THE DIVISION OF HEALTH OF MISSOURI

- 98~033655.__

t. Health, . —
, & Welfore STANDA D CERT'"(A" OF DEATH STATE FILE NUMBER
. Public ‘F"_ 13 ) 4{3&6 L4
th Service ED P 2 2 195855'"-“““, District No. Primary Registration Qistrict No. ___ £ % V7 Registrar's No. 7 ## £ . .
o
! 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased bived. |f institution: Res;de_nc Tfore
my
S, 300 a. COUNTY Ore gon a. STATE Miﬁ souri k. COUNTY oregon admi sgfon
r. 157 b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY &9 5 Inside Limits
OR Yes [ Ne [] OR “ 2 Yes[T] N
TOWN Thayer g TOWN Thayer esld Ned
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (I outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Y D No [
INSTITUTION 6 ye ars es o
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print) . 0 .
: Millje Ray peatH  September 5, 1958

5. SEX ' 6. COLOR OR RACE] 7. MARRIED[ NEVER MaRRIED[ ] 8. DATE OF BIRTH 9. AIGE ﬂ“ {;a,; :UN’?ER l_i‘l’EAR |: UNDER z:ﬂ_HRs.
ast birthday, anths ays our s in.
Female White wiooweo®  3_opivorceo[]| October 21,1890 10[ i_'4_
10s. USUAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City end atote or country) 12. CITIZEN OF WHAT COUNTRY?

dutin,

omestic

most of working life, sven if ratired)

INDUSTRY
Housgewife

Fort Smith, Arimnsas

{

USA

130. FATHER*S NAME

William H, Seiph

15. WAS DECEASED EVER IN U. §. ARMED FORCES?

{Yus, no_or uﬂkmwn)] {1f yes, give ypr or datas of servica)
ﬁo ﬁo

13b. MOTHER'S MAIDEN NAME

Ellen Lund

~

14. HAME OF HUSBAND OR WIFE

Walter Lee Ray

16. S0CIAL SECURITY ND.

None

17,

INFORMANT

Address

ri

ctor, coroner, otc. must use only standord nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally rsloted.

MEDICAL CERTIFICATION

PART I.

18. CAUSE OF DEATH (Enter only one couse per line for (O

DEATH wWAS CAUSED BY:
IMMEDIATE CAUSE (a)

(8), and (<))

Cloketa Butler, Thaver, Migsou

M

INTERVAL BETWEEN
ONSET AND DEATH

S-4 lnsa.

Cenditions, if any, DUE TO (b}
which gave rise to }
above cause (o,
i h der-
lying couss lesr. } DUE TO (c) AAES
PART Il. GTHER SIGNIF| CONDITIONS CONTRIBUTING TO QEATH but not reloted ta the terminol diseass condition given in PART I {a} 19. WAS AUTOPSY
6? ] b PERFORMED?Z,
WAL, M/EEK YES[] No[# 75,
20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
. O 1
20c. TIME OF Houwsr  Manth, Bay, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.) .
WORK AT WORK LY

21. | attended the decsosed from

Death occurred at

#, -
‘7,

and last Buwm alive on

AN

m on the' date stoted above; ond to the best of my knowledge, from the causes stated.

I2a. SIGNATURE

e praitle}

m D

Z2c. DATE SIGNED

J1oug

23a. BURIAL, CREMATION,

23c. NAME OF CEMETERY OR CREMATORY

23d. LOEATION (Cify, 10dn, or county)

{5tate)

- "y

Thayer Cemetery Thaver, Missouri
25. DATE RECD. BY LOCAL REG. yﬁls'l'akﬂ's SIGNAT




. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

Y ME, 0L DY ottt e e e e e s renann v ; . Student Embalmer No, ....cccocvveeneeen,

working under my personal supervision.

Student ..oeiiiiiii e e e enenas
: Signature of Student Embalmer

- 1 - -
-\

-

P.O. Address ......... 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER if his OWN HANDWRITING. (Faliure
to comply with the above constitutes grounds for revocation of hcense) SO .
1f embalmed by a STUDENT, he also shall sign in his ‘OWN handwnhng“’ -
If this body is not embalmed, fact should be so stated above. .

_)-u




