THE DIVISION OF HEALTH OF MISSOURI ‘ L

0. 300 FLE . '
o0 D'SEP 28 1955 STANDARD CERTIFICATE OF DEATH e i o, 2 IBOL
SIRTH ND. ae6. 01st. wo. /T raimary nee. 0181, w0, L0 B, Regisirar's N.,._QQQQ,..._.
i 1. PLACE OF DEATH - . 2. USUAL RESIDENCE (Whers deconsed lived. If Ingtitation: residence befors
a. COUNTY a. STATE b. COUNTY adinimion}.
Jackson Missouri Jackson i
b. CITY mils, w . LENGTH OF . CITY . " ’
Z4A (If outolde corpurate limiw, wita RURAL “dn.:::..u " g_r A e o [ oR 4. I.l g‘a;umn wimuumhn::;
TowN _Kansas City 18 Yrs TOWN Kansas City | ERTRET
d. FH(I]-SLP:{'PAT.EO%F {If not io hospiia!l or institution, d‘" streot sddress or location) 'j:.ASISTDRREEESTS (If rural. give Jocation) 3 ’ )_ Z
INSTITUTION 709 Mc Gee A 709 McGee [
SI:I;IEACIEES%IE a. {First) b. {Mliddle) c. (Last) 4 DA'FI_'E (Month)  (Day} (Year)
(Twpe or Print) Minnie Trimble DEATH Septe7 1955
5. SEX i| 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ¢ | 8 DATE CF BIRTH 9, AGE (In years| # UNOER | YEAR | & tatiR b was,
R WIDOWED, DleRCED (Bpaciiy} laat birthday) Mnm.hnl Days | Houm | Mis,
Female White Married Feba 17 1887 1___.68 ,
10a. USUAL OCCUPATION z - ob. KIN BUSINESS OR IN- | 11. BIRTHPLACE " - .
domdnﬂmnmolwuﬂuu(!(l':::nhl::ﬁ:l) o KIND OF Bu DUSTRY ) {Gity end Stote or Foreip c_l;“, lzcgllJTP:'!Z%P\"?FWHAT
___Hongewife St_kanigh, Missourd usa
13a. FATHER'S NAME E 13b. MOTHER S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
——1__Tlaughton Moirericard | Tee Trimble
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, oo, or anknown) | {If yeu, give war or dates of servics} N NO.
o No h96-09-01h8 Vest 605 P
Al ta. cAusE oF DEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN

| Eotet bnly coecauseper | 1. DISEASE OR CONDITION " O?TMS DEATH
Yiae for (8, (b), aad (@) | PTRECTLY LEADING TO DEATH" (5) ML/ @ W Wégmﬁa[_ ]
ANTECEDENT CAI.ISES ’ .
*This does nol mean 4‘2 et
the mode of dying, tuch DUE TO () /d’m’ﬁu flecxotf iz Zus"-dt-\—/

Morbid o:mdumu {if enyg, giving
os heart fallure, asthendn, | rise to the abose aute (6] dating

dec. It means the dis- the undeslying case loat. . ‘ i
case, injury, or 1 DUE TO {c)
tien tohich asmcd d!.atb t1. OTHER SIGNIFICANT CONDITIONS L/MD
- Conditions contribuling to the death but not . -
related to the disease or condition causing death.
19a. DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION . S . .
ves [] wo []
2%a, ACCIDENT (Boeeity) 21b. PLACE CF INJURY (as.. tncrabout | 216, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE batos, farm, fastory, surest, office bidy.. eve.}
HOMICIDE . ) _ :
21d. TIME " {(Month) (Dwy) (Year) (Hour) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
. . WHILEAT [ NOT WHILE
INJURY = | “work AT WORK
27 herél:q:; certy thag altended the deceased from 7"20 195‘7 to q .Y, , 195327 that [ last saw the deceased
alive on , 1957, and that dea!h occurred al _ll.;.,.lﬂ..ﬂ Jrom the causes, and on the date stated above,

/aG-NlATURE E. Rohg _ Nigro o nrtlf.le)-o 23b. ADEB‘SZL /7 %L '%mmsxsum 2

24a. BURIAL, CREMA- | 24b. DATE  © 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Qity, town, or county) (State)
TION, REMOVAL (Bpedty) '

urial Septe 9 19551 Green Lawn Ci
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE , 25, FUNERAL DIRECTOR'S SIGMATURE ADDRESS

F_ 5 5_-___5'35' P 1ielal {  |Mrs C.L.Forster Funeral Home K.C.Mo..

‘WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

(Licensed Embalmer’s Statenwent on Reverse Side)




STATEMENT BY LICEN;‘SED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
by me, or by ........... et eeetmeeeaceeomenenr neaedinsascrassasarsasnnnarrnTrraeonrs P » Student Embalmer No...........

. working under my personal supervision..

P. O. AddanZf{.g«//.

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwrttmg

T4 this body is not embalmed, fact should be so stated above.

L] .




