'SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

F rig ‘E‘Hbﬁi'fr’m __.Z%ET _________ _.Primary Registration District No. 55:.;‘12 --==Registrar’s No. ---_a_.[.-------_.

-651—-024518

STATE FILE NUMBER

AMENDED
1. PLACE OF DEA'I'H 2, USUAL RESIDENCE (Where deceased lived. I institution: Residence before
. COUNTY . 5T b. COUNTY dmissi
2 i Ciinton = Sh gsouri Glinton _ *miswer
% b. C(l)'l‘?’ (If ourside corporare limits, give TOWNSHIP only} Length of stay in 1b €. COITRY Inside Limits
L
h{
< 1OWN  caoncord 1 week TOWN T atharop o [ No O
< c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (if cunside, give location) Reside on Farm
E HOSPITAL OR m ADDRESS v
g INSTITUTION v‘] arr en_,B aumne jer NI\ R H\J B O Ne No ne es[] No O
3. NAME OF DECEASED First Middle Last 4, DATE Manth Day Year
{Type or print) ) OF
James Eglix Swindler DEATH August ]
5. SEX 6. COLOR OR RACE 7. Married¥®) Never Merried [ |8. DATE OF BIRTH | 9. AGE [ast birthday} [ IF 'JNhDER ‘DYEA“ ': UNDER 24 HR
Widowed (] Divorced [ - — Months Bys ours Min,
Wnite 7-13-188 80
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF B8USINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT CQUNTRY
during-mogt of warking life, even if ratired) 3
rarney None Humensville, Mo,
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE
Frank dSwinaler Liza Ralnes wita Jane Moller
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, or unknawn) | (If yes, give war or dates of service} -
o |7 rfo None Noval Swindler, Lathrop, Ho,
[ 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and {g). INTERVAL BETWEEN
5 PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
w = IMMEDIATE CAUSE (2) M&m‘a@m— —
[} > 3
o o
<L Q é ’
w a Conditions, if any, DUE TO (b)
= which gave rise 1o
%’ above c':usu d(a), /
= stating the under- . - — )
Iying " cavse. last, DUE TO {c) M AR . lf_AA...__*_
= PART Il. OTHER SIGNIFICANT CONDBITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IH. If decessed was '  female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
;J ]D Yes l J No ] 0 VUnknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
i PERFORMED O a o
u YES ] NO
& | THc. TIME OF  Meu}  Month, Day, Year |
a 1NJURY a.m.
; p.M.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [
(]
é 21, ) snended the decensed from /?59 to. /4 é ,/ and last saw hiEm alive un_z - _7 —— i/
o Death occurred at /_2 - | S d—' m on the date stated above, and to the bast »f my knowledge, from the causes stated.
—d . .-
8 5 27a. SIGNATURE (Degres or title) 726, ADDRESS 22c. DATE SIGNED
I " M -
73 § S <, e, g 3 “'6)
«Q Pla. . TION, | 23b. DATE 23¢. fNAME OF CEMETERY QR CREMATORY 23d. IOCATION {City, fown, or county) {51ate)
s| [TEl ™~ #Rai™ |, : D
z T 8-9-61 Alaen Ce unnigasn, Mo,
= < | 247 FUNERAL DIRECTOR L t Ho ‘Dﬂrf RECD. BY LOCAL REG. | 25. REGISTRAR'S SIGNATLRE
wi > h.I 0 -_—
= 5 Mogris D. Balley La - ?-—Q [P’ | Mary - peeasse
) I

{Licensed Embalmer’s Statemen?! on Reverse Side)




» .
. Lo )
- - ] - -
- STATEMENT BY LICENSED EMBALMER
. - Lt | 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. |

working under my personal supervision.

; N
Student Signed, )V'QM‘- /oyéd,ué |

Signature of Student Embaimer |

";\s>
ticensed Embalmer No. .«.(Z j:):f _
o R o T MEARE v I8 P. O. Address Y-—[ui’, . )m ,.i

- - - _\:4‘ - = o

H o \

. PR N
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revecation of license).
If embalmed by a STUDENT, he-also shall sign in his OWN handwriting. -
If this bedy is not embalmed, fact should be so stated above.




