3SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DATE AMENDED
8/28/61

AMENDED

=61-023930

OF

]

INSTEA

Knipefel

DOCUMENT

-~ -

CULD READ

-

MEDICAL CERTIFICATION

ITEM NO.| SHC

3,13a,14,17- Kniepfel

BY AFFIDAVIT OF Pur.Dip.
- ‘

STATE FILE NUMBER
Registration District No. ______/_a..__---....PrimIry Registration District No, "S__Q_a_______ﬂeglmar s No. ..z.__g_-________-
g T8 7ar ‘
PLACE OF DEATH. - YT 2. USUAL RESIDENCE {Where decessed lived. If institution: Residence before
a. COUNTY a. STATE b, COUNTY edmission)
Audrian Mo Audrain
b. CC')TR" {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COI‘LY Inside Limits
TOWN Mexico shrs. owN 1 gddonia ; Yes O Nodg
c. FULL NAME OF (If NOT in haspital, give location) Inside Limits d. STREEY (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRES
INSTITUTIONAudrain Hospitgl Yeal) No[J 4 Ni’i h Of Laddonla Iﬂo. Yum No
3 (’_FAME OF DE,CEASED First Middle Knj_ Last 4, Dé\l;l'f Month Day Yaar
ype or print
Donal d G ene ﬁrﬁ}pefel DEATH 731961
5. SEX &, COLOR OR RACE 7. Married B8 Never Married [] 18. DATE OF BIRTH | 9 AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 AR
Mal e white Widowed [J Divorced [ m_on_ 193, Months [ Days | Hours I Min.

10a. USUAL QCCUPATION (Give kind of work done

10b, KIND OF BUSINESS

QR INDUSTRY| 11.

BIRTHPLACE {City and state or country)

12, CITIZEN OF WHAT COUNTRY

duri i jfe, evan if retired . .
" AT Ing" e Farmer Audrain Co. Mo. U S A
1la. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE nie
Herman kEripefel Kniepfel Cora Belts Jonie Oneal ¥#
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 146, SOCIAL SECURITY NO. 17, INFORMANY Knle fel Address
{Yes, no, or unknown} | (if yes, give war or dates of rervice)
No | Herman Kniqa-ei'-o; Laddonia, Meo.

PART I.

DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one causa per line for {a), (b}, and (c}).

IMMEDIATE CALSE (3) W m N2V A

INTERVAL BETWEEN
ONSET AND DEATH

Co

M

Conditions, if any, DUE TO (b}
which gave rize to
above cauis {a},
stating the under-
lying cause las). DUE TO ()
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related io the terminal PART NI, If decsased was female was
disease condition given in PART | (a) thers a pregnancy in last 90 days.
| O Yes ] O Ne I O Unknown
19. WAS AUTOPSY 20a. ACQIDENT SUICIDE HOMICIDE 20b. DESCRI HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18,)
sggFonmEom O W]
0 nNogl ;M
20c. TIME OF Hour Month, Day, Yesr )
INJURY a.m.

& p.m.

20d. INJURY QCCURRED

“WHILE AT WORK ] *
NOT WHILE AT WORK |:|

O 2 0.

We. ?LACE OF INJURY {8.g., in or about home,
* farm, factory, street, office bidg., etc.)

21, CITY, TOWN, OR LOCATION

COUNTY

STATE

b
21,

1 atterled the deceased frol

.t

Dpaf!_'o ~occurred  at.

2
7

T2 ~lf

o Z_"‘ '; 4%- nd last sawmﬂiw on i =
on the date stated ve, and to the best of my knowledge, from the causes stated.

AR

22, ‘JGNATURE

r

E 3 {Degres S;}i:.)' & '

22b. ADDRESS

-

22c. DATE SIGNED

755¢/

23a. BURIAL, CREMATION,
RE OVAL ipecnfy)

23b, PATE

7-5-1961

23, NAME OF CEMETERY OR CR

Laddoni

EMATORY {

Cemetery

a L

addenia,

23d. LOCATION (City, town, ar county)

Mo,

(Statc) 4

24, FUNERAL DIRECTOR

ADDRESS

Wilkey & Bienhoff j,addonia, Ko.

25 DATE RECD. BY LOCAL REG.

S-,FE/

(Licensed Emhalmt?a Statement on Reverte Side)




w

STATEMENT BY LICENSED EMEALMER

| 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.
working under my personal supervision.

Student

Signatyre 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). - - »

) embalmed by a STUDENT, he also shall sign in his OWN handwriting. ‘-

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






