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NLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

HLED 1o <U

1351

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

State File No......!

26232

BIRTH NO, ? a7 S = S / REG. DIST. NO, _}‘]:2_ PRIMARY REG. DIST. m.& Registrar's Na.....'...@l'.l:.@.._.._........_..

1. PLACE OF DEATH _ o/76¢ 2 USUAL, RESIDENCE (Where dscsssed lived. If § idonoe before
a. COUNTY . STATE . . . (inimina!
Buchanan / * Missouri b- COUNTY Buchamin”'"’i
b. CITY (I outride corpurste limits, write RURAL and give c. LENGTH OF €. CITY (If cutalde corporate limits, write RURAL and give township) ﬁ/ rd o
township) STAY tln this place’
ToWNRur ail,, Washington Twspl 4 mo.5day  TOWN St. Joseoh ,rural ,Washingta
FHE.SL NA!‘\;I_E OF (U not in howpital of institutlon, give street address or lowtion} d'A%Tl?FfEEgS (If raral, givs loestion) 4«TW sp
WSTTUTON 277 A Thawn Add JRRAS 27 Ayr Tawn, RR _#D .
3. NAME OF 8. (First) b. (Lf-IiddIe) c. (Last) 4. DATE (Month)  {Dsy)  (Year)
(Type or Print) Walter Samel McKnight DEATH _ August 6 1951
5 SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE m yesrs| IF UNDER 1 YEAR | & UNDER 5 His,
. WIDOWEI?. DIVORCED (8pecify) . . I last birthday) Monthll Days | Hours | Min,
male white infant <~ March 31, 1951 4 I
10a. USUAL CCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
done during most of working ll:fa.cnnlzf nv:r::} ) DUSTRY Hate ox 'ord‘? i . @ lztglIJTlel§?F WHAT
infant ————— St. Joseph, Missouri "OSK
13a. FATHER'S NAME i3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Walter McKnight Fdna Johnson ' ————
I15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" b SIGNATURE OR NME ADDRESS
(Yes, no. or unknown} | {If yes, klve war or dates of service) NO. t Oseﬂh
—— e ——— e Mp, Walter McKnicht,27 Avr Lawn, ° ?

. Enter only onecause per

18. CAUSE OF DEATH
line for {a), {b), and {c)

*This does nol mean
the mode of dying, such
a# heart fallure, asthenia,
ete. It means the dis-
ease, infury, or complica-
tiom which caused death.

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

MEDICAL CERTIFICATION

Loecermosia

INTERVAL BETWEEN

ANP DEATH

Morbid conditions, if any, gleing DUE TO (b)%aﬂM g .‘ - i i‘ e’@b—}

. rie to the abote cause {a) staling_--
the underlping couse last.

.. DUE TC (2)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ot
related to the disease or condition causing death.

_‘/ ’“*:9

. s

20. AUTOPSY?

19a. DATE OF op;:lrg;‘- 19b. MAJOR FINDINGS OF OPERATION 7 % ot T - -
1w . . .. 5/./0 ves (] wo P9
2|a ACCIDENT (Bpecity} 21b. PLACEOF INJURY (s.4.. fn orabot zrc (CITY TOWN, OR TOWNSHIP) . . (COUNTY) (STATE)
SUICIDE homa, farm, factory, sureet, offios bidg., e10.) o .
HOMICIDE
214, TIME (Month) (Day) {(Year) (Hous | 2le. INSURY, OCCURRED | 21f. HOW DID INJURY OCCUR?
- - - WHILEAT . NOT-WHILE - e P e -
INJURY \ =m | woRK AT WORK P

- r'} "
2. [ hereby certify zhdzilf‘;ﬂﬁ

Z,

deceasedfmorn , 19.2’., lo , 19 , that I last sair the deceased
aliveon _____ 19___, and that death occurred al 32, 0nn m., from the causes and on the dale slaled abovc
23a SIGNATYURE_ et e (Degm ot mle)
:!urm\t CREMA. | 24b. DATE 24c. NAME OF CEMETER Loca'ndu (City, town, or county) f dsme)
MOVAL (Spedty) Lo . . M
nurial 8/8/1951 Mt Morn Cemptprv— e St ' Josenh: Mi S8

DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE

Queg 111957

25, FUNERAL DIRECTOR' 8 SIGIATURE

W

hBDEE ss

(Licensed Embalmer’s Statemeut on Rm Side)




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, 07 by e cevo e

Student Emdalmer No.

working under my personal supervision.

Student s.eneveanses
Student Embalmer

Licensed Embaimer No. 45737

P. 0. Address.3(2.5./0 Aﬂ‘%z

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING. (Failure omply with
the sbove constitutes grounds for revocation of license.)

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