THE DIVHION OF ReALTHR OF MISSOURL 41 416

Ko.300 ,
v HEDUEC 20 1059 STANDARD CERTIFICATE OF DEATH State Fte No
TBIRTH NO. __ REG. DIST. Mo, /%0 priuary mec. 01sT. 0. S0 . Repistror's Nowo T E o .
1/5-/ I. PLACE OF DEATH ) 2. USUAL BESIDENCE (Where decesssd Uved. If instiictlon: residesocs befors
» COUNTYHoward s STATE Mi{ ggouri b. COUNTY Howapd *desmioo.
@ b. CITY (I outaide corpurats limits, write RURAL and give ¢. LENGTH OF ¢. CITY (I ouseide corporate Umits, write BURAL anJd give towrahip) I
QR STAY OR -
Town Fayette el STEY @ S Arms trong et S-
d. FULL NAME OF (If not in hospdtal or instisution, giva sirect address or location) d. STREET (If rural. give location) "
OSP| 3 . :
Wermorion lLee Hospital ADDRESS
3. NAME OF 8. (First) b. (Middle) ¢, (Last) . 4. DATE (Month)  (Ds,
DECEASED . o ) (Year)
(Tepeor Pty d€Iferson Davis Snoddy ' o Dec. 9, 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVERCIEARRIED. 8. DATE OF BIRTH 9, AGE (Invo)n- | o Yoar | ¢ Untem u g
tiale (O | White MW | 6 /8 /1863 SR M) o | R | 2
10a. UgUAl. OCCUPATLON (le‘-ktndoat;:l;' 10b. KIND OF BUS!NESSDCL)ETIRN‘E 1. BIRTHPLACE (State ot torcign oountry) : 12, CITIZEN OF WHAT
ing m . i .
T L v - S Owner Hovard Co. Yo 2 AR
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSRAND OR ¥IFE
Samuel Snoddy Susan Harvey |  Lelia Walkup
:15{. WAS DECEASED E‘;IER IN U.S. ARMED F?R:ﬁES? 16. SOCIAL SECURkT("JY 17, INFORMANT' S 51 GNATURE OR NAME ADDRESS
ea. 0o, nown) l yes, pive war or datea of & jon) NO?’le . Sam Snoddy_r?Ol I\"Iaple-lﬂdepeﬂlq,e“ce
N
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecousoper § 1. DISEASE OR CONDITION 1 - ~| CNSET AND QEATH

line for (s), (b}, and (c) DIRECTLY LEADING TO DEATH*(g)

*This does not mean | ANTECEDENT CAUSES

the mode of dying, such |  Aforbid conditions, if ang, giring DUE TO (b) /JA—'
a8 heart faflure, axthenia, | rite to the abore cause (a) dating

ee. It meons the dig the underlying couse logt,

ease, infury, or complica- DUE TO (c)

tion which couted death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death tut not
related Lo the dizease or condition causing death.

L et A

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ 20. AUTOPSY?
TION 3 a Jv
, X ves [ o X
2la. ACCIDENT (Bpedity) 21b. PLACEOF INJURY ta.g..tnorabom | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, . homs, [arm, fastery, sirest, o8 on bldg., e30.}
HOMICIDE
214. T(E,?E (Moath) (Day) {Year) (Hou) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[™] NOT WHILE
INJURY = | worx L] AT WORK
2, I hereby certify that ] altended the deceased from LZ‘Q—,Z—, 19.5_.&, to M, 183"/, that T last saw the deceased
alive on , 1987 [, and that death occurred at/_é_z‘fﬁ m., from the causes and on the date stated above.
2. SIETT] & c ) 0 mz% 2. DATE SIGNED
<7 ) 54 oﬁ

V.
2a BORIAL, CHEMA 24z, NAME OF CEMETERY OR CRI?&ORY 2447 LOCATION (Otty, town, o1 county)
IR AT "7 |12/12/51 Walnut Hil) YerfeteryiArmstrong, ~ Mo :

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUR 36 -3 ER OIRECTOR. 8 ATURE ADDREAS
a5 7?7% 7{4,4%.5&, - 0 Fayette, Mo

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

(Licensed Embalmer’s § Reverse Side)




RECEIVED/m®-@-</
DISTRICT HEALTH QFFICE No. 3
District File Number . _________

Date Filed /& - L7 -5,

- S .- .

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, T4 Fam. cccvne..

. .. Student Embalmer No..uweernas tees s raans
working under my persona! supervision.

51gned..vescaresonsiorsosssorssrsrnnnsrnss ;Llcenaed Embalmer No 5(5.’/0

Student Embalmer
n P. Q. Address.sgi etk

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW G. (Failure to comply
the above constitutes grounds for revocation of license.)

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