USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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XC-610 884

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1

SL 18151 LLD2TOA9193
1 "nﬁegxstmhon District No. _ ..Primary Registration District No. i ngis"urm
2. USUAL RESIDENCE {Where deceased lived. If institution: Resldencr{efore
a. COUNTY o. STATE H]BSOURI b. COUNTY /’
b. CITY (if eurside corporate limits, give TOWNSHIP only) [nside Limirs c. CgRY Inside Limits
rom 915 N.GRAND,ST.LOUIS, MO, |ve& %] rom ST, LOUIS Youlgp te
<. Egls-ll;l‘?:t‘%o': {If NOT in hospital,_give location) | Length of stay in 1b d. iE]BEREE'!S'S (If outside, give location) Reside on Farm
et TuTion VET .ADM. HOSPITAL 26 days 4623 KENNERLY Yes[] Mo X0
3. NTAME OF DE)CEASED First Middie Last 4. DATE Month Day Y ear
{Type or print OF
s GRAY pEaTH  MAY 11, 1959
5. 5EX 6. COLOR OR RACE T.M 8. DATE OF BIRTH 9, AGE (In ysars |F UNDER 1 YEAR] IF UNDER 24 HRS
ARRIED[ |NEVER MARRIED[ ] . (In ye L
irth Muanth D H in.
MAIE | NEGRO wooweofk _oworceol] 10/12/87 v S S

1W0b. KIND OF BUSINESS OR
INDUSTRY

10e. USUAL OCCUPATION (Give kind of work done

uring mast of working life, even if retired}
tABoRER

11. BIRTHPLACE (City and state or country)

ABERDEEN, MISSISSIPPI

12. CITIZEN OF wWHAT COUNTRY?

UsA

13a. FATHER'S NAME

GUS GRAY

13b. MOTHER'S MAIDEN NAME

SUSSIE LOMAX

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER 1N U.'S. ARMED FORCES? 16. SOCIAL SECURITY NO.

(Yes%’ unkmwn]l(lf y“"ﬁ'ﬁ.im or dates of service) h29-12-8m

17. IRFORMANT Address

VA HOSP. RECORDS, ST. LOUIS, MO.

18. CAUSE OF DEATH (Enter only one couse per fine for {a), (b}, and (c).)

PART I. DEATH WAS CAUSED BY:
MULTIPLE MYEL(MA

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH
MONTHS

C:ndlirions, if any, DUE TO (b}

which gave rise to

ba. use (a), OZ

s T | ZIN
lying cause last. DUE TO (<)

CARCINGMA OF FROSTATE

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ths terminol dizenss condition given in PARY L (a)

19. WA AUTOPSY
PERFORMED?

YES[E] No[ ]

MEDICAL CERTIFICATION

x{{ls /59

Deoth occurred ot

20a. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in PART ) or PART Il of item 18.)
[ O dJ
2¢. TIME OF  Hour  Month, Day, Year
iINJURY a.m,
- o P-m. -
20d. INJURY OCCURRED 20e. PLACE OF L{JURY (e.g., inorcbouthome,| 20f. CITY, TOWN, DR LOCATION COUNTY STATE
WHILE ATE] NOT WHILE D farm, factory, street, office bldg., etc.)
WORK A AT WORK s
21. fattended the daceased &om , to 1 and last suwﬁ alive on 5711/59

m on the date stoted above; and 1o the best of my knowledge, from the covses stated.

{Degree or title)

M.D. °

g ZF’

22b. ADDRESS

VAH, ST. LOUIS, MO,

22. DATE SIGNED

5/11/59

JAS H. RANDLE & SON 3133 Bell Ave

230. BURIAL, CREMATION, | “23b. DATE 23c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1awn, or county} {State)
REMO VAL (Specily} |
5=-14-1959 Natiomal Jofferson Brks, Mo
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LLOCAL REG. 26. REGISTRAR'S SIGNATUR

— M1 259




STATEMENT BY LICENSED EMBALMER

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

by me, or by ., Student Embalmer No. ...............

working under my personal supervision.

Student
Signature of Student Embalmer

Licensed Embalmer No.

- P, O, Address 74 /i,/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Fail

to comply with the ‘above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




