TH; DIVISION OF HEALTH OF MISSOURI ____58:""_0318_21 ......... 7

lfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER

e S E P 2 9 lgi;'gimo:ion_ District No. _ 42 Primary Registration District No.._...._,NJ:QQ.Q.........__.... Registrar’s No.___ J: Q_O_u% ______
I 1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Where decevsed lived. if institution: Re:é:gn:_c ore
B s . [l 3]
4. COUNTY Buchanan o STATE Missouri Y Buchanan '
b. CITY (If outside corporate limits, give TOWNSHIP anly) Inside Limits c. CITY / 7 Inside Limits
OR v No ] OR et Y
10w St. Joseph os 1 X) No | Towm St. Joseph ¢ {3 Ne [
<. ElgLél N.‘AM%3 OF (i NOT in hospitol, give location) | Langth of stay in 1b d. iLRDEIEES {If outside, giva location) Reside on Farm
SPITAL OR
INSTITUTION N, 22nd St. Imost of lifle 1402 N, 22nd St, | YeeOJ %l
3. PfrAME OF DE)CEASED First Middle Last 4. DATE Month Dey Yoor
{Type or print OF
ANNA . b. JAMES peatH Sept. 19, 1958
S ) [ & COORORRACEL T saimeol wevem wasmeo ] & OATE OF BTN 9. AGE 0 yours b uNDER TYEAR] 1e unoER 24 v,
- B ast bir .
emale white . wiooweofg] 2 owvorcen[Oct. 29, 1871 [
106. USUAL OCCUPATION (Give kind of Work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY ['4
usewile own home Weston, Mo. USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14- NAME OF HUSBAND OR WIFE
. | Paul Knudsen Catherine Glunz IL__Tom L, James
@ | 15+ WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address |
= [l (Yes, no, or unknqwn)f (If yus, give wor or dates of service) .
2 no I ———— none Mrs.F, L.Osmmzmm,sx.m%hrm_
a 18. CAUSE QF DEATHAEM« only one couse por line for (a}, (b}, and {c}.) INTERVAL BETWEEN
w PART 1. DEATH WAS CAUSED BY: ’&, M / . ONSET ANGYDEATH
w IMMEDIATE CAUSE (o) g et /, zdz‘f)/-,
o
z ﬂm&‘g LT 4 dﬂ/;__
g_" Conditlons, if ony, DUE TO (b)
> which gave rive to /
[l abave couvse (o), } f A ?
= i h dar-
¢z Iying couves. lewr. ) DUE TO {c) sror-tatf— Mé"m"-—» Y20/
=N PART 1. OTHER SIGNIFICANT CONDITIGNS CONTRIBUTING TO DEARA but not related 1o the terminal dissose condition glven in PART 1 (s} | 19. WAS AUTOPSY
T =< . PERFORMED?
-1 vyes[J NoR] 20
- § 2| 200, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter noture of injury in PART ) or PART II of item 18.)
= — w
T ki ] O |
5 Y1
o < MS!I 20c. TIMEOF Hour Menth, Doy, Yeor
2 @fs INJURY  a.m.
5 o] £ p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE D farm, uctory, sireel, affice bldg., etc.}
F 3 WORK AT WORK N .
- -
su | oo o NEETT 477V 75, Y oz ST 17 792
- [+ Death occurred at :_36 A, m bn the date slalled obove; and to the bast of my knowledge, the coutss stated.
E c 220. SIGN l{ﬁ‘ {Degree or 1} b 22b. ADDRESS 22c. DATE SIGNED
e
e NG v err—"FHF /7T
* 230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or county) (Srare) ¢
L1 REMOYAY (Specify) . .
Yy buria. 9/22/1958 Ashland Cemetery St. Joseph Missouri
‘ ] 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. 26. REGISTRAR'S SIGHATURE

'74@/-&«».4.‘, St. Joseph, Mo. .Sq/,za /758 Clam.

‘Li:?.d Embalmer's Stfement on Reverfe Side}
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961 0 1 gy
083!

STATEMENT BY LICENSED EMBALMER

iy ~
I hereby cert;fy th;pt the body whose name is recorded on the reverse side of this cemfxcate was embalmed
[y
| =
by me, or by ............. e et eateatraierTaeTatetrerrastaer. e anain et e aaae e neketana ., Student Embalmer No. .........ceeueuenn

working under my personal supervision.

Student ’Q;g. ...............................................
g@{ure of Student Embalmer

T :—Z i
. Licensed Embalmer No?/ff//,
P. O. Address. /,f/-—«Z da.......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa11ure

to comply with the above constitutes grounds for revocation of license).
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.

L.




