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WRITE PLAINLY—TUSING TUNFADING BLACK INE~—MAEKE A PERMANENT RECORD

BIRTH NO.

fILED APR 8 - 1957

THE DIVISION OF ReALIR UF MISUAR

I‘!G. DIST. MO, _»~ < 333

STANDARD CERTIFICATE OF DEATH e e o A0 €S

By S Py

PRIMARY REG. DIST, WO. ﬂ_— Registrar's No \5 P

1. PLACE OF DEATH
a. COUNTY Scott

2. USUAL RESIDEMNCE (Whers decsssed Uved, I! lostitation: resbdence belors
2 STATE M4 gsouri b. COUNTY  Stoddaxd *=t=tee

b. CITY (lf outelde corporata limits, write RURAL and give c. LENGTH OF
. townabip) | STAY (in this placelf
TOWN Sikeston Y 5 Davs

¢. CITY

TOWN Gray Ridge |0}% ';’gmm:-

I15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY
(Yo, 0o, or unknown) l (If you, mive war or dates of sarvics) NO.

d. FULL NAME OF (If not in bospital or institation, bie strest sddrom or location) STREET (I rural, glve Jocation)
HOSPITAL OR ADDRESS
nstituTion. Mo. Delta Community Hospital
3-5‘&%&?"‘ 8. (First) . _ . b. (Miadle) c. (Ll.“) 4 DSEE (Month) (Day) (Year)
(Type or Pring) Lelia Sylvia Mae Triplett DEATH 3 18 1957
5. SEX l 6. COLOR C:R RACE | 7. Mﬁ%ﬁg gﬁgs&gﬂkmn 8, DATE OF BIRTH 9. I.A't‘;E (Inn)-n l:u::.u L | o nm H s
. (Bnodl;\ Min,
Female White Widowed 2-};~1889 EB , |
10a. USUAL .?,C_Eﬂ:ﬂm (Qrabiad ol work: 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (ciy; 4t stata or Foraimm Bm",/ 12, CITIZEN OF WHAT
, Housewife Kentucky
“I:-la. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
William Tucker Fannie Mae_ Sapp | John Triplett ,
17. INFORMANT'S SIGNATURE OR MNAME ADDRESS

Thelma Moss, S:Lkeston, Mo.

18, CAUSE -OF DEATH
. Enter only onecauss per
line for {a}, (b), and {¢}

*This doer not mean
the mode of dying, ruch
as heart faflure, asthenia,
ete. It means the dis-

MEDICAL CERTIFICATION . " B INTERVAL BETWEEN

i. DISEASE OR CONDITION . X
DIRECTLY LEADING TO DEATH" (5 _ QuarsConton {:\.MA A
ANTECEDENT CAUSES . ,
Morbid conditions, if any, gising DUE TO (b) _Ii%ksgﬁ&zv
rise {0 the above couae (a) fating

the underlying caure laxt
DUE TO {(c¢)

ON‘f;EI' AND DEATH

ease, Infury, or complica-
tion which caured death,

a
[1. OTHER SIGNIFICANT CONDITIONS wm P
Conditions contsibuting to the death but not - &.oa-—}g,
related to the disese or condition couring death. M‘L 4
L |

19a. DATE OF OPERA-
TION

195, MAJOR FINDINGS OF OPERATION

20. auTorsyr {J

44 % | O w3

SUICIDE
HOMICIDE

-2|a. ACCIDENT {Bpediiy) 21b. PLACE OF INJURY (sg., in or about

boms, farm. fastory. strest.of8oe bldg..wt0)

2tc. {CITY, TOWN, OR TOWNSHIF} (COUNTY) (STATE)

21d. TIME (Menth)
INJURY

(Day} (Year) (Hour) 219, INJURY OCCURRED

WHILE AT NOT WHILE
m. WORK AT WORK

211. HOW DID INJURY OCCUR?

2. I hereby certify Vthal I attended the deceased from
alive on Tasein 18 195 7 and that death occurred atfat-4a Am., from the causes and on the date stated above.

,195G 1o MNosab 15 19§77 (hat I last saw the deceased

23, SIGNATURE (Degroe or titlpry| 23b. ADDRESS j 2%. DATE SIGNED
N G ™. B Sikeston, Mo, Yewats A1, (457
TIONBlRJ Emls\;.“c;ﬂ;; 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) {Btate)
burial 31-20~57 | Triplett cemetery Dexter, Mo, R,
DATE REC'D BY LOCAL 'S SYIENATURE 25, FUNERAL DIRECTOR'S 51 GMATURK RODRESS
3-26-87 M Wetkins & Sons Dexter, Mo.
(Cicensed Embalmer’s Statemnent on Reverse Sldl)_-——_




e sezeven__APR 1 1957
SCOTT CO. HEALTH DEFT,

col.rur‘to.!é?—éﬂ‘ | - | ‘

- "

STATEMENT BY LICENSED EMBALMER

&

o e e - . - N

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

, .Student' Embalmer No......o.oov..

working under my personal supervision..

Student ........ | Signed. WQJJ/\ l/) .,,/{:évm ...............

+ Signature of Student Embalmer
. Licensed Embalmer ND.LL 7/7

P. O. Address, ..... eré/\,,/ﬂg

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

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

T“ this body is' not embalmed, fact should be so stated above.

-~ [}




