ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~61-038109

STATE FILE NUMBER
AMENDED Registration District No, 2' q 7 Primary Registration District No. _@_d_a:_a--__ﬁnqlmar‘o No. _._}__a_é___--.__
il ] S AT O B INSY
. PLACE OF DEATH ' — = T2V 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
2 L COUNTY Ray ] a STiTEMias ourt b. c,ougleaf ayette admission)
% b. CéTY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b € CCI)TRY Inside Limies
(77 ]
= TOWN  Richmond T \W/C P [ day TOWN  Ccorder, Yol NoQ
< ¢. FULL NAME OF (If NOT in hospital, give location) . Inside Limits d. STREET {If outside, give location} Reaside on Farm
= HOSPITAL OR . v ADDRESS
< INSTITIUTION  Ray Co, Memorial @10 Nogd Yoo O Negd
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Maggie Brown Gray DEATH I0 I3 1961
5. SEX 6. COLOR OR RACE 7. Marriad [] MNever Marrled [J [8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNDER 1 YEAR ::UNDER 24 HR
Widowed Divorced H ours Min.
Female White idowedyf] O lro-11-1878 g2 ™1™ | ¥8 |
108. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dori ) i
2 vrino mest of prEEdwLYE Home Butler, Mo. USA
o 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—
Q Not known Not known Henry A. Gray
v 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NO. |i7, INFORMANT Address
< (Yes, no, or unknown) | (If yes, give war or dates of sarvice)
w | none mry. Halph Martin Corder, MO.
o [t t8. CAUSE OF DEATH (Enter only one cause per line for' (a), (b), and (). INTERVAL BETWEEN
< Z PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
=4 ™ = IMMEDIATE CAUSE c e /, e
g1l 2 o _ _AceZe Crecula fery C /.z.é
o2 O
& |G & Conditions, if any,] DUETO () _ (neg S7 R0 -/A/-/c:‘/lﬂa 4 »eho/fl dage 7 HouRs
2 '% Toove 'i‘“ ":E:.Z:}-'ﬁ . i
—_ tali 1 r-
= Iying ® covte  last. DUE T0 () Gastfec Ud/ceck
g z PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but nof relatsd 1o the terminal PART IIl. If daceased was female was
g disease condition given in PART | (a) there a pregnancy in leat 90 days.
I
s 3 ‘ l O Yes l xNo I O Unknown
“2" = | 7o, WaS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 16.)
a3 =S PERFORMED ] [m] m]
S v YES[] NO
-
= X | "20c. TIME OF  Howr  Month, Duy, Vear
g a INJURY aam.
; pP.m.
20d. INJURY OCCURRED Z0e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, atreet, office bldg., ofe.}
NOT WHILE AT WORK []
0
é 21. | strended the decezsed from Ner. l?-{ / !G_QCLMJI_IM last saw :‘:;llivt onM‘L
o) Death occurred at. A .20 'ﬂ-_.rn on the dste stated sbove, and to the best of my knowledge, from the causes stated.
—
8 A .S 773, SIGNATU ree or tifle) 27b. ADDRESS 2., DATE SIGNED
I -
” S ’__@m 0. s or5 oo /‘/ﬂffl/y-fﬂ// Mo | 70/76/67
<] T a'é';&m.u 1f;3~ Z3bADATE . NAME OF CEMETERY OR CREMATORY 23d. LOCKATION (City, town, or cdinty) Grate) ¥
3 R
g = Buri I0-I5-1961 Calvary Corder, Missourl
= < | i FoReRAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |256. REGISTRAR'S SIGNATURE
u >
= @ Forrest A. Hoefer Higginsville, MO4/O-)7—-/9¢ Waleld Qeredh < ter
4

{Litensed Embaimer’s Statement on Reverse Side)




AR . SN - .
. N
. " o - e N ~ .
. ‘-\‘_STATEMENTJ'BY LICENSED EMBALMER
L | hereby certify 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 Slgned_ﬁﬂ/flfﬂ % A7 /A‘-{f/&‘-—-‘

Signature of Student Embaimer

AN . oo 4801

Licensed Embalmer No.

- P. O. Address.Bigginsville, Mo.

Tt LY b Y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRlTlNG (Failure to comply
with the*above constitutes grounds for revocation of license).
If embaimed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

»




