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

DEPARE&PE;; ?F COMMERCE
B JUN 10190 a5

Registration Distdet No._ 202

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH »

Primary Registration District No._l_oo..:ji__

17935
State File No.

r 081
"t
Registrar's No.» _8 o

1. PLACE OF DEATH:

(@) County.BUCHENAD, ~

) Cley or town_.._ 0210t _Joseph, «
(If outside elty ot town lmits, writs “RURAL" and name of towaship)
{¢) Name of hospital or institution:

Ball Nur51ng Home 605 N.1llth,Str
{If not in howpi jon, write sirest or loostion)
{d) Length of stay: In hospitnl or inadtutlo

29 _venars
v b4

b

-~

pectly whether
In this community.

2, USUAL RESIDENCE OF DECEASED,

<§5m Missouri, _ @ cousy
(c} City or town ualﬂt JOSBDh.
(11 ostalda ity of town limits writs “"RURAL™)

2792 Monteray Street,

(1f rural, give location)

Buchanan

(4) Street No.

name W__N_Qn.e_,__— Nn.._—NQ-D-E-,--—..
8. {a) Single, widowed, mayyied,

divorced_ i flowed

6. Color or
Lsex. . Male | melthite |

8. (b Nameof busband orwife__... . . 8. {c) Ageof huuband,o/r_gl!e if

—Minnie Belle Gpay, . alive 7 years
7. Birth date of amud__.lamla_n,«__lﬁ.,_laﬁE___
(Day) {Year)

(Month}

years, montbe or daya) {e) If foreign born, how long in U. S, A7 years,.
3. (a) PRINT . . / j MEDICAL CERTIFICATION
ForL name—__oamuel Alfred Gray Sr.l-O7T ~ , o5 t)
TR ) : 20. DATE OF DEATH: Month BAY  _day i,
- () I veteraa, » () Socta} Security year.... 1 940 pour...—.2.2.00 , D oM

21, I hereby certify that I attended the deceased fro;

1925, w_ké%zﬁ: e 102

b that T last 63w hageae-tliveon___Jowrs 25 190,
and that death occurred on the and bout stated sbove.

Dxration
Immediate cause of death .

Days If lees than one day

10 min
North Caroli !

{City, town, u’oﬂunu (S1ate or farelgn country)
r

10, Usual cccupation Farm er;

11. Induetty or bu.einm,_Eﬂr_m, Jl
. Name Thomas A. Gray, !
. Birthplace. ST 8 North.Carolina

eenshora,Nort
. Matden name LSS DT Wy ke {Prase or forvien comatrz)

. pinbplace ROCKingham Co. No, Carollna

{City. town, or county) (Btats ign country)

qu "

(b} Date mmf_E,L?.Ié‘ﬂ.O__..
(Month) y) {(Year}

LAty

8. AGE: Yeara Montha

78 4

9. Birthplace Greenshoro

hr.

e

. o Addm_azaa

17. {a)

{Barisl, cremation, or remaval
| / (<) Placc h
R 16

ddress
19. (a)‘dzwl

o crematio

m{mﬂﬁé«:

cadrs m.m/

27 /JKQ @

(Dnla frad locaIregistoar) (Registrar's signntors}

o Prror S tatA A B 4o D
Due to.
‘.
Due to "
L LAY l ’V
Vi1

Other conditions
(1nclude pregnancy within 3 months of death)

PHYSICIAN

Underline
the cause to
'which death
should be

Major findings:

Of operations.

an

Of autopsy.

23, If death was due to external causes, £l in the following:
(a} Accident, suldde, or homlclde (specify)

(¥ Date of occurrence.

(¢) Where did injury vocur?
(City or wuwn) {County} {9ta
() Did injury occur in or about home, on farm, in lodustrial place, {n publ]c p!a.ne?

g\"’ (Specify type of place}
Whileat work? (¢} Means of injury_

(M. D. ar ether).l_._,

23. Smtm#mﬂ%_m__
Addm..wdd—%.ddg___________ Date dgnedmga

(Licenssd Embalmer’s Statemaent on Roverse Side)
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STATEMENT BY LICENSED EMBALMER PO Rl B4
(F"' e /——/
I hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate wag embalmed by me, or by
zri‘[c.'.t '~' RIS I

Reglsterecl Apprentlce No

working under my personal supervision,
- . SlgﬂPd’WmM%ﬁ\ _________

T LNt L
G :\?n\d Llcensed Embalmer No'*

= o

(PQ:.f Address§/7@/~ ‘374‘}-«—-—7—'(

(Fallure to c( ply wi

> 7 \

PR VS reu

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI“ER in his OWN HANDWRITING.
edue gl ol h.oo CLS

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.



