THE DIVISION OF HEALTH OF MISSOURI
w0 FIEDOCT 131950  STANDARD CERTIFICATE OF DEATH e e o LRI
mn‘m NO. REG. DIST. MO. M_ PRIMARY REG. DISY. N.M R,,.-,,,,,»,N;.‘?a 7
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d Uved. If iosti i before
% 0 L{’ a. COUNTY PETTIS a. STATE MISSOL.RI ‘b, COUNTY 1 PETTI Sdmhlun)
b. CITY (If cutside corpursta limits, writs RURAL szd sive ¢, LENGTH OF c. Clh’ (U outside corporate limits, write RURAL and give townahip),"Y
/ oW SEDATTA romis) sf.“'f‘“%"' ARE  rown  SEDALTIA R0 ¢
a d. FEO%PF&BEE QF (1f not in hoapieal or insti Kive strect add or | d. STREEErSs (11 rura!, give location) i O
o INSTITOTION 1220 SOUTH T ANTIE ADDR 1220 SOUTH LAMINE
B I NANEOE ™ e mio b. (Middle) = : ‘ CDAE  (Mmt) (Do) (Yemw
E (Typeor Print) T AN TR GREER SWOPE DEATH Septe29,1950
g‘ " B, SEX ) "6, COLOR OR RACE | 7. M&IHIE_:B PI;EVEECPEMR(BRIEEI ) 8. DATE OF'BIRH-I 9. AGE (Il;:;;n hl;n;‘n:.n 1Dm ;m uM.:,
C) - i N O s | ety 13,1880 | B0 [ oo | e
y 10a. USU{LL OE‘CUEZ'[!ON (c.l.ir":zndaluofk' 10b. KIND OF BUSIN'ESS OR_[N- | 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
g :UH“(::?:ZW: fgum it retired) Own Home BUSTRY Long Wo Od, Mo (-) - {:}%UE.TRY? i
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Charles W, Swope

John W, Greer Mary E, Head = |
:3. WAS DickEIGE:J EVER IN U.S.ARMED FORCES? | 16. SOCIAL sscunk'g 17. INFORMANT S SIGNATURE OR NAME ADDRESS
‘o8, RO, OF nown, 41 . klve war ot dates of service) =
Yo - "™ | Hone John G. Swope.,Sedalia, Mo. :
18. CAUSE OF DEATH MED]CAL CERTIFICATION - INTERVAL BETWEEN
| Enteranly cnecanseper | J, DISEASE OR CONDITION ORSET AND DEATH

line for (a), (b), and {c)

*This does not mean
the mode of dying, such
o# heart fallure, asthenia,

DIRECTLY LEADING TO DEATH® (4 Cenebnal_aceident

348&8—.——

ANTECEDENT CAUSES

Morbld conditions, if any, gising DUE TQ (b)
rise to the above caua!; fe) mm':'& -

the underlying cause laat,

With senile dementia,Gradual onset

General and marked. I

ele. It meons the dis-
case, Injury, or complica-
tion which caused death,

DUE TO (¢}

1. OTHER SIGNIFICANT CONDITIONS ) - s

" Conditions contributing to the death but not
reluted to the disease or condition causing death, Tn anit 1‘3“ - .

331X

192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. TION D

: No operstion, : ves L] wo _E
21a. ACCIDENT {Bpacily) 21b. PLACEOF INJURY te.g. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)

SUICIDE homs, iarm, factory,street, office bldg., sve.} - .

HOMICIDE Not11mg]l death. XXX
21d, TIME (Month) (Day) (Year} (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? - -

“ | WHILEAT[] NOTWHILE :
INJURY w4 1‘n jury. = | WORK AT WORK No in -!nwv

1950 that T last saw the deceaced

2. I kereby certify that I attended the deceased from 1 g_EQ o

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A P

alive on , 19_80, and that death occurred at 6.20 A oD the causes ind on the date stated above.

23, SIG RE ' or tk 23b. ADDRESS z:sc DATE SIGNED
/ol A /}Zﬂ/!./ m II2 West 4th Street Sedal e EO

BURIAL. CREMA- | 24b, DATE . AAME OF CEMETERY OR CRENMATORY, - zaa LOCATION (Oity. IOWr® or county) *V (Blate)

'non REMOVAL (Bpecity) . @C& 4 k
urial 0gt,2,1 0 ln MO
DATE REC'D BY LOCAL ‘s{HAR g SIGNATUR ‘ MERAL PLRECT S1 g ATI.II!E 'A RESS
. r
- / } ;_,_.’ A Ldf /

(Lice °y Staternent on Renne Side)
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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, or by,

....... " Student Embalmer No.

working under my personal supervision,

Student ..... P reseeberaadeneannas Signed_-...M
. Student Embalmar . . '

Licenzed Eml;aln.-ler. ' C? 7/70 %
. [
2 &444_ LG ...

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 thia body is not embalmed, fact should be so stated above.
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