DIVl HEALTH OF MISSOURI
No. 300 FILED FEB 7 1956 _THE DIVISION OF 3608
.2 STANDARD CERTIFICATE OF DEATH 5106 Filt Nooesromearsemesreses e
! BIRTH NO. REG. DIST. NO. 36‘. PRIMARY REG. DIST, No-___lO_'L6__ Kegistror's No 23
\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decossed lived. 1f institotion: rmidence befors
&, COUNTY C ..STATE b. COUNTY admniraton),
Vernon : Missouri - Vernon ”
b. CCI)TY (11 oytcide corpurate limits, write RURAL nnd‘:ivn..h’pl gTAl§ﬁf£ﬁ DE:;‘ c. Cg’g a. “Sfy"ﬁ‘&;‘mﬁo‘%‘."u‘”“‘w‘:ﬁ-’
TowN HNevada Lifetime| TOWN Nevada .
d. FHI(SIS.P?!?AHEEO%F (1 pot Ln8hn-nh61 orviasu'ml;?. zln";tuol. sddress or location) ASI:-)r[';REEEg‘S (I rural, give location) / Z’ " ‘j
INSTITUTION 3 7. Hunter 259 South Oak
3. gE%héES%‘E 8. (First) b. (Middle) ¢, (Lest) DA-,-E (Montb)  (Day) gw
| (Typeor Print)  THOmas Henry Schwenck DEATHJ anuary 2
' 5. SEX [| 6 COLOR OR RACE | 7. M.})%%EB. B.EG'EECEBRR[ED‘;( 8. DATE OF BIRTH ) I:GE  Un yean] v e 1 YOX | ¢ onoer u s,
3 tha | Da,
M W.h ?‘Aarrl A {Bpecil; June 19 s 1886 69 ¥, on l ys { Hourns I Min.
10a. USUAL DCCUPATION (Ghve kind of w 18b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. S e
:umdurinl oat of working l:l:.':t:l:‘i:r:ﬂr:;: i BU DUSTRY 8 {City and State or Foraign Caustry) d/ 2, CU;I%ENY}OFWHAT
Plumbing Retired Vernon County, Missoura a0 e tle
132, FATHER'S NAME . 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
 Thomue lienry Schwenck | Anna Myers Belva Schwenck

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR Nﬂgrz,? s, ADDRESS

{Yes. no.gr unknown) | (1f yes. wive war or dates of sorvice) . VakK
g | 96-20-2278| Belva Schwenck Nevags, Ho.

18. CAUSE OF DEATH MEDICAL CERTIFICATION lgTEgl\_'Al. BETWEEN
.Enteronlyopecauseper | 1. DISEASE OR CONDITION . ] . AND DEATH
line for (a), (b}, and {¢) DIRECTLY LEADING TO DEATH‘(a) +
*This doer not tean ANTECEDENT CAUSES ' . . F
the mode of dying, such | Aforbid conditions, if any, giting DUE TO (1) - 4~ ZRai,
a8 hearl fatlure, asthenia, | Tise fo the above cause {a) stating
the undertying cause last. . N .

elc. Tt meany the dis- A . : .
case, infury, or complica- DUE TO (c) O AJ 2 asayee Lt nayaaro 91M“1ﬂ 3 }5 a1
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS Id (
o Conditions contributing to the dealh bul not . -
redoted to the disease or condition cauring death.
13a. DATE OF OPTEI%J}{- | 195, MAJOR FINDINGS OF OPERATION ) L o 20. AUTOPSY?
f P00 | [ &
21a. ACCIDENT {Bpocify} 21b. PLACEOF INJURY (o.g..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE}
SUICIDE bome, farm, Iaotory, street, ofice bldg., st}
HOMICIDE h
21d. TIME (Montb) (Day} (Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILE AT[—] NOTWHILE
INJURY WORK ATHOR

22. I hereby certify that 1 attcnded the deceased from I/3d . w.ﬂ, to _%Z_Zf;, 19% that I last saw the deceased
alive on and that death sccurred at Z ., from the causes and on the dale siated above.

%:JW _ (Degroe :2 u)nie)‘ 230, ADDE l l 7 gTZiD

PLAINLY—USING TINFADING BLACK INEK—MAEKE A PERMANENT RECORD

ny
t

E d2. BURIAL: CREMA- | 24p. DATE 1Y 243 NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (State)}
= TION Rsmovm.mmm
Y Burigl January 26 | _Deenwdad Cemetery Nevada, ldissourl
DATE REC'D BY LOCAL s#] | 25 FUNERAL DIRECTOR™S S1GNATURE ADDRESS
j gz Ferry Funeral Hpm u

(Licensed Erbbalmer’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:

DY T8, OF By . onciiiiiiiiiiciiecicececcaceeeearaceansnessesisasassnnsssarnarsrans ceneane , Student Embalmer No.........

working under my perasonal supervision..

Student....ccooiiicimiiiiniiieieiire e e a e maaaas .
Signature of Student Embalmer

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




