ol

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

State Fite Na.ng_g 55—

Regﬂs@m%&lﬁ Nog._l.w“ Primary Registration District Noloo.o. Rg;isl!ar'a No. 10 ';6
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: //
(@ County.. BY clggna?o SEok @ saeissouri ® County..BUChanan
{8 City or town (Il antsidn ity of town limits; writa “RURAL" agd name of townabip) (e} City or town near Dearborn o
{c) Name of hospital or institution: (If outside city or town limits, writs "AURAL")

";OOLL 0live St.. / (4} Street No. -

{If not in hrapitol or lnsm.uhun. write strvet number or tion)” (I rucal, give Location)
f : hy 1 institutign

(d) Length of stay: In hospital or institut oy s || (&) Citizen of foreign country? no s orfitoy

In this community.
years, months or doys)

3 years

If yes, name country.

WRITE PLAINLY—USE UNFADlI'NG BLACK INK—MAKE A PERMANENT RECORD

] MEDICAL CERTIFICATION
3,(» PRINT  Tohn Robert Ray a z , §
3.(8) If veteran, 3. (¢) Social Security No- 20. DATE OF DEATH: ?m“ G of‘w
name war. XX XX year %t L4 hour.._. ...‘..3........_. minute_,_....tq. M.
21. 1 hereby certify that I attended the decmsed frol :
]_ O 5. Color or t' 6. (8) Single, widniwed, mamé?. /\3#,"' 4_? 194%1
i seclale rce. e divoresa W LAOWE ’) that T last saw b alive OW /6 | 19&“@
6. (b)) Name of hus wife e, 6, (€} Age of huaband or wife if || 2nd that death occurred on the date and hfur stated above. Duration
T;‘ 18' i‘;f Boyd Ston alive__~4 Immediate canse of death Z. ol
7. Birth date of deceased Sept hd 17 186
{Month) {Day) {(Yoar)
8. AGE: Yearn Months Days If less than one day
7 86 0 17 . .
0. Bhome. BUCHENAn Co. Missourl ()
) . - (City, town, or county) (Stats ¢ foreign country) LS
1 Oth ions
10. Usual occupation. Farme r (;éﬁm, wlthin 3 months of death) e ————
11. Industry or bisiness Farming SR - PHYSICIAN
or findings: .
8 [ 12 Name. G8OYESO W. Ray , L | o, ;r" - -
S 15, Bisthpiace.__UNKNIOWN N.Carolina - 3}) ?ﬁg““ﬁ“&
H , OF Soum! {State or faecign try}
B { 14. Malden name HeBeeca  Wilson i Of autonsy (% } 7 Rhargessta
. { tistically.
§{ 15. Birthplace }é.l!}}:’noc:::'lnw) 193233@ emm{y) 22, If death was due to external caﬁsea, fill in the following:
- ity, town,
16. {z) Informant Du can RaY . {o) Accident, suicide, or homicide (sapecify)
» Address_DEBTDOTrn, Migsouri () Date of occurrence
. @ ourial (8 Date thereot LO =0 =48 () Where did injury occtir? T
{Butisl, cremation, or removal) (Moath) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in puhlic p]acg?
() Place: burial or cremation, DEGT'DOYN Cemetery
18. (a) Signature of funeral director. Vaughn=-Aufranc While at worl:? Gpecify ‘(’r of placs) g
4] .

19. (a}

T S A %

{Data received Jocal rexistrar) {feri " i

{Licensed Emhl‘;:c‘é‘s'sqhumcnt on Keverse Side}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalnied by me, or by.

, Registered Apprentice No )

working under my personal supervision. / : i
Signed /// / W

Licensed Embalmer No d '? 3

P.O. Address--wm % .......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (leure to comply wil
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above,




