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Registration District No.

THE DivVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where dececsed lived. |f institution: Resldence before
0. COUNTY o STATE  T3lingis & COUNTY Winneb Eé"?’
b. CFOTRY {If ourside corporate limits, give TOWNSHIP only} Inside Limits <. CIOTY Inside mirs
R
TOWN Stl.louis Yes g Ne [ TOWN Rockford Yes[} No[]
c. FULI!’_I NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
o R iic Lutheran Hospital ADDRESS 303k Horton Yes O ro(X
3. (NTAME OF DE)CEASED Firsy Middle Last 4. DATE Menth Day Year
ype or print OF
Delilah Kneezel oeatH  June 29, 1959
5. SEX 6. COLOR OR RACE]| 7. 8. DATE OF BIRTH 9. AGE (I FUNDER ) YEAR] IF UNDER 24 HRS
MARRIED[_ ] NEVER MARRIED[ ] - n years
| birthd. Month [+] Howr Min,
Female 7 White w{ WIDDWEDm D1VORCEDD Dec. 2, 1888 70 irthday} nths ays Burg I .
100. USUAL OCCUPATICN {Give kind of work dons | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country) o 12. CITIZEN QF WHAT COUNTRY?
during most of wotkigg life, evan if retired) INRYST
Housewile BE Home Scott Co.,Mo, U.S,.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
Unknown Unknown Roy
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, ne unknawn)| (Ff yas, give wor or dates of sarvice) N
Nb | Pone Leslie Kneezel, Rockford,T11

USE ONLY BLACK INK QR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

23a. BURIAL, CREMATION,

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

O
woeToTT

Conditions, if any,
which gave rise 10 }

cbove couse ({a),
stoting the wnders

18, CAUSE OF DEATH (Enter only one couse per line fog

. INTERVAL BETWEEN
ﬁ' D PEATH

Hersoat”

23c.

NAME OF CEMETERY OR CREMATORY

S Y d

23d. LOCATION {City, tawn, or county)

bying cavse lost. o CREESTERMC) e X
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Jut nat related ta ﬁu termingl dise ition glven in F‘ART ’) WAS AUTOPSY - =
ﬁ PERFORMED?
o X YES[] NO
200, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.} -
O O O
Ae. TIMEQF Hour Month, Day, Year
INJURY a.m,
p.m.
20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, streer, ofhce hl‘dg , etc. ) ]
WORK, AT WORK ey
21. | attended the deceased from ‘/MM and last taw h im " alive on ; 2?,/3 ;
Death focurred of m on rhe date-stated cbove; and to Wl of» knowledge, from the cavsas stated.
22e. AT € ) 22b. ADDRESS 22c. DATE SIGNED

Vrsleg

{State)

Oran,¥o.

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,Inc.,L4700 Washington Bluyd,

25. DATE RECD. BY LOCAL REG.

JUN 3 0'58

%4{”4 Myﬁ /D,



RQeL 79 9P

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by .» Student Embalmer No. ............coeee

working under my personal supervision.

Student
Signature of Student Embalmer

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