} No.300 FILED FEB 98 1955 THE DIVISION OF HEALTH OF MISSOURI

e STANDARD CERTIFICATE OF DEATH e Fite o L ORE_
]
| ' BIRTH NO. REG. DIST. NO. 3 & ! PRIMARY REG. DIST. NO. H-..‘]_L.‘...' " Regittrar's No ’o
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. f Ingtitution: resldence before
: a. COUNTY a. STATE = b. COUNTY adoision),
SULLTVAN 12 MISSOURT SULLIVAN
b. CITY I outcide corpurats limits, write RURAL and give ¢. LENGTH OF c. CITY (If cutsidn sorporate limits, write RURAL agJ give township)
ownahip}| STAY (in this place -
TOWN MTILAN 32 TOWN MILAN, MISSOQURL / OSTD
. FULL NAME OF (I not in boapltal or instiration, give streot address or loeatlon) d. STREET (if rursl, give location) a .
HOSPITAL ADDRESS
'NST'TUT'O!ETI LLIVAN COUNTY MEMORTAL
3. NAME OF s, (First) b. (Middle) e, (Last) 4. DATE (Month)  (Dey)  (Year)
(Trpeor Pt} WILLIAM OSCAR SWEARENGEN DEATH 2 17 1955
8. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yeats| F UNDER 1 YEAR | 7 UNDER 21 ais.
| WIDOWED, DIVORCED (Bpwcify) t birthday) Monm] Days | Hours | Min,
mare Y| weiTw MARRIED - /|_7-29-1869 e |
10a. USUAL QCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1), BIRTHPLACE (Stats or foreign oountgy) IZ CITIZEN OF WHAT
dona during most of working lite, svan if retired} DUSTRY C COUNTRY?
FARMER MISSOURT ;ouMig am, L
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME %4, MAME OF HUSBAND OR WIFE
WITLLT AM SWEARENGEN | ELIZARETH PAYRE ____ RITZARETH SWEARENGEN
15. WAS DECEASED EVER IN U.5 ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yos.no, or uskoown)} | (If yes, glve war or dates of service) NO.
:}‘\_,'b NQ JOHN YW, SWEARENGIEM MIT AN, MO
18. CAUSE OF DEATH EDICAL CERTIFICAT INTERVAL BETWEEN
| Enter onty onecamseper | I. DISEASE OR CONDITION 4 ,./UEA W é ONSET AND DEATH
tine for (a), (), and (¢ | CVRECTLY LEADING TO DEATH(,) A_,v[,,{ ¥y . AY
N
*T'his does not mean | PNTECEDENT CAUSES /%\JLM"‘“ ‘J\MM o M
the mode of dying, such | Morbld conditions, if any, giving DUE TO (b) =
a8 keast fotlure, asthenda, | Tite to the above cause (a) sating - e R
ete. I means the dis- the underlying cause last. -
care, injury, or complica- DUE TO {c) 5 L] S
tion which eoused deezh. | 11. OTHER SIGNIFICANT CONDITIONS - B “‘7—‘“‘- oo (=2 vy
" Conditions contributing to the death but not

related Lo the disease or condition causing death.

19a. DATE OF OP_FIFE)F;‘- 19b. MAJOR FINDINGS OF OPERATION - : .ot < B 1 20, AUTOPSY?
- - vl G2/ ves [ NO'E-
2la. ACCIDENT (Bpacify) 21b. PLACEOF INJURY (a.¢..1n 0r abotss R TOWNSHIP) COUNTY) ATE)
» SUICIDE boma, farm, fastary. streat. ofioe bldx.. ev0.) N C— S Wt

Y HOMICIDE s {

21d. TIME (Month) (Day) (Yess) (Houn | 2le. INJURY OCCURRED | 21f HOW DID INJURY oocufu
WHILE AT NOT WHILE N
INJURY = | “work L] _aTwomk s - .

2. T hereby cerfify that I atiended the  deceased from’%&_ﬁzﬁ_ 18372, , lo kst /7 1955 that T last saw the deceased
L~ live on ZA/Z._ 1952 [and that deattoccurred ai ., from the causes and on the date stated above.

2. SZNATunsg_ {L p Aﬂ / // ‘ fRggres ot tm@” W/ﬂ&/b % C) |”/%7;:"

,?ﬁ‘,' Bllil ER MlA &mA; ?‘r 92 0| 24z, NAME OF CEMETERY OR CR ATORY | 244, ALOCATION (Oity, town, or county)
N [$ Oal Gyvsve  Cewa | Wlan~ vt

0 ‘ .
DATE REC'D BY L%CEAGJ.J REGISTRAR'S SIGNATURE . 25. FUNERA c;' a{fsog‘{ TguATURE ADDRESS
4-22 Jahid Woa. H, s | - Wy
(Licensed Embalmet’s Statemetit on Reverse Side) |

—

W{l{I‘E LAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD




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 urder my personal! supervision.

StUdBNt cevnananninanies apasneneeseenees Signed...... . AL A A
Student Embalmer
Licensed Embalmer No.......vz,.[Q.[e

P. O. Address ')/I/U.ZAA«_ \7 M/"u;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witt
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be o stated above.




