o300 FLED JUN § 1950 JHE DIVISION OF HEALTH OF MISSOURI . : 16140

0.4 STANDARD CERTIFICATE OF DEATH 4820 File Noror oo
b “BIRTH NO. . . REG. DigT. wo. O PRIMARY REG. DISY. KO. fibﬂ 2_ Registrar’s Nowmdl o romreenes
k 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institutlon: residenos belore
a. COUNTY c ass . a. STATE Mi SS-D u.ri b. ﬁgé adinission).

) b B. CITY (I ogtoide corpurale Umits, writs RURAL nod wive

¢. LENGTH OF ¢, CITY (If outside corporsta limits, write RURAL aad give lownnhip) 0 U
townehip)

T “days 104N Belton

town Harrisonville

d. FULL NAME OF (If not in heapital of fmstitation, give strest address or Iouuun) d. STREET (I{ raral, give Joeation) U
HOSPITAL OR . . ADDRESS
insTitution  Memorial Hospital none
KX BIEAC%E :ga':) a. (First) b. (Middle) e {Last) | 4 DM—E (Month)  (Dey) (Year)
(Typear Priney MAUDE : E. PHENIX. DEATH May 26, 1950

5, SEX \ 6. COLOR OR RACE | 7. \'{'!IAD%R\'!'E% IEI)!II‘\’ISECFEBRRIED. 8. DATE OF BIRTH 9, AGEﬁ-‘:}:i.")‘" Nl:r u:l:u lDrun UF UNDER & HES.
N {Bpecily) Laat ¥, on! ays | Hours | Min.

Female - White Marri ] Jan. 21, 18751 75 | |

10a. USUAL OCCUPATION (Ghekladof wark | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Stats or foreign covntry) / 12. CITIZEN OF WHAT

hnndunngm forhin;lul . aven if retired) COUNTRY?

ousew own home Dike, Texas
13a. FATHER'S NAME 13b, MOTHER S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Shoffit | Louisa Grégg Frank M, Phenix

15 WAS DECEASED EVER IN U.S.ARMdED FORCES? | 16. SOCIAL SECURINTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(3¢ .oruokoown) | {If yeu, give war or dates of service} .

“"No | — none rank M. Phenix Belton, Mo.

18, CAUSE OF DEATH MEDICAL cERTIFICATlON INTERVAL BETWEEN

v ONSET AND DEATH
Enter only onscmusoper | | DISEASE OR CONDITION
line for (), (b}, and (¢} DIRECTLY LEADING TO DEATH* () . { :( Attt - WW‘_},

*This does not mean ANTECEDENT CAUSES CL )
the mode of dying, such | Morbld conditions, if any, giving DUE TO (b} _M :&m

os heart fallure, asthenie, rise to the above cause (a) :ta!mg . W . .

- - the underlying cauae last. - .

de. ft megns the dis-

ease, injury, or complica- _ DUE TO {¢) I
tion which cavsed death. | 11. OTHER SIGNIFICANT CONDITIONS -l .- » r
Conditions contributing to the death but not —— g#!‘%
related to the diseqte or condifion causing death.
19a, DATE-OF OPERA- | -190., MAJOR FINDINGS OF OPERATION .. - LD . : 20. AUTOPSY?
. TION — [:I I]/
- : YEs NO
21a. ACCIDENT ' (Boecity) 21b. PLACEOF INJURY (e4..inorabont | 2lc. (CITY, TOWN, OR TOWNSHIF) ({COUNTY) - ’ (STATQ
SUICIDE botos, farm, tastory. atceat, ofice blds..eta.) - . . R T L
HOMICIDE - e — ) - - —
21d. TIME (Mcath) (Day) (Year) (Hour 21e. INJURY OCCURRED 21f. HOW DID [NJURY OCCUR?
’ WHILEAT[ ] NOTWHILE[—]_] ————
- INJURY woRk -] AT WORK-1=]
2. I hereby certify that I attended the deceased from (0 ~17 I.Bi? to _5;&& 19_5]1 that T last saw the deceased
alive on __‘/&L, 19 } and tha! death occurred al M ., Jrom the causes and on “ihe date stated above.

2. SIGNA ’ . (Degros or title) | 23b. ADDRESS 23¢. DATE S5IGNED

/7] 24b. DATE | 24c. NAME DF CEMETERY OR CRMATOEY .24d. LOCATION (€ity, town, or county)

'BUFTRE ™| 5/29/150 Mt. Moriah Cemetery  Jackson Co., .Mo, .-

DATE REC'D BY ;%%IT, REGISTRAR'S SIGNATURE -5" FUNERAI. DIIEOCTOIEB SlﬁﬂSASJNS BEQI.;DTEOEﬁ, MO
M% a (%mﬂ Ernbthnﬂ'o Sutumm on Reverse Side)

WRITE PLAINLY—USING ';IINFADING BLACK INK—MAKE A PERMANENT RECORD




MM%
4& -y

BECEIVED

JUN 3 1950 ‘l
CABS ¢Couty E

N
Mﬂ

b HEALTH pgp APi rHINT

’Fu-\,—-.
“ﬂ'\‘-\

$861 52 1np-

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
Student Embslmer No.

W L. =TON LN

Sign a0 b
Licensed Embalmer No 3 QQ’K—

S5tudent cusassnercrensnsaanncnnna ireasanens
Student Embaimer
P. Q. Addreasm.::__}m

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wil

working under my persona! supervision.

2

the above constitutes grounds for revocation of license,)
If this body is not embalmed, fact should be so stated above. .




