No. 2 .
4-13-40 DEPARTMENT OF RCE MISSOUR! STATE BOARD OF HEALTH '; v !? 7 6
51,7~ BUREAU OF THE ¥
1 NOV 2 0 $RANDARD CERTIFICATE OF DEATH st Fle Mo
a
; Registration District NOMSB?)__ Primary Registration District Noag.:;!__rl Registrar's Na.....!!?...?).___ ..............
1, PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:
} a (a} County. Macon " Mﬂ
8 (8 City or town Hacon (a) State O (3) County.. MACON ...
= {if outside city or town limits, write “RURAL’ and name of township)
= (¢} Name of hospital or institution: (©) City or town Hacon
(If outside city or town Limits, write “RURAL™)
- {Ir not in hoapital or institution, write street number or location) =
(d) Length of stay: In hospital or institution (d) Street No...._. 12_2_,Cr_e,scent Be,nd -
. (Specify whether {If rural, give location)
- Ie this community.
= yeara, months or doys) {¢) 1If foreign bom, how long in U. S. A.? years.
[
= 3. (a) PRINT . MEDICAL CERTIFICATION
> "ruLLNAME. . Levi Phillips
« P 20, DATE OF DEATH: Month. 0GtODOYX  _day 20,
E 3. (¥ I veteran, 3 ;;) Sectal Securlty year. 1940 hout. l minute 30 F.
RBAIMES WAT, [+) -
-l 21, I hereby certify that I attended the deceased from
EI 5. Cotor or ’ 6. (o) Single, widowed, married, [| "\ A s 19940, 10 S N DD, 1010
VR | o — race.. While. .| divorcedl0BXiEd that I last eaw A alive on__&ﬁ—l" . e s 1900
E 6. (b) Name of husband or wife..ee oo . 6. () Age of husband or wife if |{ 2nd that death occurred on the date and hour stated above A Duration
- " . * . 1
5 Minnie Phillips . Ali¥e e yERTE q-_nediate cause of death
% || 7 Bivth date of deccased Qetobher .5,.1870 2 SRV W VT
= i {Moath) (Dax) (Year) A - T - B A% X D, .
L) 8. AGE: Years Months Days If less than one day Due to : _ -
& 70 o | 15 . . o S
. - Due to. -
: 9. Birthplace......3aline. Compe . __I1linois ’ LA
_ {City, town, or county) (Stats or forelgn mnnm) l Fl * {
| Oth ditions.
| B 10, Usual oc lon Labarer (Inclade pregoancy withia § mooiha of death) o
| 25 || 11. Industry or business. . - - ! . PHYSICIAN
| ; Z( 12 Name Levi Phillips ‘ . Siajor fidings: - _ . —
' : E . ’ : Underline
E : 13. Birthplace : .?ﬁmeﬁ_ﬁ.ﬁ.ﬁ__) ) - S‘h?g‘é::ﬁ -
L] (13 State or fareign country)
< H a . Maidea name_ BETER Hobbs Of antopey : -fshouid be
g Birthol Tennessee : tstically.
E = (City, town, or county) {State or foreign country) 22, If death was due to external causes, fill in the following:
E 16. (a) Info t__..l';ir_s_o Him... Eh j | | j S (a) Accident, sulcide, or homicide (spectfy}
: B ) Address_.. Macon, Mo, " (5) Date of occurrence.
17. @ _removal . __ (b Date thgrmf__.lg% f4Q || () Whire did injury occur? ( s s
(Barial, cremation. or remaval) . {Mouth})' (Dny) {Year) (d) Did injury occur in or ahout hotme, on fa.rm in indn.str{a.l place, in public place? .
(¢) Ptace: borlal or cremation Johnston Cl‘ty, ¥li, [ ﬂ [ﬂ )
18. () Signatare of funersl director.ATRart Skinner .. wiid acork?, 73 = 0 P iekna o tnjury.
&) Address__ __l!acon,_lﬁ—-\ 2. Sic LD ;
. Sigpature... . . D.orotherde. L.
19. (o) —%l—&‘lo———— (&) M' { I
r :) (Date dosived Beal ragintrar) (Regiatrar's i y Address ot ! Date dmed_].ﬁ:,fal. 40
{Licensed Embalmer’s Statement on Beverse Side) v




RECEIVED -~
Distirict Health'Officer No. 10 '~.. . %

-

‘ — ‘
" T ....".. v 'STATEMENT BY LICENSED EMBALMER : . |

. I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. ..

S , Registered Apprentice No..... e

-working under my personal supervision.

L .' P. O. Address..

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Failure to comply Wit
N the above constitutes grounds for revocation of I.lcense.)

. If thls body is not embalmed, fact should he g0 stated above.




