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1. PLACE OF DEATH;: 2: USUAL RESIDENCE OF DECEASED:
@ Coini.— HOPOR..... @ s MLSSOUFL ) cousBoone___ /9O
t town N
Y O ¥ cntaidn ity an town Lsion, write “RURALF and muras of 1omasbip) (¢} City or town...... Columbia j
(¢} Name of hospital or institution: (1 outside city or Lown limits, writs * RURAL"} Sy
Boone County Hospital /) @ screct Mo 108 Park Hill ..
(If not in hoepital or institation, write strest b (If rural, give location} -
(d) Length of stay: In hospital or institution No
{Specify whother {¢) Citizen of foreign country? = {Ves or No)
In this community,.
years, monihs or days) - If yes, name country... ... -
MEDICAL CERTIFICATION
3. (o) PRINT
¥ull NAMR......... CARRIE SNEDEKER
PRTRT o e s 20. DATE OF DEATH; Month . APTil
. veteran, . (e cia urity
N year. 19’45 hnur_____._________,S_._._. -
name war. o
21{. I hereby certify that I attended the deceased i1 f
Femal . Color (:;rqh 't 6. {c) Single, w-is"o;ed. married, ;9#{ g M/C_{l_z&_._, 19.2‘_{.-
. , T
4. sex f€MALE race. ite dworoedw--—dgﬂgd -~ || that I last saw hwalive on ,;L ? w0 fCT
6. (b) Name of husband of wife-.c.—ervee 6. () Age of husband or wifg If |§ and that death occurred on Wyteﬂ above. Duration
Ephraim O, Snedeker AliVe o years || Immedigge cause of death
7. Birth date of deceased 2 - 9 - 1869 M& 2 %{ gd&{ 4
(Month) Day) (Youry // .
8. AGE: Yeara Months Days If less than one day Due to...... (T TEA T L
. ﬁ' 7
76 2 19 hr. min / / 4 .
B R - Due to \\
5. Bithplace . DY CGAMOTe _._Ill;.ng_:m..__l_.. P
{City, town, or couaty) {Stare or foreign country) [ v h f u
. Other conditions... f
i0. Usual occupation At Home {Includa pregnancy within 3 months of dealh) M 7 v
11. Industry or businesa OPTYT ST y / N PHYSICIAN
. jor findings: —_
B( (2. Name_..Syivanus Chapin Hale. .. / A e I e7 J Vi g
& nderline
2\ 15. BirpiaceEaSt Windsor .Vermont. .. . V2 W the cause to
(Ci , OF Co (State or foreign country) Of autopsy : [T should be
§ 14, Maiden name. .. Kl%i vg Weeden aute R4 \ chargedsta-
. . tistically,
= . Bast W
g 15. Rirthplace. (Ciutw'uj.;nfuigr (S‘Liﬂi{:}mm!“) 22, If death was due to external causes, fill in the following:
16. {2} Informant Mrs . Frank Scott - (a} Accident, suicide, or homicide (specify)
® Address.. COLUMbIE, Mo, {6 Date of occurrence
17. (a) ,......,...,B..ur}._al__. _____ B Date thereof. J_l,-_.-_3.0— 5 {e) Where did injury occur? (City or town) {Connty) State)
) (Burial, crematics, of ramovel} A (Mdath) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or cremation..._.,L_addonia.,'.._MQ._.,______. ez
- t f pla
18. (a) Signature of {funeral direct L0 - - £11 Wlnle at wotk’ (sm?.f’ (“)” e u)of injury. e
(8 Addrm Columbia, 123. . M &/
23. N (M. D. ovottrery
1. (@) F o LG 450 m AL _g Jﬁ.éfj. 1 P 5
(=) (Dato ruzg: julrnr) (Bemlraru:mtm) Addrem 41_&1/; ... Date signed . /Y 5’"
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{Liccnsed Embalmer’s Statement on Reverse Side)
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. STATEMENT BY LICENSED EMBALMER . : T
[ P . 2t _!

_ L hereby certify that the body whose narhe is recorded on 'the Feverse side of this certificate was embalmed by me, or by — K ', .

working under my personal supervision.

L:censed Embalmer No........

' ‘ ] P. Q. Address... ‘@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constuutes grounda for revocation of license.)

(Failure 1o comply with

If this body is ot emba]med fact should be g0 stated above.
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