THE DIVRION OF MEALIA UF MIDIVAIRI &

Dot | FLEBDEC 31956 STANDARD CERTIFICATE OF DEATH ° /e A0396
BIRTH KO. REG. DIST. NO. =59 _ PRIMARY REG. DIST. mb 2_..RegmrarJN~ 23

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decossed llved. If institution: residence befors |
a. COUNTY a. STATE b. COUNTY. ndinlmion?,
: vernon c_c- Miggoiri VYernon |
b. COI-[I;Y (1{ outzide corpurate limits, write RURAL nnd':iv:.mp] €. ALYE:LGE;’. pl?t]:) €. ng a, ]n.:]}l‘;‘gm[?w:dw% “““u‘:,,',’,'
own  Moundville 5 yearg TowN Moundville Ta BN
d. FH!.-IE';PT"I"\AMLEOORF (It not in hoapital or instivution, give streot address or loeation} . 'ASDTDRREEEJS (1L ryral, give locatlon) !
INSTITUTION At Home. At farm Home ! 0 D :
3. L!)qEAChéESOEFD a. (First) b. (Middle) c. (Last) 4, DATE (Month)  (Day) (Yw)s
. (Type or Print) 1\ Harvey T1lden Snyder pailovember 19 195
{ 5. SEX "6. COLOR OR RACE | 7. MIARFHEB réls\\;'gncrggnmso. 8. DATE OF BIRTH 9. AGE o rsan] o vcn lbm.l [Ty
, (Bpecif y. oni ays | B Min.
| M white | “HArried ¥ | March 15, 1903| ‘B¥™” ["%| P [
- 0a. USUAL OCCUPATION (Cifve kind of x. 10b. KIND OF susmsss OR IN- | 1). BIRTHPLACE .. . - )
:oudtginlmwti-nﬂdu igbieriiahie ol I DUSTR (Cicy axd State or Forsign “""Z P GUNTRYST WHAT
arming Own farm Stoney Foint Kansa
| 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
f . James T. Snyder | Elizabeth Wayne Mabel Margaret sSnyder
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 51GNATURE OR NAME AQDRESS
(Yu.no]:\;r wokoown) | (If yes, rive war or dstes of servics! NO. »
[s) None Mabel Marzaret Snvder Moundville, M
f 18. CAUSE' OF DEATH .. MEDICAL CERTIFICATION. INTERVAL BETWEEN
| _Enteronly onecauscper | |, DISEASE OR CONDITION _ ONSET AND DEATH
: Jine for (53, (by. and (& | DIRECTLY LEADING TO DEATH® (g) 7 Died in slee’r; 10 min,

ANTECEDENT CAUSES

*This doey not mean . . 1
the mode of dying, such Morbid conditiona, if any, giving DUE TC (b) —C—anarLJ'nfarOtlon ._3~.2;monihs

as hear! faitire, asthenda, | Tise to the above cause (a) stating ]
ete. It means the dis- the inderlying cause laal. .

i

case,injury, or complica- DUE 70 ) Aneurvem of left Ventrical.
tion tohieh cavaed d‘mﬂl. {1, OTHER SIGNIFICANT CONDITIONS s
Conditions contributing to the death but nof ’ u?o ’
related to the disease or condition cauting death. None '
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
, ves [ wo []
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY {e.x..lnorabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, {arm, fastary, street, office bldg., et}
HOMICIDE - R
21d. TIME (Month) (Day} (Year) (Hour) 21le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF . WHILE AT{—] NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify that I atiended the deceased from M_., 19 , lo _N_Ql._la_, 195_6_, that I last saw the deceased

alive an al death occurred at BATLY “n, from the causes and on the dale stated above:
3. SIGNATURE (Degreo or tilef} 23b. ADDRESS 2. DATE SIGNED
Wrsy Moore Bldg., Nevada, Missouri | 11-20-5
L] b, .
gy BURIAT CREWA | 24, DATE 15D0 | 24 NAWE OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (Biote)
’ 8 ¥ ~ .
Turiad. |November 21 Ivewt.on BurialPark Nevada Missouri
o E REC'D BY LOCAL | REGISTRAR'S SIG URE ' 25, FUNERAL DI RECTOR'S SIGNATURE ADDRESS
X R .
33 %W,Zé ? i Ferry .Funeral Home Nevada, Mo,

00 WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD ~—-r

(Ln:ﬂ:.nd Embalmer's Sulmun: on Reverae Side)




—

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
L o T 5 - T T , Student Embalmer No,.............

working under my personal supervision..

Student.....ooimnciiiiii i
Signature of Student Embalmer

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

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

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

PO




