THE DIVISION OF HEALTH OF MISSOURI

.300
STANDARD CERTIFICATE OF DEATH
« | FILED OCT 29 1956 e
BIRTH NO. REG. DIST. NO. 42 PRIMARY REG. D1sT. wo. _ 1000 Registrar's Novoo o L1 B 5
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. 1M inatitution: resilence before
a, COUNTY Al .8, STATE b. COUNTY adintwion).
7‘ Buchanan Missouri- - Holt
b. CITY (i outoids rate Umits, write RURAL and gi . LENGTH OF c. CITY . ;
R outride corpurats ts, write R ‘ a 1.::1:.1:19) §TAY in thia place) OR d. I.ggigggm«gﬁ%wmf&g .
TOWN St. Joseph yrs-9mog TN Oregon =0 o
d. FULL NAME OF (If not in bospital or institutlon, give atreot addres or location) o STREET (I runal, give location) ‘-PU
HOSPITAL OR ADDRESS _ i
INSTITUTION State Hospital #2 Connty Home ' /
3. NAME OF . {First b. (Middl ¢, (Last
OIAME OF &. (First) ¢ e} (Last) ( 4. DATE (Month) (Day) (Year)
{ Type or Print) CORA MAY SNIDER DEATH OCT, 18.19586
5, SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs} o UKDER 1 YEAR | & UNDER u mas.
. WIDOWED, DIVORCED (fpeciiy) P last birthday} Monlh-' Days | Hours | Bin.
female white never mar 2 ? 1872 84 .. ' __ I
102. USUAL OCCUPATION {(Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - : 7 (112 CITIZEN
dona dyring most of working ife, even I retired) | - DUSTRY (City asd State or Foraign Country) s COUNTRYS HAT
ousewor home _ Forest City, Mo, USA
13a. FATHER'S NAME ’ $13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
' Joan Snider . Mary Shambaugh none
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY |17, INFOﬁMANT' S SIGNATURE OR NAME . ADDRESS
(Yes. no,or unknown) | <If yes, give war or dates of service) NC.
no none Geopga Watson, Sheriff OrQ%Pn ko
18. CAUSE OF DEATH - MEDICAL CERTIFICATION i ERVAL BETWEEN
_Enter only ouecsuseper | |- DISEASE OR CONDITION ] ONSET AND DEATH
Jine for (a), {b), and (¢) | DIRECTLY LEADING TODEATH" (5) _ngzp_caLdJLLs <chronie

*This does not mean ANTECEDENT CAUSES

the mode of dying. such | Mortid conditions, ¥ any, pioing DUE TO ) —_Bronchial pneumenia— 1 week

a8 Beart feilure, esthenda, | rise to the abose cause (o) statlng

e, It means the dis- the underlying cause last.

ease, infury, of complica- DUE TO (c)
tion whith caused decth. | 11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related Lo the disease or condition causing death.

QW WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMAXENT RECORD

13a. DATE OF OP_FIFgN 19b. MAJOR FINDINGS OF OPERATION : 20. AUTOPSY?
Ao2.2. | v wkd
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.x..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE homs, farm, lactory, sirest, office bldg.,sto.) .
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
OF WHILE AT [—] NOT WHILE '
INJURY = | “wWoRrk AT WORK
22. I hereby centify that I attended {he deceased from QCLW 0Oct 18 | 19 56 that I last saw the deceased
alive on _Ct‘_lg...., 19.5_Q, and that death occurred a H m., from the causes and on the dale siated above.
23, SIGNATURE . (Degree or titleb 23b. ADDRESS L3c. DATE SIGNED
,g, ot de—ste PH 6 State Hospital #2, Cityv 1/4-28-%C
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
TiON, REMOYAL (Bpesity} F C . M
uria Pct 20,19 Foreat City Cem. orest CLity, Mo,
f.g DATE REC'D BY L%CEAL REGZETRAR'S SIGNATURE ﬁ NERAL DIRECTOR'S $IGNAJURE ADDRESS

{Licensed Embalmet’s

ol ta

ement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

DY ME, OF DY Lottt i st rr e eaeeeeesseseaiareaaeaaaanan

working under my personal supervision..

Student...cooiinnn it e
Signeture of Student Enbalmer

¢ P. O, Addressg Lo 4 - 71

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {F
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this body is not embalmed, fact should be so stated above. R




