FILED JAN 30 @54

THE DIVISION OF HEALTH OF MISSOURI

2??18

Ay STANDARD CERTIFICATE OF DEATH Sate Fite No.or
! BIRTH NO. REG. DIST. WNO. / :; a PRIMARY REG. DIST. Wn@!ﬁaulrarsﬂa ./»é-lu.m-.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dsceassd lived. 1If Institution: reaidencs before
. T . STATE yr . . COUNT dicimton).
8. COUNTY  Jackson . Missouri ® Y Jackson "
b. CITY (If outeide corpurate limits, writa RURAL and give ec. LENGTH OF ¢. CITY (U cutside corporsts Umits, write BURAL sad give townahip)
. township) | STAY (io this place) OR /)
TOWN Pra TOWN Tndependence, Mo ,ﬁgi
d. FULL NAME CIF (If oot in bowpital or lastitution, give strect addrem or loeation) d. STREET (II rural, give location) [ [ U
HOSPITAL O ADDRESS
msturion Jackson County Hospital R. 4
3. NAME OF —{(First b. (Midd! ¢ (Last)
DECEASED . (First) (iadie) ) 4 Dor-  (Momd)  (Day)  (Year)
(Twpe or Print) Sarah B Tripp DEATH 8- 12- 54
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years| ¥ thmeR 1 YEAR | IF ONDER = mms.
. WIDOWED, DIVORCED (spmq _ Leat birthday) Monthl Dazs | Houns l Min,
Femaje White 1890 ,
10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (State or farslgn eountey} 41 12_CITIZEN OF WHAT
domdﬁlnu Tol-n%.ul!!c , svan If retired) DUSTRY ) COUNTRY1?
£ County Home Unknown _ SA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknovn Unknown Unknown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yoa, 80, orynknown) | (If yea, sive war or dates &f service) NO.
[} o —— e None Jackson County Hospital Records

. Enter only oneatise per

18, CAUSE OF DEATH
I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5)

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

indep._ Mo,
e b,

line for (), (b), and (¢)

*This does mot mean ANTECEDENT CAUSES

(lmtbrrpets

Morbid conditions, if any, giring DUE TO (b)
rize to the nbove catide (a) elating B
the underiying cowse last. -

DUE TO (¢)

the mode of dyfing, such
at beart faflure, asthenia,
de. Jt meane {he dia-
ease, Infury, or complica-

%QZR\ w0 ocr ome

tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS = ~- 7%~ b2 «&7 .mim—= .7
Conditions contributing to the deaih but not
related Lo the disease or condition eausing death.
9. DATE OF op‘?ﬁ:ﬁi' 18b, MAJOR FINDINGS OF OPERATION - B P LT T et - 20, AUTOPSY?
21a. ACCIDENT (Spwcity) 21b. PLACE OF INJURY {e.g..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) . (STATE)
SUICIDE home, larm, lactory, streot, offics bidy.,eta.) e o I A to
HOMICIDE
214. TIME tMonth) (Day) {(Year) (Hour) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- OF WHILEAT NOT WHILE . . . v .
INJURY = | woRk: AT WORK . . ’ . - .
27 hereby y that I aucnded he deceased from ?,( S , 19 i , fo 5- | 2——-, 19)3‘&, that I last satw lhe deceased
alive on / { v and that death occurred at Mm from the causes and on the date stated above.

Ba. SIGNA; z

{Degrea or title

N a b G, Mgt

Zc. DATE SIGNED

Pl22v

23b. ADDRESS

WRITE' PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

24b. DATE

(s

24a. BURIKL. CREMA-
TION, REMOVAL (Sredfy)

Burial

Zﬂc _AMLQF CEMEI'E Y OR CREMATORY ,

Ity, town, oT coumty) ~ - .- (State] .+

;| 244, LQFATION

DATE REC'D BY LOCAL

//"WM

25. FUNERAL DIRECTOR'S S1GNATURE ADDRESS

8-14-1984

Davis=Blackmore F. H. Trenton, Mo,

(Lfrensed Embalmet's Staterment on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sig:!e of this certificate was embalmed by me, or by

— Student Embalaer No.

working under my personal supervision.

SLtUdEnt yeuerceccsiaarsnnssancanss veenanane . Signcd........&.M

.‘:tudmt Embalimer
: : Licensed Embal
P. O. Address_.ee's_Summit, Mo,

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

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




