THE DIVISION OF HEALTH OF MISSOURI

No. 300
wes | FILED JUN 18 g5  STANDARD CERTIFICATE OF DEATH sr e oo 109
’ r
'BIRTH NO. n:s. DISYT. NO, ‘f__ PRIMARY REG. DIST. m&.é_,’_. Registras’s Na 7
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whes\ decoased lived. If loatitatlon: resldsnce befors
. COUNTY . STATE = b, . adinimion.
ol ® Iincoln = Missouri D COUNTY 15 ncoln i
b. CITY (If outside corpurate limits, write RURAL snd ¢lve ¢. LENGTH OF ¢ CITY ¢. Is Residence within Limits of
OR woahip) Y (lp this place) OR . ’ ra
TOWN Rural (Bedford) “™° St? i‘,%ys * towy Hawkpoint MO, o e o
d. FHIGTS.PII*{PME OF {If not in hospital or Institution, give streot adirem or location) . Asl:-)rDRF(EEE‘I‘S ¢If rursl, give location) D‘ 5
NeononLincoln County Memorial Hosp. 4
3[’;‘E‘AC%ES(DEFD a. (First) b. (Middle) c. {Last) 4. DSF (Month) (Dey) {Year)
(Type or Print) CLAUDE EARL SWEAZEY peArn  June 7 1956
5, SEX g &. COLOR OR RACE Tyh\?IAD%ﬁ‘!'Eg NIE‘)'ggcrgSRRIED. 8. DATE OF BIRTH 9, AGEbgrun IF CNDER | YEAR | IF UNDER 4 bs,
. 3 (Bpe t ¥y} |Monthe Baury | Min,
Male White vorced April 14 1903 By 2 | 3% l
10a. USUAL OCCUPATION e lnd of 10b. KIND BUSIN R IN- | t1. Bi . : -
:omduxingnumto{ -urhin.ut!(:.’::cnzl xu::ll; h OF 8u E'SSD?.ISTRY BIRTHPLACE (City asd Stete or Foreigs Comarry) iz‘Cg{!Th:'lz'E':'!OFWHAT
Laborer Montgomery City MO. U.S.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND'OR ¥IFE
David Sweazey .. 4 HMary Butler
i5. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16, SOCIAL SECURITY | 17. INFORMANT'™S SIGNATURE OR NAME ADDRESS
(Yalqno.erunknnwn) | (If yos, xive war or dates of sorviee} NO. .
o) Mrs Chris Schultz Silex MO.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Entet only enecausmper | I. DISEASE OR CONDITION ONSET AND DEATH

 line for (a), (b, end (0) D'RECTLYLEAD'"GWDEATH'M_M*&MM_;_QQAWL__ | wEE,

. ANTECEDENT CAUSES
*This does no! meen
the mode of dying, such | Morbid conditions, if any, giring DUE TO (0) __H\5TO PLAS ynos S 1 OPERP,
88 keart faflure, asthende, | rise {o the above canse (a) stating
de. It memns the dis- the underlying cause last.
¢ave, injury, or complica- DUE TC (e} |
tion which coused death, | I1. OTHER SIGNIFICANT CONDITIONS |

Conditiona contribuzing to the death but not . .
telated to the diseare or condition couring death. | N YTZANSIC  ASTWHMA - '

13a. DATE OF OP'FIRO?\I. [19b. MAJOR FINDINGS OF OPERATION

20, AUTOPSY?

| /342 | WD w®
21a. ACCIDENT {Boedity) 21b. PLACEOF INJURY (ag..inorabout | 2l¢, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
Hl(‘l)‘hci!glEDE botoe, farm, fastory, streat, offica bldg..ma.)

21d. TIME (Month) (Dar) (Yesr) {(Hour) 21s, INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
INJURY - =, WORK AT WORK

2. I hereby certify {hat I atlended the deceased from =  19T® o _6-Z 193G, that I last sato the deceased
alive on _(ﬂ_jl._, 13Y5 , and that death occurred at ﬂf m., from the causes and on the date sialed above.

2a. SIGNATURE T title) b. ADDRESS 23¢. DA’ ED
OCVWL, f/ ﬁ 320 + wrTe ST, TRey , M) A f/%

ul.NBllRJERh'E OA\}KLCREMA' 24b. DATE 24¢, NAME OF CEMETERY OR CREMATORY 24d. LOCATIOR (Clty, town, e county) (5into)
Baraal e | e o.1004 | Hawkpoint Cemetery Hawkpoint MO.

DATE REC'D BY LOCAL | REGITRAR'S SIGNATUE N 5. FUNERAL DIRECTOR 3 81GNATURE AODRESS
k_—i_kem LAY
tlicensed Embeimers
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Statement on Rev Side)




STATEMENT BY LICENSED EMBALMER

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

by me, OF DY «oniiiiiiie e e aeeeseasssernsemeccceiinisantmuneaan

working under my personal supervision..

Student .ceae oo ciaiiiiiairr e ot sisa i et e e Signed. L
Signature of Student Embalmer

P. O, Address..:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
to comply with the above constitutes grounds for revocation of license). i

If embalmed by a STUDENT, he also shall sign in his OWN handwntlng

T* this body is not embalmed, fact should be so stated above



