, F. Lucille Phillips

15. WAS DECEASED EVER IN U.S. ARMED FORCES? - [16. SOCIAL SECURITY NO. | i7. INFORMANT Addrass 510 A‘-lgusta St,
L]

Mrs, F.Lucille Phillips  St.Joseph. Mo,

18. CAMSE OF DEATH (Enter only one tause per ling Tar (uy oy, ama INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a] Q EnrR €A U £ QAR 6E

(YesN , or unknown)l [If yoys, give war or dates of sarvi

ONSET AND DEATH

DOCUMENT

Conditicns, if any, DUE TO (B} u \! Pehr T €SI a) W\AJC.

which gave rise 10
above caune (&),
wtating the under-
lying causa last. OUE TQ ()

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but not related 1o the terminal PART 11l. f deceased was female was
disease condition glven In PART 1 (&) thers a pregnancy in last 90 deys.

IDYN I O Ne |7Unknuwn

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART II of itern 18.)
PERFORMED? m} [m] m)
YESE] NO OO

20c. TIME OF Hou Month, Day, Year
INJURY a.m. \
p-m. B . ) ]
20d. INJURY QOCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, sireet, office bidg., etc.) .
NOT WHILE AT WORK [0

21. | attended the deceased from__A_\.L(a.'_l'J‘u—hL m_&_LLB_._l_(Af_LMnd last sa Ilva OH—AS‘L'—L&f—LM———-

_Daath occurred at m on the date stated above, and to the best of my knowledge, from the causes atated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

22a, SIGNATURE i 22b. ADDRESS 22c. DATE SIGNED

OL FARAYN fF-lo-a3

23s. BURIAL, CREMATION, . DATE 3. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar, county) {S1ate)

REMOVAL {Spacify} g /19 /6 Mt, uburn Cemetery St, J

UNERAL DIRE ' ADDRESS 25, DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
/ St.. Joseph, Mo ,|@2/, Vi3 | b, Pladtrondil

{Licansed Embalmer’s Sfafomem on Reversws Side)

USE BLACK INK

SHOULD READ

LA Fryer MDEDICAL CERTIFICATION

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NQ.,




" STATEMENT EY LICENSED EMBALMER

| he-reby certify that the body. whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i - Student Embalmer No.

working under my personal supervision.

Student=_,_

Signature of Student Embalmer
p)

;u Licensed Embalmer No. 6/4 25

P. Q. Addre

* Note: The .above 'MUST.BE SIGNED BY THE I.ICENSED EMBALMER in hIS OWN HANDWRITING (Failure 1o comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his: OWN handwrmng B
-if this body is not‘émbalmed, fact shou!ld be so stated sbove.

N

il e - . ) Nl aie] oy .

S




