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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._..
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[ 4
Registrar’s No........a.26

State Fils No
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1. PLACE OF DEATH:

{a) County.

(# City or town—— .. K.aRSa8.-City
(Il ontaide city or town limits, writd “RURAL® sad naroe of townahip)
{c) Name of hospital or institution:

,C.General Hospital No.l ()

(If not in hospital or institution, writa street nnmber or localion)

Jackson

OF DECEASED:
{b) County.

Kansas. City
(1f outside city or town limits, write “RURAL")

1319 Bales

(1] rural, give location)

2. USUA ESIDEN
ﬂs sour Jackson

{a) State

(¢) Cityortown

(d) Street No.

{d) Length of stay: In hospital or institution l davs y
(Specify whether |{ (¢} Citizen of forelgn country? 223 _(Yes or No)
In this community. -56 YPB L] e
years, montha or days) II yes, name couniry
MEDICAL CERTIFICATION
3. (a) PRINT
FULL NAME ... Everett Schwyhart Sept 9th
3. (b)) If veteran al untv 20- DATE OF DEATH: Month Bz 8 = ,15 A
- N . L min: M
e None.  CQPUE6RE0- s e— w3 A,
21, I hereby certify that I attended the deceased irom il
5. Color or 6. (a) Single, mﬂfﬁ married, 8—22—1.;1 19, to. 9—9—14- 19 N
owe ot o
s sex Male £ V| melihite | di"“'“"’ that T fast saw b 0L, aliveon.. 3 @=lid. 19.._;
6. (4 Nameof buaband OF Wif€.r.ureecrsmemsssresenems 6. {€) Age of husband or wife If |} and that death occurred on the date and hour stated above. Duration
Maude M. SChWyhart AUV oo yRETE I-Iimmedi“e cause of death .
7. Birth date of deceased... February 5th4 ......... 1887.,.... |Hemoperitoneum following cholecystectiomy
Month) " (Yer) lland appendectomy
8. AGE; Years Months Days If less than one day Due to "M % /
hr. min T
Due to.
9. Rirthplace ) Missourl:
(Cixy, town, or county) {Siate or foreign country) T - - -
10, Unntoscupauon HESTEPN IcE & Storage GO, | omercondions Atlectasis of lower lobes of

11, Induatry or business
12. Name.... L..E.rion C‘ Schwyhart‘
. Binthplace.. Qgan _County
. Maiden name.S BNE " HEH

{State or forcign country)
. Rirthplace.. 2lOOTOE

{City, town, or county) / (EJ S%Qmemm y_-

laformane MX'8. _Mary Evanse..ooee .
Address.... £ 349 Bales Ave,

17. (a) __ () Dage Lhereof,_’?,[_]_l#-ﬂ___
(Mdnth) (Day) (Year)

{Burial, cremation, or resnoval)

Ohio
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_
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(¢} Place: burlal or crelnat.ian._M,,t.n ...... H B.Ehi ton..__..
18. (s) Signature of funeral director. Mell Od.Y- c G’ill ey
) ~ K. G. Mo

([nclade pregnancy within B months of desth)

both lungs; coronary sclerosis PHYSIGZAN
Magfr ﬁndlnu —_—
tiona
opq-\ \ . Underline
& the cause to
VEy\Y whick death
Of autopsy 2. ¥% should be
See above \ ¢ charped sta-
"22. 1f death was dye to external causes, fill in the following:
{a) Accident, suicide, or homicide (apecify)
(&) Date of occurrence.
{¢) Where did injury occur?.
(City or town) (County) {State}

(d) Did injury occur in or about home, on tarm io industrial place, in public place?

(Spegily type of place)
& eans of injury.......

(M. D.grother)_._1__

7. 72,

{Registrar’s signntore)

{8 Addre V4 £
o @ TL T o

(Dlur#ind local regisirar}

ir.K.C{len.Hospital

952e l*i'h

ed..

(Licensed Embalmer’s Statement on Reverse Side)
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ey . .o .." . 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, [V 3

working under my personal supervision.

icensed Embald( M q
P. O. Address /C .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the n.bove consnt.utes grounds for revocation of license.) )

If t!us l)ody is not embalmed. fact should be so stated above.
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