Mo, 300
t0.48

WRITE ' PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

ALED APR 21 19849 THE DIVISION OF HEALTH OF MISSOURI . 14;0_1‘2

e
216 STANDARD CERTIFICATE OF DEATH o, St File N..
: 46521 JQ
BIRTH NO. REG. DIST. NO. _3.];&. PRIMARY REG. DIST. Registrar's No, 3&39_. ..... e
1. PLACE OF DEATH TT[2 USUAL RESIDENCE (Where deceased lved, If insticati Aence befors
. COUNT . STATE 1} o rabosion).
8. CoUNTY 2 Missouri ™ ©OUNTY 4 >/
b. Cé'}l;Y (I outcida corpurate limits, writa RURAL and xive & Al?ENfE £F G CBI;! {1f outalde corporate limits, write RURAL and give toweahip) / 7
waship) ¢ )
TOWN St.Lodis, Mo, ® Y - TCWN St.Louls
d. FEOI.JS.PII'J_‘J_&'&EO%F {If not in hospital or institutio, give atreol addrem or locatlon) d. STREET. (If rural, give location)
mstitution  St,Louls City Hospital #1. 1515 Laf ayett-e Ave. R a
3:?E‘%MEES%% a. (First) b. (Middle) ¢. (Last) 4. DATE (Mouth) (Day) (Year)
( Type or Print) WILLIAM SWINHART gslso knowrn“és WM. Walsh DEATH April 9th,1949
5. SEX 6. COLOR OR RACE | 7. \hJARF&EB gFVCE’SCIEBERlED.) 8. DATE OF BIRTH 9, AGE (lnd:-;n h'l' ln‘::l lD‘rm OF OMDER 1 HRS.
. (Bpacify, Y. o ays | Hours | Min,
Male { White rrie July 13th, 1?8‘ 2yrs | |
10a. USUAL OCCUPATION (Givetindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Atate or lorelgn sountry} 12. CITIZEN OF WHAT
dooe during most of working lifs, even if retired) DUSTRY . 0 COUNTRY?
Elevator oerator St.Louis,Missouri.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lyle Swinhart _ Annie Gannon Alvena Swinhart
I5. WAS DECEASED EVER IN 4.5, ARMED FORCES? | 16. SOCIAL SECUR;I‘C;( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. unknown) | {f res, i dates of service) .
A R lone Mrs. Alvenia Swinhart, 204 Blow St.,
18. CAUSE OF DEATH MEDICAL CERTIFICATION s ,/ Mecgsd | -INTERVAL BETWEEN
 Enter only onecauseper [ . DISEASE OR CONDITION / ﬁ "} ONSET AND DEATH
line for (), (b), and (¢) | DVRECTLY LEADING TO DEATH® ) Yaa ) =, ot
“This dots not mean | ANTECEDENT CAUSES }: ) Q / 4 ,,..93
the mode of dring, such | Aorbid conditione, if any, g'ldng DUE TO (b) e — M £
as heart fullure, asthenia, | rise to the above cause (a) stal . _“_ - - : : 7 L~ T
se. It meons the dis- the underlying cause last. - l x . ’
ease, infury, or complice- .. DUETO () Mneg
tion which ecuaed desth, | 11, OTHER SIGNIFICANT CONDITIONS
" Conditions contributing to the death but not Mwm&w%)
related t?t.h:a;i:wu mﬂmzldlflo::amuﬁn? death S DWTM b s —
19a. DATE OF OP_'E_IF:}?‘- 19b, MAJOR FINDINGS OF OPERATION r@\lﬂﬁcﬁw
TiON | . s (T o [
21a. ACCIDENT {Bpecty) 21b. PLACEOF INJURY (ex.. lnorabout | 2ic. (CITY, TOWN, OR TOWNSHIP} {COUNTY) - (STATE)
SUICIDE home, farm, Isctory, sirvet.office bldg., s10.) . :
HOMICIDE
21d. TIME (Moxnth) (Day) (Year) {(Hou) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
OF ; WHILE AT [ NOT WHILE . . .
INJURY =. | WORK AT WORK
2. T hereby certzfz /5 ) 1 altended the deceased from 3/3 1/ 4 19 . {0 1*/ 9/ 49 190___, that I lasi saw the deceased
alive on , and that death occurred al _3_=lt_2_P H_from the causes and on the date stated above. -~
233, SIGN URE (Degreeol’ ti& 23b. ADDRESS 23¢. DATE SIGNED
e]jﬂ.«.) w 1515 Lafayette Ave.,- |4/11/49 .
2 ONBIl{leg\ll'- CREMA- ¥ 24b, DATE 24:. NAME OF CEMETERY OR CREMATORY . | 244. LOCATION (Oity, town, or county) - - {Btate)
1
Burdar™” 4/13/49 Int,Calvary Cemetery .. St.Louis,Missourd.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUR 25. FUNERAL DIRECTOR'S $S1GMATURE ‘ADDRESS
lipR 11 taranee ? A Sullivan Bros.,Dir. 2849 N.Euclid

(licensed Embalmer's Statement on Reverse Side)




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 Mo.
working under my personal supervision.

..... S bt L Lo

} Licensed Embalmer No g\/—’\[— 5

P, Q. Address
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 this body is not embalmed, fact should be so stated above.




