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WRITE, PLAINLY—USE UNFADING 'BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
Bureau oF THE CENSUS

ElLER.0 _T‘?_‘}

THE STATE BCARD OF HEALTH OF MISSOQUR!

ANDARD CERTIFICATE OF DEATH
v «. , Primary Registration District No.._ZO..l...é.......

Qo
State File No ‘58') 8""'

d
Regisirar’'s No._.... C&ég‘mm.m

1. PLACE OF DEATH:,

G ole

,F PREINE Y

2, USUAL RESIDENCE OF DECEASED;

{a) Connty Stat Mo B C a |
@ Cityortown_.Jefferson City (a) Seate n ® County....USBEE. . |
(If cutside city or town limits, write "RURAL" and nams af townahip) (¢} City or town Ll T MO .R » D - "
{¢) Name of hospital or insi:i;utlon ﬁ. (If outside city or town limits, weite “RURAL”)
St.Mary®s:lospital , @ Strect No . ; )
{If oot in boapital or msl.muion, write strest number or location) (1 rural, give location)

{d) Length of stay: In hospital or institution

L oo {Specify whether {¢} Citizen of foreign country? (Y& or No)
Ia this community. O AAYS

yours, months or days) - L 1i yes, name country.
MEDMCAL CERTIFICATION
3, (a) PRINT
FULL NAME__Cora Anna Knoerr
TR T () Sorial Seeuit 20, DATE OF DEATH: Month ... 1) day 24
R veteran, . e cial Security
© N 19 45 hour. 9 minute P
name war. No.
21. I hereby certify that I attended the deceased from. @‘j" UV
5. Color or 6. {6} Single, widowed, married, m“.’ 1o i~ ¢’ 19%5

4. Sche.ma_.le/ racéNhl_t_e._ dlvorced.__Iﬂ_-.a_r_.nl.ed Jjthat I last saw Mﬂ: (7. T— @C/é-‘g_%__—' .................. 19.‘!{ rs

6. (¢} Age of husband or wife if
al:vc.__....._...ﬁ.é ....... yeary

6. (b) Name of husband orwife.. . ..

prank. Knoerro .

cause of death

________ LA B e S (i
/—-

o d

7. Birth date of deceased....._. S G(Pt e e et .d.ﬁ_ S ..l88$
lonth) {Day) (Year)
8. AGE: Yearg Months Days If less than onc day
5 s 2 g hr, min
9. minhplace Ga8cOnade. CO. MQ.. /8

{City, town, oz county) (Staie or forzlgn connicy)

10, Usual occupation._ Jlousewife

11. Industry or business

C—o—-—i p—'——-
A S
Due tosk _.-G-OE o e “4—44—-—/

OtZ.inio;s ''''''''''' € _zo-:& 7":/:;"@“

(loclude pregoancy within '7 e

PHYSICIAN

'of death)

8 [ 12 nameJORD_Coulter |

E{ 13. Bithptace_Gasconade Co. M. £
14,

{ 15,

staten rome CBETEE "1 t o naop e =

G.sconade Co Mo. s
(Stats or foreign country)

((.'jl.y.lewn, or couaty)

Mr.Frank Knoerr

Birthplace

MOTHER

16. (a) Informant
(%) Address Linn Mo R.D.
. @ purial () Date thereot. ... 10~ 27-45
{Burinl, cremation, or removal) {Month) (Day) {Year)}
{¢) Place: burial or crematiofEN= el , € o O o\ e,
18. {a)

Signature of fungsnl director..
® Addm._._.qf;mm_.

[0-2b-%S. __

{Dats roecived locnl repistrar)

i9. (a)

Major findings:
. Of operations

Underline
the cause to
(which death
should he
charged sta-

tistically.

: P bk
)

Of autopsy.......,....

22, If death was due to external causes, fill in the following:

{a) Accident, sdddtrawspcdfy)
[¢)] of occurrence
(CiLy or o {Couaty) m

{d) Didinjury occur in or about home, o farm, in indiistrial place, in public place?

{Specity tygo c:lI"I plece) e .
G eany of dnjury. . _....._.
(g

{M.D.crother)..........

2, a" Date signed? 222 S_—-#(.S

7/

{Licensed Embalmer’s Smlemwe'xno’ Side)”
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—

N




RECEIVED ™ ta
District Health Ofﬁcer No. 9,

- District Fila"Numba'r_ .......... —
' o Date Filed -

STATEMENT BY LICENSED EMBALMER

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

. Registered Appréntice No
working under my personal Supervision.

’ Slgned / o N L

P. 0. Address... A,
Note: Thc above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND“’RITINC (Fﬂllure to comply with
the above constitutes grounds for revacation of license. )

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




