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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

LA
FEDERAL SECURITY AGE%Y

MISSOURI DIVISION OF HEALTH

s pae o 17605

Natlonal Office of Vital Statistics
AILED JUN 12 1948 STANDARD CERTIFICATE OF DEﬁ.\IH -
Registration District No.,.F..u..a Primary Registration District \o‘gnﬁ ¥ Registrar's No. __.._..5! : —_

2. USUAL RESIDENCE OF DECEASED:

1. PLACE OF DEATH:
(¢) County___ (a) State Missouri (5) Count g
(4) City ot town St.LOUiS .MO." 3 ¢ } 7 :
(¢} Name of hoséxtg’lug;?n:a{ﬁ;'numim write “RURAL" aod naaso of towusbip) (¢} City or town St. LoulS |
oujaide city or town limits, write “RURAL")
St,Louis City Hospital-Max Q. Starkloff ||, s e o 18122 Ohio Rvere q i
(If not in boapital or institntion, writs street nu.mT wltécae‘ ) Mamorial 1’ 3 (If rural, give location) o

(d) Length of stay:

In hospital or institution

{Specify whether [| (¢) Citizen of foreign country? no (8¢ N
In this commiunity. ll years . e ot No)
years, montks or daye) I{ yes, name country. . .
. MEDICAL CERTIFICATION
YOl NAME. NOAH_GRAY ; Lo
3167 I vereran 3 — > N[ 20- PATEOF DEATIL: Month une day 8
. NIL - | 460-BI-URiY yerr 1948 w9 oiwe 00 P
= 21. I hereby certify that I attended the deceased from 5/31/48
" O 5. Color or 6. (a) Single, widowﬁi. married, 19, to June lst 19_4..8
4. Sex race e dj"“’”‘d—-mml"-‘ that 1 last saw k... L. alive on June lat . [ (;8
6. (b) Name of husband or wife..._._._.____ 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. i
P ration
ertie Ve §.‘g._._...yea.ru Immediate cause of death.,... 6 _.'.____ Lot %4 D.L’i"aiu____...
7. Birth date of deceased... APXLl. 88, 1896
{Month) {Day) {Year)
8. AGE: Years Months Days If less than one day Due to_-.&mm‘.m,wvé% bt_)._
b 52 l 3 .. _hr. min, it b
ue to.
9. Bisthplace_..18L1away Co County, Missouri () "
(City, town, oz county) (State or foreign country) M
U . Presser Other conditions,
10. Usual occupation . . (Include pregnancy within 8 months of death) A Z —————
11. Industry or business ClOt'hlng (rEtlred ) S B / PHYSICIAN
r -
5 12. Name James Gray OF operations - 1 oo
=1 13. Birthplace Callaway County, i5sour S the cauae to
- (City, town, oz ) .. (8tate or focoign country) a
g 14. Maiden name........ .Ell ZE.:E‘I fan(;.llm,.." eveeeer e et e et - ~Of autopsy should gf
“MiEE0UTrL Oll— - : S ikt
E 15. Birﬂm!'am ity towa o commty) TP —— 22, If death was due to external causes, fill in the following:
16. (a) Inform:mf‘- Ger tle Gray : (¢} Accident, suicide, or homicide {specify)
{8} Address 1812a Ohio Avenue () Date of occurrence
L
1. (@ —_burial ®) Date thereof__O~4-48 ) Where did injury oceur? Gy orvormy ot
(Burial, eremation, or removal) (Mouth) {Day) {Year) (&)} Did injury occur in or about home, on farm, in indostrial place, in puhllc Dlaoe?
(9 Place: burial or cremation. Mount Hope Gemeitery
18. (a) Signature of funeral director. A.W, McLaughlin While'at work?_. ”@Eﬁ' type ﬁm)of injars
® address &30} Lafayetie Avenue . _ c a z o M8
1. (@) JUN m e 23. Signature (M. D, orother) e
. (o il L Al A S | - ,
(Date received local rexistrar) {Rexistrar' signatare) FAddress - o0 5 15 ]_&i.ava + 4+ - __élé 2%& g .......... -

(Lictnsed Embalmer's Statement on Reverso Side)




—
.-

STATEMENT BY LICENSED EMBALMER

. T 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

-.“wo}king under my personal supervision. .
o . Signed O U\) (’OWJ\

Licensed Embalmer No.| 3

. P. 0. Address&A éo\_ -

Note: 'l;he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fai
the above constitutes grounds for revocation of license.)
~ If this body is not_emf;almed, fact should be so stated above.




