wo. 300 THE DIVISION OF HEALTH OF MISSOUR! 3112
1040 fILED JOL 231954  STANDARD CERTIFICATE OF DEATH State File No 56}
BIRTH NO. REG. DISY. MNO. / 2 'Zleunv REG. DIST. uo.._/_i&_. Ragistrar's No, 08
1. PLACE OF DEAT!J | 2- USUAL RESIDENCE (Whers decsased lived.
D|l a.county aCkSOIl |l & sTaTeEMlssoury - b, COUNTY JACKSON  siabmion:
b. CITY (f outedde wrwnlt? limits, write RURAL and give ¢, LENGTH OF c. ClTY 4. Is Residence within Hmits of
romy Kansas City tawoabip) %Té" “:‘T‘;,";‘.“" LN Kansaa Clt,y e
d. FULL NAME OF (If oot in harpital or institgtics, give strest addrees or location) «- STREET (11 rurl, give oeation) . f%
Netrorion. General #2 - { \'°PFES 1021 E. Lith za1%
3 g&h&i s?s% 8. (Flrst) ' b. (Middle) 3 c_.(Lm) : | 4. Dgp.: (Mg“h) g,é,) “;72
{ Type ot Print) Carl . Phill ips DEATH
5. SEX X 6. COLOR OR RACE | 7. #&F;I‘Eg B'EVVOEFRiC!SRRIED.’ 8. DATE OF BIRTH 9.1:\.?E (Iun;n ‘gx 'n':: o NDEN le kIR
. ! (Bpecity’ Hours | Min,
Colofed Married 4| July 7, 1899 Ly l !
Ca. USUAL OCCUPATION F wor Ob. - . Bl . -
1 Mdmgg‘ dm{g‘ (Gowwitad of work | 10 KIND OF BusmEssD%gT N W BIRTHPLACE (0. i Seate or Foreign Countey) ‘%8&'%%’4?’“””
Laborer Allen Drive-In Little Rock, Arkansas USAA
13a. FATHER'S MAME ' 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
Mose Philllips Unknown ] Begsie Phillips
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT® 5 SIGNATURE OR NAME ADDRESS
(Y-.ﬁ.mmkmn) {If yes, xive war or dates of serviow) L b_ .
9¥-10-8110 Beggle Phillins 10?1 E. l1l4th
18. CAUSE OF DEATH . L. MEDICAL CERTIFICAT]ON s . INTERVAL BETWEEN
Enter only opscatiseper 1. DISEASE OR CONDITION ORSET AND DEATH

Jine for (a), (b}, end (c) | DIRECTLY LEADING TO DEATH'(a) __Qamingmi_qf_thg_gmntmgua

*This does ot mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
68 heartfeflure, asthenia, | tide to the cbove cause (a) stating

. a .
WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

ete. .1t means the dis- |- B¢ underiying cause laxt.
ease, infury, or complica- DUE TO (c) )
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS .
| conditions contribusing to the death but ziot : S 5(}
related Lo the disease or condition causzing desth.
15a, DATE OF QOPERA- | 19b, MAJOR FINDINGS OF OPERATION P . ﬂ) AUTOPSY?
TION . e ﬁ
. ves [J o
21a. ACCTDENT (Bpeclty) 21b. PLACE OF INJURY (es.. lnorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE v home, farm, fastory, strest, office bldg..ma.) . v . - i )
HOMICIDE . . -
21d. TIME (Month) (Day) (Year) (Hour) 2ie. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
i WHILEAT 1 NOT WHILE
INJURY - = 1 WORK AT WORK
22. I hereby ceptif; attended the deceased from 6-20-54 . 8 Jlob=26=5) 19 , that I lasi saw the deceased
alive on 9_-.__, and that death occurred at =212+ 5 < A m., from the causes and on the dale staled above.
23, SIGNATUR \ . (Dugme or title) &| 23b. ADDRESS ) i 23c. DATE SIGNED
-I| BoFrank BYIig~_ | A D 600 E. 22nde - -t | 6=28-54
24n. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty. town.o.rwunﬁ!) . (Biats)
TICN, REMOVAL (Bpecily} o ’ : -
Burial 6/29/54 Highland Cemetery Kansas City, Missouri
DATE RECD BY LOCAL | R 'S SIGNATURE wutlﬂf DIRECTOR 1GNATURE ADDRE
622 4 44@,4&‘2 /fw#éé

(Licensed Emb ‘s 5 on R Side)




=5

STATEMENT BY LICENSED EMBALMER

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

DY e, OF DY .ttt iiiiitae ittt cicetssasrattamanataanseranarnrteennenren teeenins , Student Embalmer No............

. working under my personal supervision..

Student......oocuiiiiirriraaiiiareraiiita e riaraann Signed... ‘ém/ %ﬂ//ﬂ%—a{/

Signature of Student Enbalwer

Licensed Embalmer Noﬁ/é’d
P. Or "Address /oﬂ df%?é

Note: The above MUST BE SIGNED BY THE LIGENSED EMBALMER in’ hls OWN HANDWRITING. {Fa
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




