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All diseases in Part | must be causolly related.

Abraham Golperig:Ma e ack Nk OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

— /yf ..Primary Registration District No., /0 D.3— .

59—021723'
< b rd

ﬂ- JUL 1 gistration Distriet Now

"“T1:-PLACE OP DEATH - 2. USUAL RESIDENCE (Where decoased lived. If institution: Residenc efore
. COUNTY a. STAT b. COUNTY
Jackson
I b. CITY (If ouiside corporate limits, give TOWNSHIP only} Inside Limits < CBTRY Inside Limits
OR -
Y N
TOWKansas City O M0 b towgansas City YosJ Mol
c. FgLL NAMI(E);JF {If NOT in hospital, give locatien) | Length of stay in 1b d. i‘l[’)}[?)%%‘gs (H outside, give location) Reside on Farm
HOSPITAL
insTiTuTioN Gen. Hospital 43 YRS, 523 Grand Yos [] Mo []
3. NAME OF DECEASED Firse Middle Last 4, DATE Month Day Year
[Type or print} OF
Dennis HALL Swartz DEATH 6 2L 59
5. SEX o | 6 COLORORRACE[ 7., peien Jnever marrieo[ ]| & PATE OF BIRTH 9. AGE {In years {F UNDER | YEAR] IF UNDER 24 HRS
la th Jﬂnn'h: Cays Hours Min,
le White wibowep[ ] 3 mvoncso ROV, 15, 1899 '5'9’ ?ﬁ b
108, USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
duric, warking life, zygn if retirad} INDUSTRY
BYESEY, MEEHARTC BUTLER. MO. © USA
130, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LEMUAL, SWARTZ NINA HALL AGNES MAY SWARTZ
15. WAS DECEASED EVER IN U.'S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, r unknqwn)| (If yes, give wor or dates of service}
o | 486 03 2697

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

IMMEDIATE CAUSE (a}

line for (al, (), and (c).}

INTERVAL BETWEEN

NSET AND DEATH
#

Conditlons, if ony, DUE TO (b)
which gave riss to .
cbeve cause (o), }
stating the under- -
é lying couse lase, DUE 70O {c)
= PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the termingl disease condltion given in PART 1 (0} 19. WA3 AUTOPSY
by PERFORMED?
u /S0 X YES{] no[]
%1 20c. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART [l of item 18.}
[
S 0O o O
S\ 2e. TIMEOF  Hour Menth, Day, Yeor
a , INJURY a.m.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abourhome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHIL E ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK

21. | aftended the docoased from 4 h...l 6-59 )

6=21,=59

and last ‘m dliveon _ (=21 =50

m an the date stated cbove; and to the best of my knowledge, from the couses stated.

i .
7, Death occurred ot —7—&15—“

22b. ADDRESS

Y. sscunas ' E l (Degree or titla)

General Hospital

22¢. QATE SIGNED

(25 -;7

23a. BURIAL, CIREI:\ATION. 23h. DATE v 23c. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) (Stare)
VAL {Spacify)
j:iiy:i JUNE 27, 1959 MT. MORIAH CIM KANSAS CITY, MO,
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE r
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M, OF BY oot et et re v et eras .» Student Embalmer No, ...................

working under my personal supervision.

Student oo Signed if QAL L0
Signature of Student Embalmer

Licensed Embal
P. O, Addres

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 handwntmg

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