'!'»OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Jrlmary Registration District No. _.-ia %&-chn?ur ‘s No. -__f____i______

AMENDED

AITE AMCINLLL

TRV N T NRAULLTRLALL

DOCUMENT

BY AFFIDAVIT OF

Registration District No, -----.4—&-

~61-041749

STATE FILE NUMBER

1. PLACE OF DEA ? 2. USUAL RESIDENCE (Whera docessed lived. If institution: Residence before
a. COUNTY Mari on & STATE MO. b, COUNTY M&I‘i on  edmisslen)
b. CCI)TY {If outside corporate limits, give TOWNSHIF only) Length of stay in 1b c CC|)TRY Inside Limits
R
owN Hannibal Life owv  Hannibal Yol No 3
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR v N ADDRESS v N
SN 106 N Hawlkding % NoD 106 K Hawking "Q N
3. NAME OF DECEASED Firs? Midd|e Last 4. DATE Month Day Year }a'
{Type or print) , OF &
Samuel Snyder A Nov = 22 = 19
5. SEX 6. COLOR OR RACE 7. Marricd @]  Never Married [] 8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNhDER 'DYEAR ': UNDER 24 HR
. . Months ays lours Min.
White Widowed 1 Diverced [J April 10 77 (84)
10a. USUAL QCCUPATION (Give kind of work dene | 10b. Klqmwbe 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
dur of yarking life, even if retired)
WT)" Koom Rubber Plant Ralls County, Mo, USA

12a. FATHER'S NAME

15. WAS DECEASED EVER ;E U.5. ARMED FORCES?

(Yes, ﬁ, or unknown} l {If yes, give war or dates of service}

13b. MOTHER'S MAIDEN NAME

14, NAME OF

16. SOCIAL SECURITY NO.

17. INFORMANT

18. CAUSE QOF DEATH {Enter only one
PART I.

{MMEDIATE

Conditions, if any,
which gave rise to
above ctause (a),
stating the under-
lying cause last,

causa per lina for (a), {b), and (c).

DEATH WAS CAUSED BY:

HUSBAND OR WIFE

Myrtle Snyder

Address

Mntle_Snzder_LHannihalﬂ_MQ._
NTERVAL BETWEEN

QNSET AND DEATH

CAUSE (a) Cerebral thrombosis 1 dav
DUE 70 (b) Pernicicus anemia
DUE TO {c)

4 PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the torminal PART UI. If deceased was famale was
g diseasn condition given in PART | (a} thers a pregnancy in last 90 days.
5 IT:I Yas l ] Ne I {3 Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter naturs of injury in PART | or PART I} of item 18.)
5 pggromhfgv - (] fu] 0
v YEs O NO B3]
& | "20¢. TIME OF Hour  Month, Day, Year
a INJURY a.m.
] p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e8.g., in or sbout home, | 20§, CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [] form, factory, street, office bidg., ate.)
NOT WHILE AT WORK [0
21. | attended the deceased ffom. O q, to. and last saw :::1 alive on 11722/61
Death occurred at . y il ? lp’ p m of the date stated sbove, and to the best of my knowledge, from the causes stated.
Do, TAZA I S \
22a. SIGNATURE / Dagres or 1 \ 22b. ADDRESS 22c. DATE SIGNED
M.J.Roller,M,D 910 St. Marys Ave., Hannibal, Mo. 11/24/61
23a. BURIAL, CREMATION, . DA f 23c. NAME OF CEMETERY OR MATORY 22d. LOCATION (City, town, or county) {S1ate)
REMOVAL (Specify) -
" Hannibal Mo
Z4. FUNERAL DIRECTOSR ADDRESS . DATE . BY LOCAL REG. | 26. REGISTRAR‘S SIGNATURE

mmmnm

Clark Funeral Home - Hannibal, Mol Zev. 25, /96/

{Licenssd Embalmer’'s Statement on Revarse Side}
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STATEMENT. BY LICENSED EMBALMER
| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No.
working under my personal supervision,
Student
Signature of Student Embalmer
. ‘ - Licensed/Embalmer No. 421?
- . |
. . P.O. Address_ﬂamihal,ﬂz._
.' ‘._ \“ ‘\ ".h B
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n his OWN "HANDWRITING. * {Failure to comply
~ with the above constitutes grounds for revocation of license). -
o If embalmed by a.STUDENT, he: also shall-sign in his OWN handwrmng C )
If this body is not embalmed, fact should be so stated above. ) ) ) .
s ' . . . . . L - - ) ’ ‘




