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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD (_)

FILED OCT 7 - 1855

REG. DIST. noQ_'LQ____ PRIMARY REG. DIST. 40_0_3___ Registrar's No

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No..,.

30866
8536

adininalon}.

' BIRTH NO.
1. PLACE OF DEATH [ 2. USUAL RESIDEMNCE (Whaere Jducoased lived, 1f fnatitution: reaidence before
a, COUNTY -—a. STATE b, COUNTY
Mo .
b. CITY (If outelde corpurste limits, write RURAL and give c. LENGTH OF c. CITY - d. Is Residence within llmlts of

ANTHONVY  GAY

VIARGALET RoNCAQC LIONE]

I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL st-:cunk'rg

(Yeu. uﬁxunknown) (11 you, glvg gar or dates of service}

Lenora Odom 5231 bancr

one
18. CAUSE OF DEATH

Enter only onecsuseper | | DISEASE OR CONDITION

17. INFORMANT'

Bancroft

wownship) | STAY dn wia place) OR  city of. incorporated lown?
Town  St. Louls ToWN St. Louls . il = D = I
d. FHé%PE{TAAhi‘.EO%F {1 not in bospitsl or institution. give sirect nddress or loeation) . STgRE (U raral, glve location} 2 Lf7
stiruTion Deaconess Hospital (.,E 5251 Bancroft Ave. A e
3 DNECNE‘ESOEFE) a. (Flest) b. (Middle) ¥ ¢ {Lawt) Fy DA}'E (Maonth) (Day) (Year)
(Typeor Priny  DOMENICK V. GAY peaH Sep. 28 1955
5. SEX €] 6. COLOR OR RACE | 7. \I\JIADRO%EB I‘BIE‘\:,‘CE)ECQSRRIED./ 8. DATE OF BIRTH 9. hA‘GE (Il;:e;r- '.'-I; UJ:::R ID‘rm F UNDER 4 HES,
s {Bpecify, 1 ¥ on ays | Hours | Mia,
Male White | Marri May 21 i |
10& USUAL OCCUPATION (Give kind of w 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
ﬁmdurtg most of workl. I.ila.o:-:ni! :‘atlr:rdl; . DUSTRY (City and State or Foreign r‘““ylo IZCSIJJTP:%E‘.I:'?OFWHAT
ender(For Self)Retired 6 ¥rs.l Italy U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NMAME OF HUSBAND'OR WwIFE

Catherine Gay
5 SIGNATURE OR NAME  AODRESS

ADDRESS
Ave.

ME ICAL GERTIFI TlON _
DIRECTLY LEADING TO DEATH" g) S

line for {8}, {b), ond (¢)
ANTECEDENT CAUSES
Morbid conditions, if any, gising DUE TO (b)

rise to the above cause (a) slating
the underlying cause last.

*This does nol mean
the mode of dying, ruch
as hearl follure, asthenia,
ete, It meons the dis-

cane, infury, or complica- DUE TO ({c}

INTERVAL BETWEEN
SET AND DEATH

It. OTHER SIGNIFICANT CONDITIONS
Conditions confribwding to the death but not

tion which caveed death,

related to the disease or condition causing death. Tt r.'.\
19a. DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? ‘h""
TION : c 0 , :
- ) YES D NO
21a. ACCIDENT (Brecity) 21b. PLACE OF INJURY (e.z..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, fatm, Isstory, street, office bldg ., e10.)
HOMICIDE
21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT -
. WHILEAT NOT WHILE
INJURY = | “work AT WORK
22. J hereby 198 8, that I last saw the deceased

ir{ify that I attended the deceased from w to %‘L .
alive an . 1933 and that .gi,g_;h occurred al m., from th¥causes and on the daie stated above.

ADDR“

WaaA S,

23c. DATE SIGNED

-ay

24a. BURIA’L EMA 24b. DATE \ \r

TR Oct. 1,1955

2% I\‘M-I.E OF CEMETERY OR CREMATORY
‘Calvary Cemetery.

24d. LOCATION (Oity, town, or connty)

'St. Louls, Mo.

(State)

DATE REC'D BY LOCAL REG,

25 FUNERAL DIRECTOR'S 516GMATURE

ADDRESS

STRAR'S SIGNATURE }
| sep29 'q“ ; m ,?j KEriegshauser g228 S.Kingshighway Bl.
24 5 dQ {Licensed met’s Statement on Reverse Side)




] +

STATEMENT BY LICENSED EMBALMER

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

L o T - L ECTTTTTTPRI feemeras . Studeﬁt Embalmer No,.....-.-..-

—

working under my personal supervision..

Student....ccoiiiemimrrirnraaiascasenractsacsisnnnaan- Signed...‘ et
Signeture of Student Embalmer

P. O, Address ...........ccneeee.e..

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

If embalmed by a STUDENT, ke also shall sign in his OWN handwriting.

1€ this body is not embalmed, fact should be so stated above.




