THE LAVISION OF HEALTH OF MISSOURI

elfere STANDARD CERTIFICATE OF DEATH ES Lo oy &@559

«ic f FILED APR 21 1958 1003 . 4081
rvice Registration District No. _____-________3_1 —Primary Registration Dl!itlc! No. A NI S Rogl:tmr': No P
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. I institution: Residence before
300 o. COUNTY a. STATE b. COUNTY odyﬁ-m)
A Mo.
-57 b. CBTY {If cutside corporate limits, give TOWNSHIP only) Inside Limits <. ClTY Inside Limits
R
Tow ST, LOUIS, MISSOURI Yes (] Mo [ rom St. Louis Yo Mo
ULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. S'Il'DRDE%T (If cutside, give location) Reside on Farm
OSPITAL Ol 55 %
l&éd Nenrurion BARNES HOSPITAL; N)=8 3950 Magnolia Ave.| YO N[
it ra s
3. NAME OF DECEASED Firs Middle /0’ Last 4. DATE Month Day Yeoar
(Type or print)
LEONARD L. TRIPP DEATH APRIL 11, 1958
5. SEX p 6. COLOR OR RACE} 7. MARRIED[ZINEVER MARmED[:] 8. DATE OF BIRTH 9. AGE (blin';:.;; ::‘r;lﬁm;::an l;;l::d.oen 2:‘:125.
r a -
Mele " |uhite wooweo[] { oivorceod)| Nov.2nd 1904 [ 5% l
10a. USWAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSIMESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
d’urinq mo st of werking life, sven if retired) INDUSTRY 0
Mail Clerk Cupples $o. Mo. . U.S.4A.
130. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
wj—Iehn Tripp Ruth Sullivan a BE. Tripp
) o ] 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY KO.| 17. INFORMANT Address
. = [l (Yes, no, or unknawn)| {If yes. giv. dat i ice) . s
) Bt [t yen- dhgmsrdges ol senic) 4 85_01-6124] Anna E. Tripp 3959 Masnolia Ave,
a 18. CAUSE OF DEATH (Enter only one cause per line for (), (b), and (c}.} INTERYAL BETWEEN
B = PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CAUSE (o) _ LYMPROSARCOMA - 1 _YEAR
o
x
o Conditions, if any, . DUE TO (b)
> which gavas rise to
[l above causs {a), }
z tating th d
gl s ) oerow R60:]
=5 =¥ = PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPsy
T s PERFORMED
A B YES® no [T
- % 51 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= = w
- O O O
B F
u j U] 20c. TIME OF .Hour Month, Day, Year
| 2 w@ 12 INJURY Q.m.
% oY E pom.
E g 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
R WHILE ATD NOT WHILE D farm, factory, streat, office bldg., etc.}
s 3 WORK AT WORK :
£ 21. 1 attended the deceasod fiom MARCH do’ lgﬁ , o m ’ E E and last saw ﬁ:’ alive on 4 j HIE L E 5
Death occurred ot 9: R0 P.M, : m on the date stated obove; ond to the best of my knowledge, from the causes stated.
22a. SIGNATU {Degree or title) [O 22b, ADDRESS : 22c. PATE SIGNED
) oid Zh T ¥. D. BARNES HOSPITAL 4
23e. BURIAL, CREMATION, | 23b. DATE Y1 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote)
REuov.u_ésIc.r,; . .
4-34-58 Mt. Hope Cemetery . [|8%t. Touis County Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | I EGLSFRAR'S SIGQNATUR .
KRIEGSHAUSER 4228 S Kingshighway  APR 15’58 ' )M"

(Li ¢ Embolmer's 5 on Reverea Side) / ’-m/%
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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

DY ME, OF DY ooieiiii it tirn e te s e cra s s s e e rera s st a sttt a e ., Student Embalmer No, ......c..cvvneunens

SHUAENE iriririniiiciieei e eirne e aen e ranaens Sign

. , , Signature of Student Embalmcr
Gl oeda wiBVA oLt L0 ST Sed GUs B ‘j‘ /é/
o3 Llcensed Embalmer No &-Z

working under my personal supervision.

N '_ P. 0. AdAress......ccooereerericrencsenrenens

Note: The above MUST BE SIGNED BY THE 'LICENSED EMBALMER in his ONN HANDWRITING. {Failure
to comply with the above constitutes grounds for revocation of hcense}

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

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

.




