IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

=60~035512

STATE FILE NUMBER
tI;EEDD Vg QGImloBDJﬁﬁQa O?a ? Primary Registration District No. _-?_Qﬁi___-kagiﬂrar'a MNo. ___é_?__@_____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. Lf institution: Residenca before
a. COUNTY MaI‘iOl’l a. STATE Mo . b. COUNTY Marion admission)}
k. CITY (If ovtside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C(I)'I"‘Y insice Limits
TOWN Hannibal T yr TOWN H’annibal Yes BF Ne O
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS
INSTITUTION 2005 Market st Yes3g@ No [ 2005 Market St Yes [1 No ¥l
3. (I;AME OF DE)CEASED First Middle Last 4. DA;:I'E Maonth Day Year
ype or print, .
Walter Raymond Snodgrass | oam 10 = 1 = 1960
5. SEX 6, COLOR OR RACE Married Never Married [] |8. DATE OF BIRTH | ¥- AGE (last birthdsy) |IF UNhDER 1 YEAR | IF UNDER 24 HR
g Widowed Diverced [] Months Days Hours Min.
Madle White 7=15=86 74
10a. USUAL QOCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| "11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNIRY
durlng ost working life, even if retired)
Bric son Ralls County, M . USA
132. FATHER'S NAME 13k, MOTHER’S MAIDEN NAME 147 NAME DF HUSBAND OR WIFE
William H. Snod grass Sarah R. Dyer Nell Snodgrass
15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. {17, INFORMANT Address
{Yeas, or unknown) [ {If yes, give war or dates of service) - -
Ko I 490-07-9045 | Riter Snodgrass = Hannibal, Mo,
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and {c). INTERVAL BETWEEN
E PART ). DEATH WAS CAUSED BY: ' QONSET ANf) DEATH
= IMMEDIATE CAUSE (2) M w Aa.m?g&/ ’ 26
3 ]
(o]
Q N
a Conditions, if any,]  DUE TO (b} WM 2103 yrs—
which gave rise to v
abeve cause [a),
. stating the under-
lying ceause last. DUE TO (5)
F4 PART 1. OTHER SlGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not_s related 1o the terminal PART NI, If deceased was femasle was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
3 Prostates £, [T ] Bre [ O o
E 19. WAS AUTOPSY 20a, ACCIDENT  SUICIDE OCCURRED (Enfer nature of injury in PART | or PART Il of item 18.)
= PERFORMED? a- (]
o] YES ] NO[J
& | 20c. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
; p.m.
20d. INJURY QCCURRED 20e. PLACE QF INJURY [e.g., in or about home, | 20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
] r
21. | attended the deceased fro . nd last saw him alive OH—W—__
. Death occurred at 11 50 P m on the date stated above, and to the best of my knowledge, frah the causes stated.
. (Degrea or title) 22b, ADDRESS ' 22c. DATE JIGNED
= . lool
z BU L. A 23c. NAME OF CEMETERY OR CREMATORY LOCATION (City, town/ or county) T
0 REMOVA[ (Speclfy)
£l Burial 10-4=1960 Hydsburg Cemetery | Hannibal, Oe
< | “24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGISIRAR fSIGNATURE
% 7z / / M
=] Clark F - Ide 9/ 2/& 0 b2 £,
(Licansed Embalmer’s Staternent on Reverse Sisls)- .




STATEMENT BY LICENSED EMBALMER

1 hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed byf

or by Student Embalmer No.______ |

working under my personal supervision. /
Student Signed ///é_.
Signatyre of Student Embalmer

Licensed Embalmer No.___ "= | 4217

P.0O. Address_Hannibal, Mo

MNofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cg
with the above constitutes grounds for. revocation of license). . .
If émbalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

.




