THE DIVISION OF HEALTH OF MISSOURI '
o | FILED AUG 10 qggg  STANDARD CERTIFICATE OF DEATH St File Mo 246'@
BIRTH NO. REG. DIST. NO. 3’7 PRIMARY REG. DIST. NO. Syl ~ Registrar's No. ’7:9 -

1. PLACE OF DEATH Z USUAL RESIDEMNCE (Where deconsed lived. 1f latitotlon: revidenss bofoe
a. COUNTY ‘ , . STATE b. COUNTY divistom,
_‘_3 Ste Louis &2 Kansas Shawnee *
b. CITY (1f cuteid limits, writa RURAL aod gt ¢. LENGTH OF ||~ ¢TCITY -
QR | ete corparmie Himlia, ik o ownabip) S‘BY 6‘% place} OR e o et s
town  Clayton ‘ T0WN  Topeka eyl R Qo
d. FULL NAME OF (If not in hospizal or instivation, give stroot addrom or location) «. STREET (If rural, give location) J.;r
HOSPITAL OR ADDRESS
INSTITUTION ~ St4 ‘Louis County Hospital 1318 Ne Monroe
3. NAME OF 5. (First) b. (Middle) <. (Last)
DAME OF : l 4. DATE {Month)  (Dsy) (Year)
(Type or Print) HEBER FORREST SWEET pEATH July 31, 1955

5. SEx C 6. COLOR OR RACE | 7. MIAD%%\II%D BIE‘\;'EECMSRRIED./ 8. DATE OF BIRTH | 9. hA.GE (In yeurs] IF UNDEW § YEAR | IF UNDER 1 wus.
. (Bpecity, t day) |Mpothaf Dsys | Hourm | Min.
M W Marrd 11-11897 57 18" ‘
102, USUAL OCCUPATION (Givekindof work | $0b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . ; . 12_CI
done duricg mmtofworuuniu..vun:i :-’-v.;::l) ) DUSTRY (Ciey wad State or Foreiga C““")/ COUTNI'IZ'ERI:’?FWHAT
hacker USAF Supply Depot Stockdale, Kse UpSedy
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
John H, Sweet . : Myra Wilco; L__Elva Swest
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, nio, arunknown) | (If yes, give war or dates of service) NO.
No 513-07=3266 Elva Sweet, above
18. CAUSE OF DEATH MEDICAL CERTIFICATION _ INTERVAL BETWEEN

: : ONSET AND DEATH
. Enter only onecauseper | 1. DISEASE OR CONDITION M/M/ﬂ"l/[m M
line for (s), (b), and () | DRECTLY LEADINGTO DEATH' () MM ORAN LD

bl

“This does not meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gieing DUE TO (b}
o heart fallure, asthenia, | rize fo the above cause (o) ltaling

e, It means the dis- the underlying cause laat.

case, injury, or complica- DUE TQ {¢}
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding lo the death but not
relaled to the disesse or condition causing death.

UNFADING BLACK INK—MAEKE A PERMANENT RECORD

' 19a. DATE OF OPERFN | 19t. MAJOR FINDINGS OF OPERATION L. . ) 20. AUTOPSY?
\ \r‘* 7%{ ves L] o @\
'{‘s Zln ACCIDENT (Bp-cl!:) Zlb PL.ACEOFINJURY {o.g.. inorabent | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
',0 UICIDE\\... hom.llrm.!nlory strent. office blde..ev0.)
e omcms s v
N FIF) TlME’ (Mooth) (Day) (Yean) (Houw) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
R WHILEAT ] NOT WHILE
- ';I_'\ INJURY . m. | WORK AT WORK
S ;} 22, I he;reby certify that I attended the deceased from , 18 lo , 19 , that I last saw the deceased
f’: : alwe on 19, and that death occurred al gﬂj_pm Jrom the causes and on the date stated above.
g 23a SIGNATYRE Degree or title%{ 23b, AﬁDRBS 23c. DATE S!IGNED
5 A 3 651 srentyicod Blvd. 2’7—5\5
= ulO'NBflijERM]OAL. CREMA- ¥ 0F CEMETERY OR CREMATORY 2Ad. LOCATION (Qity, town, or county) (Etate)
& . (Bpedity) - N
= ov ?-31-—1955 __Topeka, Kse

25, FUNERAL DIRECTOR'S S1GMATURE ADDRESS

DATE REC'D BY- L%AGL ISTRAR'S SIGWU E
121505 ™ | Nyabud D). | _JaY B. SHITH, Mapleuood, Moo
(Licented Embaltmer’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 emb
bY ME, OF DY oo vnnrirrriinriictateciaaecsssaeacssscresacssnnsssaasnnranannasseas P . Student Embalmer o [+ TP

working under my personal supervision..

Student......oooesienaariiciiaicicei e iiniaiaaaaan
Signeture of Student Embslwer

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

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

¥ this body is not:embalmed, fact should be so stated above. -

* { : . -




