THE DIVISION OF HEALTH OF MISSOURI

58-043162

Health, _
. Wbcllfuu rf 59 / Jg STA"DARD CERTIFICA'! Of DEATH S.TATE FILE NUMBER
Public
Servics I HLED JAN 6 19@,,.,,;0,! District Ne. Primary Registration District No,. i Registrar’s NO-.-~£.9...?.-_:=__--
P I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence bafbre
, . COUNTY a. STATE b. COUNTY admi s 310
30 ‘ Atchison Misgouri Ateh
1-57 b. cgv (I outsida corporate limits, give TOWNSHIP only) | Inside Limits c. chY AP Insidd Limits
R
o0 Falffax Yerfd Nl TOW Phelpa City, ¢ | Y& w0
c. FgL'L.I NA::‘[%ROF {If NOT in hespital, give location) | Length of stay in 1b d. SERDEEE';S (If outside, give location) Reside on Farm
HOSPITA Al
sTTUTo@g i rfax Com. Hogpl. 12 hra ‘ none YorLJ Nofel
3. MAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print} Q°fF
Marie-«~3  Shandy DEATH 12 30 1958
& COLGRORRACE| 7-sgco[Jueve wrmecJ[P® 0NV OF IRTH | 9 AGE st Treadf uibes sonms
ale White woowen{]  oivorceo(]| 12-29-1958 ] I
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stats or country) 12. CLTIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY
nona one *Fajirfax Migssouri s
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
) Marte Joyce Shandy nonea
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17, INFORMANT Address

efc. MUl use dniy sTandard HomenLiaidre 1N ifem 10, ™o symploms will Da 1istad.

\y>  Alldiseases in Part | must be causally related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

",

o

no

{Yws, no, or unkngwn){ (If yes, give war or dates ol service)

none

nona

PART I

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c).}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Marie Shandy Phelpg
_Eﬁc_mfuufl‘r ~ 6h Moz Gestabran . |

o

INTERYAL BETWEEN
01$5ET AND DEATH

" dfvok .

‘Decth occurred ot

J & _NWoo hr

Condltions, If any, DUE TO (b)
which gave rise 10
obove cawss {a},
stating the under- }
% iying couse last. DUE TO (C)
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminel dissasa condltion given in PART | {a) 19. WAS AUTOPSY
3 - PERFORMED? >
T 77, é)( YES{] NO[]
E 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
wh
8 o o O
G{ c. TIMEOF .Howr Menth, Day, Year
o INJURY  am.
E3 p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (o.g., inor cbouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, street, office bldg., etc.)
WORK AT WORK
“20. | attended the deceased from Dte 2-'? ; (25K o Dee 30, 195§ ondlostzow lh'i'mi alive on 2

m on the date stated cbave; ond to the best of my knowledge, from the causes stoted.

220, SIGNATURE
. - N /€’

AU"m. D

J

22b, ADD??M / AML ’ %-

22¢. DATE SIGNED

J2-30 35

7
23a. BURIAL, CREMATION,
REMOY AL {$pacily)

Burial

23b. DATE

12-31=1958

23c. NAME OF CEMETERY OR CREMATORY

R

Millsap ¢
¥PURVIVEEW Mortuary)”R8ckport. Md

234, LOCATION (City, tewn, or county)

{State)

o

e

E RECD. BY LOCAL RE0.

kX Port. Mo /i
26, RECISTRAR'S souﬁw i’ :

Oecsdi/gfd

{Li

d Erubal
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STATEMENT BY LICENSED EMBALMER

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

BY &, OF BY oot it e e — it a et a et .» Student Embalmer No.
working under my personal supervision. /
Student oo e Slgned _____ «-Zti'; ...... é{/z ézj-
Signature of Student Embalmer /
' Licensed Embalmer Nod& L obrvervnnnn. ‘

P. 0. Addresfyq k- Po
Note:  The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG (Failure

to comply with the above constitutes grounds for revocation of license).
[f gmbalmed by a STUDENT, he also shall sign in his OWN handwntmg -
If this body is not embalmed, fact should be so stated above.« - ;Z

............................



