Hasolth,

3 Welfore
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All diseases in Part | must be causolly refated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF H

ILET SEP 29 1958

EALTH OF MISSQURIL

STANDARD CERTIFICATE OF DEATH
R_ogi:tmﬁoq District No. ...} d .4___0.._.‘..M..H..

-...Primary Registration Dism’cl No.

Soé‘a’

98-033889

STATE FILE NUMBER

Registe

ar's No.,

1. PLACE OF DEATH’
. COUNTY

rlas

2. USUAL RESIDENCE (Where deceased lived.
o STATEM{ 53 ourd

b. COUNth c

If instirution: R-udencc befogps”

lnlon)

. CITRY {If sutside corporate limits, give TOWNSHIP only} Inside Limits - c. Clc;rY |nslde Limits
R
o 3t, Charles - Yes KT Ne [ Tom 0'Fallon Yol Ne[]
e. FULL NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STREET (lf ou'lllde give location) Reside on Farm
FOSPITALOO ADDRESS—= = m == =~ === === —= =~ Yes [J Ne[]
NSTITUT! "~
. MAME OF DECEASED First Middle Last 4. DATE Manth Doy Yeor
{Type or print} OF
Joseph George Schweisz DEATH  Sept 24, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIEDH] 8. DATE OF BIRTH 9. AIGE “‘,,r:;.,; 1 Ul::)’snl;':sm I; UNDER 2;:&5.
L] ay, lowr g in,
Male white woowss[] _ oworceol]| Sprql 19, 188g "PYIE™|Cw I
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR H. BIRTHPLACE (City and stare or country) 12. CITIZEN OF WHAT COUNTRY?
duting most of wnrkiﬂg life, even if retired) NDUSTR
{eborer farming Truesdale, Missouri USA

13a. FATHER'S NAME

Anton Schwelsz

13b, MOTHER'S MAIDEN NAME

Schelle

14. NAME OF HUSBAND OR W

FE

15. WAS DECEASED EVER IN U, S, ARMED FORCES?
(Yas, n r unknawn}] (1f yes, glve war or dates of service)
Ko

L — -

Nons

16. SQCIAL SECURITY NO.

17. INFORMANT

Albert A,

Address

18. CAUSE OF DEATH'-EEnler only one couse per line for {s), (b) and {c}.
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

i

Cenditiony, if any,
which gave rise to
above cowse (o),
stating the under-

DUE TO (b)

)

Schwelsz St, Louls

INTERYAL BETWEEN

ONSfT AND DEATH

J soto,

15) X

g lying cause last. DUE TO (<)
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 10 the terminal disecse condition given in PART | (o} 19. WAS AUTOPSY
x PERFORMED?
L YES [ N0 ]
e | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O 4 | '
S| 20c. TIMEOF How Meonth, Doy, Year
8 INJURY  am.
) 2.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about horn-, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WH]LE furm, wctory, stroet, of n:e bldg., etc.)
WORK AT WORK

2.

i attanded the decsased from _S’*tg_g_f;]
Death occurred at /'5-. m oA the date stated above;

and last saw 5

uiiv- on

apl 24, /95 ¥

and to the best af my knowledge, from the couses stated.

22a. SIGHNATURE 2 (Dogroo orayle)

wd” PP

230. BURIAL, CREMATION, | 23b. DATE

Hirial™ | sept 27,

23c. NAME OF CEMETERY OR™ RERATOR ™

1958 Truesdale

T

agdale,

23d. LOCATION {City, town, or county)

Mi

DATE RECD. BY LOCAL REG. 2

4. FUNER&? ADDRESS . N )/
[/a‘t% ~01Fallon, Mo,
{Licensed Embaolmet's Statfmant on Reverss Side)

REGISTRAR'S SIGNATURE

22c. DATE SIGNED

{State)

hl



896l 8 ydy

- ' 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, or by

........................................................................................... , Student Embalmer No. .......ccvvvvanvens
.
o working under my personal supervision.
| ]
SEUABAL «evrmvnniirnearrirnrareararrsnessttacissrancarasanaenns Signed .......... & / 2/ ...........................
.. Signature of Student Embalmer
Malma ; R T .
; . Licensed Embalmer No.....822...

o~ . - o - . P. 0. Address. Q'Fallon,. Misa
LTS Sl SO Iy e w

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.




