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STANDARD CERTIFICATE OF DEATH

In this community.
. years, months or days)

. E B 1 13)4-5 State File No.

IE!I!TE fon lgstrict No_?.if _5:_ Primary Registration Distriet No.Jf..{.... -_7_ Registrar's No, /
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: ‘

Schuyler ?
(@) County Q'lyle encLt Ho @ saeMiggouri . © conyBchuyler. . /4.
{p) City or town Y ;] -

(If cutsida city or town limits, write "RURAL" and name of townshin) (¢} City or town Queenc it Y 0
{¢) Name of hoapital or institution: - (If outside cily or town Limits, write “RURAL") 0
None / {d) Street No

(If not in hoapital or institation, write street namber or location) l {if rural, give lovathon)

{d) Length of stay: In hospital or institution L
(Specify whether || (¢} Cltizen of foreign country?.

(Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

+

3. (ﬂi PRINT
LL naMme. Nannie Agnie Knittle ...
m(b) — N A8 i : (i)ts:‘a e 20. DATE OF DEATH?IOM day LD
3. veteran (4 a] urity
' ol S Pour i i . M.,
pame war. None No.._YE86 year ”Z ur 7 .....m.mutas A
1 21, 1 hereby certify that I attended the deceased from .. S e e 2
\ §. Color or 6. (a) Single, widowed, married, a7, . _g.
. 1
4. Sex _Fe male neWBite d"'Ofced-«'i-iduQu!»‘_«,L. that 1last saw h 24 ~ulive o 19945
6. (b) Name of husband or Wife._. ... 6. {¢) Age of husband or wile if || 30d that death occurred on th Duration
J.J. Knittle (de(:) alive oo __years || Immediate cause of death ”
7. PBirth date of ﬂemasedAu&_____._. 0.__..._.__._.1.862‘__.. ------- At L e s A
LR {Minth) Day) (Year /
¥ 174
-.8. "AGE: Yearn Months Daya If less than one day Due to
H J - Due to
o mrmpmee.. NEAT _Queencity (/Missouri. . 3
—— . .- . {City, town, or county) ™ {State or [orzign country) i_-
10. Usaal mumﬂum..Hnm__ﬂi fﬂ %iﬁ:ﬁmy within 3 months of death) Aj”
11. Industry or busi Same i N 0 PHYSICIAN
Major findings: ’U —
a 12, Name.. William 8Snook A _ Of operations...... Jlj‘ Underline
[ ] . ¥ the to
& | 13, Birthplace & Not Known = P e 5 wmﬁé?agh
- {City, town counly tats or forel Cotntry f shou e
§ [ 1 Mudenmne EVETiD Ferier o Ofntomy e
istically.
S{ 15. Birthplace NOt Xnown - ! 22. If death was due to external causes, fil! in the following:
= Cily, town, or couniy, {State or foreign gguntry) )
y :9 Z,Cﬁb‘/ ) (@) Accident, suicide, or homicide (apecify)
16. {a) Informan e e e L £ -
() Address AL e - @QEU__ 2/l AM AR T (b) Date of occurrence
. >
17. (a) B_u._r_ial,.._____ ______ (&) te thermf.JB.n Iﬁ..;.laés {c) Where did injury occur (City or town) {County) (State)
_(Burial, cremation, or removal) m“""‘“g (Doy) (Year) (¢} Did injury occur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or mmaﬁon_.que.en.cit.¥ ..... _ met Y-
pecify L f place)
18. (a) Signature of funeral dimcmfﬁ%?-’i--.gf--m-- = M R While at work?——____ ___f____«’ " Means of injury €3 .
@y address_QueenCity Moy, — || . F o
Py, M ! 23. Signat ¥ (M. D.orother} ...
. ) . .
1® Date reccivel local reistrar) @ Add et Date signed O, (5¥
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S . Cmot | T ) Cizirict Health Officer No. 10
District Tilo Number. az-.f{é:lz fé
‘Date Filed .. FEB 1] 1945
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STATEMENT BY LICENSED EMBALMER ~

s - - r s

1 hereby certify that the body whose name is recorded on thc reverse side of this cert1ﬁc:1te was embalmed by me, or by. /M Etehr. ... -

<, Registcrcd Apprentice No....

working under mty personal supervision.

T Licensed L‘mbalmerNo.z._g..gvz

- : S 17 7O Address. ,a_ﬂ_bmhf
Note. .The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 0“’N HAI\*DWRITH\C (le re to comply wi

the ahove constitutes grounds = for, revocauon of license.)

) [ this body is not emba[med, fact should be so stated above.




