CK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UNFADING BLA

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

BUREAU OF THE CENSUS
fIU.H] NOV 92 % STANDARD CERTIFICATE 1%|i()|)§ATH
e Primary Registration District No......... . A 3

Registrar’s No

e 33430

8386

Registration District No......
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ' ?
{6) County ’
stte__. ING1an 5 county..Fount.
®) Ciey or town... S8t.Lnouis (a) Sta 1 G‘B' 1 - & couniy..Fountain...-
If outside city or town limita. writs “RURAL" aod f townshd )
() Name of hospxta]‘::‘:r m;tltntgt:gn e hf nod mameof tommte @ Cleyortown gi%um%my M-Q{};u lizits, write “RURAL™)  # ﬁ
o Desconesn Hospital . 0. _ @ Street No Rural v
{If not in hospital or institution, write streat number or locatmu) R " i (If rural, give losation) -] -
{d) Length of stay: In hoapital ar institution i .
_ (Specity whather (e} Citizen of foreign country? {Yes or No)

In this community.
yoars, monihs or duys)

If yes, name country

3. () PRINT SN
FULL 'NAME .......Thomag. H, Rayhourn{Marcus)
3. (b} If veteran, 3. {¢) Social Security
nName war. No. N324‘:01—Q.59.E
p 5. Color or 6, (g) Single, widowed, married,
4. Sex.M.al.e..m race.....w.h.it divorced.:s_j-_ng.&é
6. {b) Name of hushand orwife______. ... 6. {(£) Age of husband or wife il
s 1 ng 1 e alive . ..irisensreen YEAIS
7. Birth date of deceased... Aug'- 21 191 2
(Month) {Day} (Year)
8. AGE; - Years Months Days I less than one day
2 9 2 0 hr. min
5. Binbptace_. Me1lott ______ _Indiana /
{City, town, or connty) (State o foreign cauntry)

10. Usual occupatiun_m___...ShQWBuﬁineﬁa.-
. Indusatry or business

12, Namero.... ABOIABE. RAYDOVIN
{ 13, Birthplace.... M@110t I«%anﬁh },
14. Maiden name.. (c“, md 1‘3‘i g Fux (suucf .’nfei.'.n munny)
15, Birthplace... J_ellot 1 Imiiana /

{City, towo, or enunty] (Sulteor {oreign wunu'v,\
16. (a) lm’ormant_._................._..MI.S_-._ThQ.mB.B__._B.a.y.‘.b.o.unn......_..

® Address_._S0Q¥ington, InQ.. .
1. (@ o BENOVAL ) Date thereof b IQ/_ZE.[ 41

(Burial, cremation, or remaval) {Month) (Day) (Year)

{¢) Place: burial or crerna.t.lon.......QQ.y.;.n.g.t..?.n.,:ln.d.l...._......_......_..
18. (a) Signature of funeral dlrcctarAlbertngHQQpe .................

—
-

e,

MOTHER FATHER

year. - .l q 41 hour.

MEDICAL CERTIFICATION
20. DATE OF DEATH: Monu..OCtober e,  21sh

12 minute 25 P M.

V19 . to

21. I hereby certify that I attended the deceased from

that ] last saw h. alive on

mmediate cause JLe
I d%ﬁs oFdT % th
ek elo il r'e‘céived"'whil

and that death occurred on the date and hour stated above.

-mobilte-through-a-pyramid o
bue tharrelse at. o . cireus..and. thriill
in the_&;ena 5700 Oskland Av.

é _Hemorrha %e""_'_‘f‘j"”
YT AYHs BnA
earivin n-auto-
%L rninﬁ
show

19th, 1947, about g, 30=P. H.~ "Eccident

#) Address 4700 W}ling.tnn..ﬁ.u.&._m...

B (Registrar's sizaature} T

Otherconditions. 1 )
l(lnclude pregnancy wi!ninﬁﬁ Rﬂi‘ of death)
PHYSICIAN
Mal&; ﬁndlngiu \
tiona.
opers l Underline
the cause to
hl whichdeath
Of autopsy. oy should be
charged ata-
tistically.
22. If death was due to external causes, fill in the followi(i
(6} Accident, suicide, or homicide (specify} ent
{4 Date of cccurrence. 10-19—1941

(¢) Where did injury oocur?.

St,Louls, Mo.é/UU

(City or town) {County} tate)
(¥ Did injury occur in or about home. on farqbii industnalface in pubhc place?

ic place

While at Work? .. oicssiremrrseasrernmees

23. Signature_

(Specify type of place)
(e) M.

s of iInjury B e

Ad, (M:D.orother)....

Addmmm QMM_._..M Date signed ...

fighy

(Licensed Embalmer’s Statement oo Reverse Side)



e
-

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

. Registered Apprentice No

working under my personal supervision.

Licensed Embaimer No..... % . A QL o

. - P.O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMEB in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above. - _ .




