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WRITE PLAINLY—USING UUNFADING BLACK INK—MAKE A PERMANENT RECORD

ALED DEC 13 1955

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

State File Noo e

REG. DIST. NO. jLL PRIMARY REG. DIST. KO.MR:WEHQVJ Na_&?g,? ......

1. PLACE OF DEATH

2. COUNTY g4 . LPuis

" 2 STATE Mygsouri

2. USUAL RESIDENCE (Where decoased lived.

1 iostitution: resilence befors

b, COUNTY St Louisadmi-inns.

b. CATY {If outcide corpurste limits, writa RURAL .ndm'i'n..hip} g_lﬁ.gNGIhi; DS.F;‘ c. ng . ‘{/‘74 C ab !;le;man Irlunn Mw‘:-a"
Town  Kirkwood Towy  Ballwin /. SN S -
d. F#élgP{"IBAT.EOORF (If not in hospital or izstitution, give streat nddress or locatlon} ASJDRFEEE';S (U raral, glve locatlon) 4
INSTITUTION S+, Joseph's Hospital 208 E. Skyline Dr,
3E)NE%%ES%FD a. (First) b. (Middle) c. (Last) 4, Dg;s {Month) (Dey) (Year)
{ Tyrpe or Print) 10‘[}”4 FEﬂﬁV /{4147'75 DEATH // 37 g
5. SEX {_;‘ 6. Cg.OR OR RACE | 7. M.?)I'\‘OF%EB NEVggCHgBRRIED 8, DATE OF BIRTH 9. AGE!::;:I:.;“ Ll; m::u 1 YEAR ;’ UNDER 34 HRS,
. (Bpaclf, it 7. oure | Ain.
Male White ed” =47 | Aug 16th 1915 T8 (Mg ||

10a. USUAL OCCUPATION {(Give kind of mark
g;inrhu moat of working Ufs, sven if retired)
Sinan

10b. KIND OF BUSINESS OR IN-

All State Co. oY

11. BIRTHPLACE
Webster Groves, Mo.

(City and Steta or Forsign Conuntryl

F 12, CITIZEN OF WHAT
B

18. CAUSE OF DEATH

138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
John F, Knottis. Goldie M. Greenfield Eligabeth Knotts.
A DSCEASED RTINS AUED TORCEY | T8 SOCAL SECURTY |7 INFORMANT S STGRATURE OR NAWE —— ADDRESS
Yes Wi 2 1,91-12-8113 | Elizabeth Knotts Above
MEDICAL CERTIFICATION INTERVAL BETWEEN

. Enter only onecause per
lite for (a}, (b}, and (c)

* This does not mean
the mode of dying, such
as keart foilure, asthenia,
de. It means the dis-
ease, injury, or complica-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4

ANTECEDENT CAUSES

_C&MA?_MMM ?

ONSET AKD DEATH

Morbid conditions, if eny, giving DUE TO (b}
rige o the abore caure () sating
the underlying cause lenl.

DUE TO (¢)

tion which caused death,

Il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing (o the death but not
related to the disease or condition cousing dealh.

19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION . .
L2000 ves [ no
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g5..Inorabeat | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, street, office bldg., ew.)
HOMICIDE .
21d. TIME iMenh)  (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- F oo . WHILE AT[] NOT WHILE
INJURY - WORK AT WORK
19_‘5_.’.-., lo , 18 , that I last saw the deceased

22, I hereby certif; that I atiended the deceased from __J!Jﬂ.l.-_ i
alive on __&7_ 19.5), and that death occurred al l_ﬂ.__?

, from the cauges and on the date

staled above.

(Degree or title}?

MO

2%. SIGNATU

ﬁ‘uﬂ’ [ /f'«. Id-pu

235, ADDRESS 31 Wt Buatisidl Qlod

23c. DATE SIGNED

7/-A7-§

24s. BURIAL. CREMA- | 24b. DATE

24c. NAME OF CEMETERY OR CREMATORY

National Qemetery

m?fus- My

24d. LOCATION (City, town, or county)
Jefferson Bks. Mo.

(State)

TIGN, REMOVAL (Bpeetty)
11-30-5%

DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE

25, FUNERAL DIRECTOR'S S16NATURE

ADDRESS

(-2

JAY B, SMITH,

Maplewood, Mo

{Licensed Embalmer's Statement on Reverse Side)



-~ STATEMEI*IIT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
BY M, OF DY .ot iiierecciiiiiiiisitaricaianesnnaariasrasrrnnarr e oaaanaran beseaans , Student Embalmer No...........

working under my personal supervision..

Student.......cciiiiiniiiii i e rnieaeananaae Signed...

Signaturs of Student Embalwer T i
Licensed Embalmer No 7( ‘s
P. O. Addreas —{f-1.» b/ 777
\Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F:
to comply with the above constitutes grounds for revocation of license).

i embalmed by a STUDENT, he also shall sign in his OWN lmndwriting.
7¥ this Body is not embalmed, fact should be so stated above.

---------



