. Haslth,
& Walfare
. Public

h Service

i Doctor, coronar, ote. must use only standard nomenclature in item 18. Mo symptoms will be listed. All

~4)

Coroner connot certify to o death due to naturel causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casuvally related.

Lo

FILED MAY 29 1987

STAN DAI?
Registration Distrietr No. .%

TRE DIVILIUN UF FEAL IH UF MlaaUURI
CERTIFICATE OF DEATH e

... Primary Registretion District No.B_.Q_%_B ——— Rugutrur s No/ g&

U1 /7389

STATE FILE NUMEEH

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceosed lived. If rn:!i!uhon Resld.ﬂ:. bef
. COUNTY a. STATE . b. COUNTY4 a m.:,?')
° Marion Mi ssourd- - Marion
b. CITY (Il autside corporate limits, give TOWNSHIP only)| Inside Limits e. CITY Inside Limits
OR OR
TOWN HBannibal YosGp Moo Town  Hannibal Voqll NpO
<. Egls.ll;l_f;:g%gl: (1 NOT in hospital, give location)|Length of stoy in 1b d. STREET {l{ outside, give location) 6\&%1;@“
INSTITUTION a4 ] §{ zahath HasniHal ADDRESS 408. North Street 230 Nog
1. NAME OF Firgt Middle Laat A DATE Month Day Year
DECEASED OF
(Type or print) BOWARD , E SNODGRASS DEATH May 10,1857
) X F UNDER
5. SEX )6. COLOR OR RACE 7- MaRREED [ NevER MaRRiep | 6 DATE OF BIRTH |9 }\utitzgi{_:}nzza;)l 1:{:.:‘». ID‘::R ]F’:J‘:I:fit zauu:,!‘s.
Male White wivowep [] oworceo [} December 20,1888 88 41 20 ]
‘110a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY 1. BIRTHPLACE (City and atate or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, ecen if retired} . /
| Retired,Letter Carrier| IL.S. Plainville I1llinods 054
13, FATHER'S HAME 14. MOTHER'S MAIDEN NAME
Thomas Snodgrass Senrietta Clark
15. WAS DECEASED EVER IN L. 5, ARMED FORCES? 16. SOCIAL SECURITY NO.[)7. INFORMANT Addreas
(Fer. no. or unknawn! | (If ves. give war or dates of service)
No None None M ard & a
18. CAUSE OF DIATH [Enter only one cause ine for (a), (B). an} (ch.] \ INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ; j | e O’ Y. 5 ONSET AMD DEATH
tMMEDIATE CAUSE (g) et 2

whick gare ris,

abgue couge (2),
sating the under-
tying cause laat.

Conditions, rjcmv, DUE TO (8) MMLA m "M—’Mﬂ- 49—&
fo
DUE TO {c) ‘W M‘M

T4

JAre—r

z
= PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) 8. WAS AUTQPSY
= é PERFORMEy
3 /é X ves[] no
E 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. ({Enfer nafure of infusy fn Part Tor Pare 1 of ifem 18.)
§ O O 0
) 20¢. TIME QF Hour  Month, Day, Year
o INJURY @, m. .
E pP.m.
E | 20d. INJURY OCCUYRRED 20¢. PLACE OF INJURY (e. ., in or abou! home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE G jurm factory, street, office Mdp efc.)
WORK AT WORK DR |
2l. [ attended the d mmﬂ- A — gL/ , o W A\ and last saw him alive an ~f 7
Death occurred at - 1@- 25 P m on the date stated abov/cnd to :he beat of my knowledge, from the causes atated.
4. SIGNATURE 77 Y (Degree ‘,?,,,) CAab. o 22¢. DATE SIGRED
AAatte7A M : /Kw S—//-5)
23z. BuRIAL, cagnirm‘. 2357 TATE 23¢. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, or counly) (State)
REMOVAL (Specify . A
) 5/18/1957 bBowling Green Bowling Green Missourt

DDRESS

23 1 n
24. ;R-bm:cmn

Hannibal M1 ssof

25. OATE RECD. BY LOCAL REG.

ri§ /757

. REGISTRAR'S,SIGNATURE

{Licensed Embalmar’s Statement on Reverse Side)




1Y - .

RECEIVED ¥AY 2 1 1559 T
MARION CO. HEALTH DEPT, |
DATE FILED_MAY 2 1 4387

. ' STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, or by .. ooiiii i U TR RUPRRR

working under my personal supervision..

Student....ocoeeel il s reaeevrranen
Signature of Student Embalmer

Licensed Embalmer No... 3814
. ' P. O. Address .. Hannibal Mis

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




