THE DIVISION OF HEALTH OF MISSOURI

6842

Mo . 300 _ e )
wss | PULMAR 151954  STANDARD CERTIFICATE OF DEATH State Fite No
. . ,.S 5
1 . g
'BIRTH MO, REG. DIST. MO. _'21_2_ PRIMARY REG. DIST. m.l_Q_O_B. Regisirar's No.....%..:?;...;..l ..... "
. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosssed lived. If institution: resllence befors
0
a. COUNTY a. STATE NIO b. COUNTY sd.nimion).
b. CCI"IF;Y (11 outefde corporats Limits, write RURAL and ‘::r:.m " §T AEFI:E;I; DEI.'!:) €. ng 4.1 gle;ungm mmmumwm
TOWN S8t. Louis TOWN St. Louls =
d. FULL NAME OF (If not in hospical or Lostizution, give atrect address of location) (If rural, give location) }0 7
HOSPITAL OR . ADDHESS A
Neritorion Mo. Baptist Hospital Vo 3451 S. Grand Blvd, D
3.541_:%!\&% s%ra 8. (First) b, (Middle) ¢. (Lasty ry DA'||__'E (Month)  (Day} (Year)
(Typeor Printy  ALVIN A, . SNOWHILL DEATH  Mar, 2 1954
5, SEX D | 6, COLOR OR RACE | 7. '.h“,IADROFﬂ,EB glEgggcl‘gBRRlED.{ 8, DATE OF BIRTH Q-I‘AIGIE} (Ils:'e)lh l\: ﬁx.ﬂ! ID!'EM IF UNDER U HRS,
. {Bpaciiy] t ¥, ont ays | Hours | Min.
Mole White arried Nov. 3,1887 l l
10a. ”SUALOS_EEP‘;T,L‘:': ((Jh':kindofwork 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE  ((;0y vad Suate or Foreien Gountry) / 12, CITIZEN OF WHAT
ATESE o4l Pontiac Co.  |Winfisld, Kansas
138. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Amos Snowhill Sally Wilson Mildred F. Snowhill
5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yunql‘fl unkaown} | (1f yeu, xlve war or dates of service) RO.
o Mildred F. Snowhill 3451 8. Grand

I. DISEASE OR CONDITION

18. CAUSE OF DEATH"
. Enter only onecouseper

line for (a), (b), and (c) DIRECTLY LEADING TO DEATH'(aI)

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)

*This does net mean
the mode of dying, such

rize to the above catise (a) stating

as heart fallure, {a,
cart foliure, asthenla the underlying eause last.

de. It meens the dis-

case, infury, or complica- DUE TO (¢}

MEDICAL CERTIF!CATlON " . ¢ |g§§?¥:l—ﬂg%iﬂ |
(Bed.— Carcen 4 LB T a4 ;;iw..?__ ,

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ol
related to the disease or condition cousing death.

tion which caused deoth.

Pl Ziisd Prrscoreren =F

ot ke

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION -| 20. AUTOPSY T
! ! ves (w0 (J
21a. ACCIDENT {Bpecily} 21b. PLACEOF INJURY (a.g.,inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) ’ (STATE)
SUICIDE . bome, farm, faotory. street, offee bldg., wee.}
HOMICIDE AN : o . S
21d. TIME (Month} {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
\ WHILE AT NOT WHILE
INJURY m | WHILEAT[™] MoT whi 177X

, lo JLL 19_!:? that T last taw the deceased

, from the causes and on {he dale staled above.

2. I hereby certify th I atiended the deceaszed from _LJ_L
alive on _J.,Lhaj__ 195, and that death occurred al 2__3__-_ m.

3. SIGNATU (Degreo or tittef)

b, 'ADDRESS

23¢c. DATE SIGNED

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

#AR 1

195%°

ITRAR‘S SIGNATU RQ i |]l

F:nba met"s Smemmt

o—ds:cn(ﬂﬁ&( s 890y~ Woiloog bt |3/3/5F
24s. BURTAL CREMA- | 24b. DATE Z4. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (DIty, town, or county) (Btate) -
. {Bpedlly) .
Removal — Mar.5,1954 |Rs surraction Cen., St, Louis Co. Mo,
DATE REC'D BY LOCAL FUNERAL DIRECTOR'S 81 GNATURE ADDRESS

riegqbauser 4228 S,Kingshighway El.

e —



v STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was em

working under my personal supervision..

AN, CA et pann -

Student..cocviieiiiii e iiiiscsiseanaaeanan
sed Embalmer No...g.i

Signature of Student Embalmer

P.O. Address .....................

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

17 this body is not embalmed, fact should be so stated above. )

Lo A
. . T
”. . - P el s




