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THE DIVISION OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH

Primary Registrotion District Noﬂ ;
7

II'D JUN 2 2 mReglstrunon District Ne. . 3/’7

59-023653
e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence b ftore.
a. COUNTY St.Louis o STATE Misgourd b COUNTY Speddaf@ ™o
b. CITY {(If outside corporate limits, give TOWNSHIP only} Inside Limits-. || c. CBTF;’ . <. Anside lei_fi ]
town  Richmond Heights Yes (X No (] - TOWN Sikeston Sy YesO e
<. FgLL NAME OF (M NOT in hospital, give location) | Length of stay in 1b. d. STREET (If outside, give locarion) :| Reside on Farm
HOSPITAL OR ~ o ADDRESS 1
o stirution ot .Mary's Hospitall L DAYS Route 1 Yos (7 No [J
i i
-3_ NAMEOF DECEASED First Middle Last 4, DATE Month Doy Year
(Type or print) . OF &
Iva Nell Knight DEATH June 1}, 1959
5. SEX 6 COLOROR RACE| 7., ccie i never marrien(]| & DATE OF BIRTH 9. AGE (In‘years {IF UNDER | YEAR] IF UNDER 24 HRS
. . last birthday) [ Menths | Doys Howurs Min,
Female ;| White ¢ wioowen[] pivorceo[ ]| July 26,1938 20 I
100. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and stote or country} 12. CITIZEN OF WHAT COUNKTRY?
during most of wolki-n life, aven if raticed) INDUSTRY ‘ Y N
Hougewife At Home Shirley,A s ! USa
130. FATHER'S NAME 13b. MOTHER*S-MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
aron_0.Malone Claudia Sowell L.G.Ray Knight

15. WAS DECEASED EVER IN L.'S, ARMED FORCES?
[Yas,No, or waknown)
o]

16- SOCIAL SECURITY NO.
None

(If yes, give war or dares of service)

17. INFORMANT

faron O.Malone,

Address

Rte.1l, Sikeston,Mo.
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DUE TO (b) C.. WOJ\. {

Conditiens, if any,

18. CAUSE OF DEATH (Enter only one caus rehne for (o}, (b), and {c}.}
PART 1. DEATH WAS CAUSED BY, [ -
IMMEDIATE CAUSE (a} -

INTERVAL BETWEEN -
ONSET AND DEATH

obove couse (o),
stating the under-

which gave rise ta }

BUE 70 (0 Qb-u:&.—o—e; @-&W}W

21. 1 attended the deceased from/%—'\
Demccuned at ho am

™ [
, to %5_}% and lost saw ?
he date stated afove; ond to the best of my know

Iylng cause losi.
In. ot SIGNIFICANT CONDITIONS CONTRIB TCO DEHYH but nat relat tha mn\nlmi..un canflition glven In PART | (a} 19. WAS AUTOPSY
PERFORMED?
4 / 4 X YES[] NO[] &
20a. ACCIDENT SUICIDE HOMICIDE 20b. DWIBE HOW INJURE QCCURRED. (Enter nature of injury in PART | or PART 1] of item 18.)
O O O :
2e. TIME OF  Hour Month, Day, Year
INJURY a.m.
p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, sireet, office bldg., atc.)
WORK AT WORK / ol
ol

alive on

22«.W I !E(Deg:eeormie}, Z K

¢, from the causes siated.
22b. ADDRESS

O3y ,)1 L : v ( 22¢. pns cuso

23: AL, CR MAT
OVAL ttl

3b. DATE 23c.

NAME OF CEMETERY OR CREMATORY
Banner Cemetery

v 23d. LOCATION (City, tawn, or county) (5 u) 7 f
Shirley,Arkansas

6-17-59
24. FUNERAL DIRECTOR ADDRESS

Alvert H,Hoppe,Inc,.,4700 Washington Bl;

25. DATE RECD. BY LOCAL REG.

de fp - /P-5T

g REGIZRAH'?N URE
!
v




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, OF DY et e e et et e e en , Student Embalmer No. ...............u0s

working under my personal supervision.

SIUAEDL vrieiiiiiii i e e e rear e
Signature of Student Embalmer

P. O. Addtesg)# .

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,




