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1949 1o Feb, 4 | 1849  that 1 last 561 the deceased

A12:32Pm., from the causes and on the date stated above.
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% b. CITY (It cutaide corpurate Umits, write RURAL and give §T I:FNGTH OF c. CITY (If outdde corporate limits, write RURAL and ‘iv. townahip) ~ ‘Z—
- townabip} {in this place) . ) .

S oW Springfield:. §' Bay TGN Springfield, . . :
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2 st ' ) 28T ’

o INSTITUTION O'Reilly VA Hospital { West Page Street D
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) { Twpe or Print} WILLTAM SNYDER DEATH  Feb, 4 1949
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=4 dmdmﬁlmutd]l: Ho.wmﬂuﬂnd) DUSTRY COUNTRY?
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[ || & cavse oF peath MEDICAL CERTIFICATION THTERVAL BETWEEN
2 || Enteronlyoneesusmper | 1. DISEASE OR CONDITION ONSET AND DEATH
Z | imetor (s, (b), and (¢ | D'RECTLYLEADINGTODEATH*(5) Cerebral apoplexy, _ 20 hrs,
F] *This does nat mean ANTECEDENT CAUSES
O {| tae mote of dping, sueh | Atortie onditions, if any, giing DUE TO (b) _Aﬂ&riﬂsclemaiﬂ_,_generallzed-

- ar heart fellure, asthenia, | rise to the above cause (o) dating
-] de. It means the dip. | the undevlying canse lust. .
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g . | A ves X wo [
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{Degres or title) '1!3?j IAﬁDR_ESS VA H . tal Bc)l'l'E SIGNED
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24a. BURIAL, CREMA 24b. DATE 24c. NAME OF CEMETERY [ (Sm'r.a)
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STATEMENT BY LICENSED EMBAILMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ‘
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Student Embalmer
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Note: The above MUST BE- SIGNED BY THE LICENSED EMBALMER: in-his, OWN, 1/ ]
the sbove constitutes grounds for revocation of license.) -

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




