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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BuneAvU OF THE CENSUS

FILED FEB 20 1

Registratlon District No.__

THE. STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No_s_gll__

State File No.....! 42. 5.8...........--.
Registrar's Na......_.z_é_g ..........

1. PLACE OF DEATH: s
County..... Carroll.noc, . ravs o

a) County CHELTOLLIton

(b) City or town

{1 outsids city or town limits, writs "RURAL" nnd nama of township)
{r) Name of hospital or institution:

South Side Hospital

(If not in hospital or i ion, wWrila streat ber or location)
(d) Length of stay: In hospital or institution v
pocily whel
In this community. 6d ay 8

years, motths or days)

2. USUAL RESIDENCE OF DECEASED: =
@ saes. MAsSOUrL oo Livingstonﬁ
() Clty or town Chil'lico't'b'e 4 /

(If quusido nu.y or town limits, write “RURAL"}
1525 Bry
(d) Street No 2
(um-l. £ive location) 4
{e) Citizen of foreign country? Lo (Yes or No)

If yes, name country.

3. (s} PRINT

FULL NAME Minnie Snodgrasg

3. (b If veteran, 3. {¢) Social Security

No.

nAME War,

MEDICAL CERTIFICATION

wday. ,/ -5 % hd

hinute

20. DATE OF DEATH; Month,

%

houw

William Snodgrass

16. (a) Informan
Address Chillicothe,Mo
. (g lvoburial (5)Date thereof 1-18-47
(Bozial, crematian, of removal) (loah) (Day) (Year]
(©) Place: busial or cremation.. L, lymcuth

18.- (z} Signature of funeral directof,;

s

(8} Adfresy .. Brayapsr o o
19. (@) Tmi_S- ® M,M Ah__

F 21. T hereby certify that [ attended the deceased from...._ . S e
5. Color or (a) Single, widg 4
fomdie | 4 yn gy o =g prey : il S 15 127,
X 1 race. roed. e |1 that T fast saw WH“ [} A ol R .19 Z
6. (b) Name of husband orwife.._.________... 6. {¢) Age of husband or wife if || 20d that death occurred on the Duration
W j- l 1 i am S nod é‘r ass alive__ 2% vears Immediate cause of death_ &%
7. Birth date of deceased Y. l.llV N 1669 _____________
{Month) {Day) (Year) > / g
*
8. AGE: Years Months Days if less than one day Due to.. M %WA“_&_
o~
775 5 ld hr. min b
_ ue to
9. Birthplace, . 2 AW Missouriy
i - R (G?j: tawn; or oounl.i)f — 7 (Stata or forelgn comntry),_f| = - " =
N SEW [=] Other conditions.
10. Usual ocenpation ou s v (Include preguancy within 3 months of death)
11. Industry or business - ) PHYSICIAN
Major ndjngs —_—
g 12. -D C’-nie 1 R £t Johnso - R Of gperatiopa.... : ‘,\ l" Underline
ey - Ky / \ d-\ the cause to
& {13, Birthplace__— ) @ forsi ) 1" which death
1y or county) tate or foreign conntry’ Of aut e should be
5 14. Maiden name Unknown g o ‘ ity
tistically.
S 15. Blrthplace U nKnO W . v 22, II death was due to external causes, fill in the following:
= {City, town, or county} (Stata or foreign nnm}:l'y)

(a) Accident, suicide, or homicide (specily)
)]
(¢) Where did injury occur?

@

Date of occurrence

(City or town) {County, {Sial
Did injury occur in or abott home, on farm, in industrial plaoe in public plaoe'.‘

. e Goenfnrpnnfvhtﬂ
While at work?_ {e) .

23. Signath.n:.. -

Address..... /¢t

{Data received local rexistrar) {Rexistrar's g Y

{Licensed Embalmer's Statement on Roverse Side)




RECEIVED
Jdistrict Health Officer N, 8

istrict Filg Numbar

Pate Filod _____J - ..?_;é]-

Sogr-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emtbalmed by me, or by.

Registered Apprentice No

working under my personal supervision,

P. O. Address. Br'a.y mer, Mo

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 this body is not embalmed, fact should be s0 stated above.




