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'FNK—MAKE A PERMANENT RECORD

»

WRITE PLAINLY—USE UNFADING BLACK

P

DE‘PARTMENT OF COMMERCE
BurgalU OF THE Cmgvs gﬂ
LED MAR 2

Reglstration District No.i_li..i.._._.__.. Primary Registration District

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

2469

& 4

State File No.

Regisirar's No.

No..w.ﬁ3__._

" (¢) County

1. PLACE OF DEATH:
Sullivan
Jreencactle

(If outside city or town Limits, write “RURAL" n.nd name of township)
{¢} Name of hospital or institution: /

{¥) City or town.

2. USUAL RESIDENCE OF DECEASED:
Higsouri ® Coumty.otllivan
_Greencestle

(If outaide city or town limits, write “RURAL")

prar-)
2)

(a) State

{c) City or town......

{If not in hospital or institotion, write street number or location) (d) Street No. (If raral, give location) D

(d) Length of stay: In hospital or Institution
o P {Specify whather (#) Citizen of foreign country? N 0 (Yes or No)g
In this community......
years, months or days) If yes, name country
. . MEDICAL CERTIFICATION
ol pRNT Nancy Finis Snyder jr
- 20. DATE OF DEATH: Month.M_...day /
3. (& If veteran, 3. {z} Social Securlty
hour. minute M

No.

nAme War.

ymr-—#ﬂf—’?

I hereby certify that I attended the deoeased from.

21.

F / 5. Color or 6. (a) Single, widowcd.'z}nmﬂed. , 1 } ton e e 194_
4. Sex race divareed W 211 that Ttast saw h_%,_auveou.Z;; { "& . %(_ &
6. (b Name of husband or wife.....occceersoeneme—eee 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. Durat
v ralion
alive veeeeeeeenn... YEOTE Immediate cause of death
. ) . Pl
7. Bipth date of deceased Sept 5, 1886 e It ol AL, AP | ..
R X . {Manth} {Day) (Year)
8. AGE: Years Months | Days I less than one day Due to
30 2 10 L)
N hr, min rk‘
" s - / Due to ™ 1
9, Birthplace D vl 1 le I Qwg . h ﬂ u
Se . -{City, tawn, nrouu.nl.y] __(Seate or foreign conniry) T A 2 V\/]_X’
. Housewife Other conditions
10. Usual occupation (Inclod ¥ within 3 months of death) [¥
i ‘. _ + '
11. Industry or busi i PHYSICIAN
. or nndings:
a 12, Name J on Sth an B L Sh on I bf operations...... _;W Underti
T \ P 3 o p P e e - A el L Lo nderline
2. e, SOTIREL LN, MoBS. o f e e el
- - 'WhlC eat
<G or eaapty) . : fornign country) M/
2 14, Moaiden name. AN B er Wr {1 BRg O Of autopsy..... A g st
& — Gerretsville, Qhio / : - .....ltistically.
= 15. Birthplace TR P———" Ty rm— Amsrp 22. If death was due to external causes, fill in the following:- - -
6. (@ Toformant . M {a} Accident, suicide, or homicide (speufy)wm_m_m_
(8) Addx;asa - (¥ Date of occurrence. —-W
17. (a) Bur ial (3) Date thereof. Mar 15 N ' 4 H (¢} Where did injury occur?. @7?%? o
¢ " : T ¥ ~
(Burial, crematida, or removal) (Montk) (Day) {Vear) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or cremation Greenc‘a's‘tle 3 H0 .,
18. (a) ngnatu.re of funeral director, ,_ " S
® Adqu Green City, Mo, , . ...

19. (a) —.

(Dul.emrved Iouhg ® ( (Remtrnr sumtm)w
sta

y 7 (Licensed Embalmer’s

tement 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 embalmed by me, or-by

, Registered Apprentice No e

working under my personal supervision.

P. O. Address.. . A&t A M

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

"+ Jf this body is not embalmed, fact should be so stated above.



