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THE DIVISION OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

ﬂLEﬂ_Mgistrmioq Districy No. __,.,,__/_.yé.._w_.. ..Primary Reglsnullon Dlslrlct Na. 5 -C, {
i

98—-022221

STATE FILE NUMBER

Reginrar's No...

70

1. PLACE OF DEAB& . 2. USUAL RESIDENCE (Where degeosed lived. M institution: Residence befo &
s COUNTY Jackson STATE SSOurl b CoUNTY Jac ss.my
b. CBTRY (IfKouhlde corporate limits, give TOWNSHIP only) Inside Limits <. C(I:JTRY Inside Limits
TOWN ansas Clty, Bl ue TWp Yes fj N°x TOWN Kansas Ci ty YesE Nog
c. FULL NAME OFéH NOT in hospltolL give location) { Length of stay in 1b 00." STREET {If outside, give location) Reside on Farm
harroteor 8730 Lexington %7 o APORESS 8730 Lexington Yes (J No (X
3. NTAME OF DECEASED First Middle Lost 4. DATE Month Doy Year
(Type or print} Gertrude Swanner . DSAFTH 6 13 19 58
5. i'*E‘Xemale /e %’E‘?EZRACE 7. :&RJEEQNEVEZ:‘V‘:RZsz 8 K’:;.EEF;_?TES FHo 6?5 il.r:r:-::;; ;:'n'fﬁer ;;EAR l:oL::DT 23:.“‘
104, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
M aH e o oo | WBUSTRY Oneida Tennessee /| U.S.A.

13a. FATHER'S NAME

Wylie Thornton Stidham

13b. MOTHER'S MAIDEN NAME

Opie Moses

14. NAME OF HUSBAND OR WIFE

alter S. Swanner

15.
(Yes,

DECEASED EYER [N U. 5. ARMED FORCES?

r unknawn)| (If yes, give war or dares of servics}

1. _SOCIAL SECURITY NO.

None

17. INFORMANT Address

Walter S. Swanner 4346Monroe K.C.Mo.

18. CAUSE OF DEATH (Enter only one cause
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

line for (a}, (b}, and (c) )

INTERVAL BETWEEN
DzET AND DEATH

21 Clrp by

Ccndi’rinnl, if any, DUE TO (b}
which gave rise 1o .
above couse {a), }
tating th der-
z Lying covee last. 4 DUE TO () 150X
= PART . OTHER SIGNLFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the tarminal dissose condition given in PART | {a} 19. WAS AUTOPSY o
h PERFORMED?
e YES[1 NO[J
£ 1 200. ACCIDENT SUICIDE HOMICIDE 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
w
u 0 O O
S| 2c. TIME OF Haur Month, Day, Year
‘a INJURY a.m.
X p.m.
20d. INJURY OCCURRED 0. PLACE OF INJURY {e.g., inor gbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D . form, factory, street, office bldg., etc.}
WORK AT WORK

21. | attended the deceased from _M /?f/

Death uc:urre& at

O F Zon the date stated above;

r

and last saw poo her live on

and 1o the besr of my knowledge, from the cavses s!qled

220, SIGHA g:y(htle 22!: ADDRESS 22¢. PATE SIGNED
Z30. BURIAL, ¢ CREMATION, § 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty} {Srete)
BUrTaT™" | 6-16-1958 |[Floral Hills Mem.Gardeps K.C.Mo.

24. FUNERAL DIRECTCR ADODRESS

Floral Hills Mem.Chapels. K.C.lol

£

25. DATE RECD. BY LOCAL REG,

(€ -5k

WRAR'S SIGNW

™

4 Embal *s 5t

(Li

[ 24

on Revarse Side)

-
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856 § 2 NOP

STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .........ccceuvvee

..........................................................................................

by me, or by

working under my personal supervision.

Signature of Student Embalmer

P. 0. 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 embalmed by a STUDENT, he also 'shall sign in his OWN handwriting.

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




