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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

3

.

N

» BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

FILED DEC 4- 1959

—

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 I8 PRIMARY REG. DIST. m.w R.,.,.m,m’_ﬂ,,lzzg

surr rie v 31194

1, PI..ACE OFEATH
. n. COUNTY

2. USUAL. RESIDENCE {Whare decomsed lived. If institution: resideoos befors

a. STATE b. COUNTY
. ::Missouri

b CITY, ( caetis £0rponste Entamciits BTRAL atxd give <. LENETH OF

- e CITY mﬂmmammmm:

L2 ITT
o

: ip) | STAY (o ihie placo)y]. OR -
TOWN Saint Louis T 3 weeksﬂm WWN ;.. Saint Louis
d. FULL MARE OF (If ot in basiial o imtiuticn. ive strect address or location) 1| / d. STREEX. - ' rurat, cive location)
HOSPITAL ADORESS -
* INSTITUTION M{ sgouri Baptist Hospital Mil&lﬁtr_e_et
3 gé:: EE 5%!:) a. (First) b. (Middle) ¢ (Last) 4 DS}'E (Month} (Day) (Year)
(Typeor Printy  ALMA: L SNYDER OEATH Nov. 24, 1953
5, SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (I years| If UKR 1 YOAR | ©F UNDER b0 WA,
IR WIDOWED, DIVORCED (Bpecify) laat birthday) |} Months} Days | Hours | Min.
Feiale ! | White Never Married — |July 31, 1879 |74 yrs | |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or toreign sountry) 12, CITIZEN QF WHAT
done during moat of working life, even if retired) DUSTRY J COUNTRY?
ler estern Union Champaign, Ill. / r
b3a. FATHER'S NAME 13b, MOTHER S MAIDEN NAME 14, WAME OF HUSBAND OR WIFE
John S. Snyder ary Jane Baer -
15. WAS DECEASED EVER IN 1J.5. ARMED FORCEST t6. SOCIAL SECURINTS’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Vam 20. e voleens) i (U yemgive war or dates obamewian)

489-07-4546

Rev, Emil C, Hartmapn, 4441 Westminster

. Enter only onecatse per

8, CALISE OF DEATH .
1. DISEASE OR COMDITION

line for (a), (b), and {c) DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES
Aorbid conditions, if any, giving DUE TO (b}

rise to the abore cause {a) slating
the underlying cause last. . -

*This does not mean
the mode of dying, such
as heart fallure, asthenia,
ee.” It means the-dis-
case, injury, or complica-

DUE TO (c)

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

tion which caused death.

Conditions contributing to the death but not -
related to the disease or condition causing death.

1i. OTHER SIGNIFICANT CONDITIONS: =~ | ~ <

19a. DATE OF OPERA-. | t3b. MAJOR FINDINGS OF OPERATION N } v L : -20. AUTOPSY?
TION o s
| ves [1 o B
2la. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g..inorebout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE - home. farm, fastory. street. office bldg..s1a.) . s -
~ HOMICIDE : P
21d. TIME (Month) {Day) (Year) {Boun 21e. INJURY OCCURRED | 2If. HOW DID [NJURY OCCUR?
WHILEAT NOT WHILE
INJURY: -1 WORK ' AT WORK ’ 5’7X

1953 Z&'LL_J.._ 1952 that I last saw the deceaced

27 hereby certify that I attended the deceased Jrom 2&7_£
alive on. 21t . R L 19:52  and that death occurrd at __ 5 A+ m., from the causes and on the dale staled above.

NATURE . 0 {Degree or title} 23b, APDRE‘.’?S 23. DATE SIGNED
774—.:,%_ @Md B - | 6258 oad. Vi, 2583
TION REM(‘)\\;-ALC;‘ 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty. town, or county) _(State} .
tion Nov. 28 1953l Yalhalla Crematory L‘_.ai nt Louis County, Missouri
DATE REC'D BY LOCAL | REQISTRAR'S SIGNATURE 25. FUNERAL CIRECTOR'S 5] GNATURE ‘AbORESS
NOV 27 1 (?V TRUTH CENTER MORTUARY, 4700 Washington Ave.

(Licensed Embalmer's Statement on Reverse Side)
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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 aeeeemnen.e.

........................ , Student Embalmer No.

working under my personal supervision.

Student civesrssaceraamuranasansnnonnonanas
Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
the above constitutes grounds for revacation of license.)

* H this body is not embalmed, fact should be so stated sbove. ' v '

(Failure to comply wi

1



