THE DIVISION OF HEALTH OF MISSQURI

28-043028

{&:}; STANDARD CERTIFICATE OF DEATH TR -
 Service .. R 1q%glsnuhcn District No, ___. 3.-5'_'_!. _____________ Primary Registration District No. Ne. .Hmé__!.-.z _______ Registror’ s No.. i % uuuuuu
1. PLACE D‘F'DE-ATH 2. USUAL RESIDENCE (Where deceased tived. |f institution: Residance bafore
. 300 | e CONTY @v111%van o STATE Miggouri > COUNTSullivaaﬁm.mn)//
1-57 b. CITY (I outside corporate limits, give TOWNSHIP only) | Inside Limirs .. CiTY ] &6 S0 Inside Limits
10w Green Castle Yes () No (] o Green Castle Y1 el Ne[d
- Egls_'l;l_l;lAAt‘lEogF (If NOT in hospital, give lecation) | Length of stay in 1b d. iTD%%EE.IS’S (I outside, give location) Reside on Farm
INSTITUTION Home 34 yrs. No street address | v nXJ
3. (NTAME ,?F,?,Efe“m First Middla Last 4. DATE Month Yeor
yPeor® Arrena Alice Snyder oo Nov. 36 " 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in years IFUNDER 1 YEAR| IF UNDER 24 HRS.
' Female White e 110-18-1873 Q83 Sbiny [ienk [ Bags. | Fown | o
: 100. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stata er country) 12, CITIZEN OF WHAT COUNTRY?
o HEUugew 1" """ |ralt’'Home Hemphis, Missouri USA
H 13a. FATHER'S HAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
g Oliver Perry Muir Melissa Jane Knight John H. Snyder
2 :$ w:f r:fffk:iit:)E{\It"EyR"INgliJ;.s;:'R:EdI:'.F‘ozcsE's:i“) 16. SOCIAL SECURITY NO.| 17. INFORMANT . Address
- ) s /1 _None ,yidre, Arvel Williamg, Green Castle, Mo,

em

All diseases in Part | must be causally related.

llJSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAVUSE OF DEATH (Enter only one cau
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (e)

©)

INTERYAL BETWEEN
ONSEZ-AND DEATH

Ftne e

oo (b and ‘://MM/U /M M
7 iplniZep

Death epcurred ot <z

Condisions, if any, . DUE TO (b) % 44’0
which gove rise to } v v / / /
above couse (o),
stating the under-
% Iying couss lost. DUE 70O {¢)
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated ta the termingl dissase condition givan in PART | {a) 19. WAS AUTOPSY
h PERFORMED?
£ 5ia X YEs[] No[] ¢
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
wr
v O O d
S| 20c. TIMEOF Hour Month, Day, Yaar
2 INJURY a.m.
Ej p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg., eic.)
WORK AT WORK i PR o s 2 i . ]
21. | gttended the deceased from to Aé '-J and last Saw Lo her alive o

n .
2 =) JTmen the date stated obove,%d 1o the bur of my kndwledge, from thc causes stated.

o

i A%M 4

22c. DATE SIGNE

-2 7~.SZ

RIAL, CREMATION,
REMOV{L (Io:ify)

23b. DATE

11-29-

23e. NAME OF CENIETERY OR CREMABORY # 22d.

1958

Green Caetle O .

Green Caatle

LOCHTION (City, town, nr county]

Mo,

{State)

. FgNzRJ\L OIRECT%Z”V ADZRESS % &

e
25. DATE RECD. BY LOTAL REG.

26. REGISTRAR'S SIGNATURE

(A= = S5 F |

(t::-n--d 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, 0I bBY .ovrvriiirii e et eernerrtremaeranemasenasnan e bessasrertens ., Student Embalmer No. ........... e

wotking under my personal supervision.

Student ............ T P
Signature of Student Embalmer
X . Licensed Embalmer_No..%é..g...?.‘....
- _ P. O. Address . && 242! (ca ;ﬂ‘

I:Iote The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI-I\IG:"(Failure
to comply with the above constitutes grounds for revocation of hcense)

|k

If embalmed by a STUDENT, he also shall sign in'his OWN handwntmg } -
If this body is not embalmed, fact should be so stated above.




