lessoum DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - H63-026297
PARTMENT oF pUBURCe?:rE:;E:DTm:::o ‘tili_jl&nnmry Registratian Distriet No. 1__O_Q3__-uﬂeglshar 's No 695& STATE F":E N_UMBER

DO NOT WRITE
ON THIS STUB amenoio I i ey JUL 121963
1. PLACE OF DEATH 2. USUAL RESIDENCE _V(Where deceased lived. If instilution: Residence before

a. COUNTY a. STATE . COUNTY insi

— . _ Missourf{ dmission)
. (I)l! (If outside corporata limits, give TOWNSHIP anly) Length af atay in b c. Col':‘Y Inside Limits
rown 5%, Louis own  Saint Louils Yes (K No O ~

<. FULL NAME OF (1f NOT in howpitel, give locahi de T — : !
R 05, West Fing e T T e
UTIo Yes O No O 4954 West Pine Yes O NoXJ

V5 300
Rev. 4/59

TE AMENDED

Ly

3. NAME OF DECEASED First Middle T Llag 4. DATJE Month Day Year

{Type or print) OF
JOSEPHINE LEE RAY DEATH July 3 1963
5. SEX 4. COLOR OR RACE 7. Married [ MNever Married [] |8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
females white widowed X8 Divarced O [May 20-187B 85 | Months | Days l Hours | Min.
10a. USUAL OCCUPATION (Give kind of wark done | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country) | 12. CITIZEN OF WHAT COUNTRY

dyring mosr of working life, even if retired)
at hmme Unknown U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14, NAME OF HUSBAND OR WIFE

T AR Matilda McCartney Samuel G, Ray

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, no, or unknown}| (If yes, give war or dates of i
no “hone Mrs. Chase Kimball-Pomfret Center Conn.

18. CAUSE OF DEATH {Enter only one cause per line ror wn or =ma = INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) g :(4.' ﬁ= ktl-l 2

DOCUMENT

[
Conditions, if any, DUE TO (b) - f
which gave rise to

above cause (4], . hl
tating th der- *
stafing the under DUE 10 () Ao.a

lying cawse lasf,

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated o the ferminal PART 1. If deceased was femole was
disease condition given in PART | {a} there a pregnancy in last ¥0 days.

Cd. Fﬁ;h. [ Radied Or ﬁf‘uj‘[ IT]YH I KNo I O Unknown

 WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 30b. DESCRIBE HOW INJURY OCCURRED, [Enter nature of injury in PART 1 or PART It of item 18.)
PERFORMED? O O 0o

YES NOF

_TIME OF Month, Day, Year |
INJURY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 2¢f. CITY, TOWN, QR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK [0

27 Vane ($aI

h .
| attended the deceased from / ?J—D ln_li‘.iF(_&}___bnd last saw hf;allve on
' . -
, X -] AM m on the date stated abova, and to the best of my knowledge, from the causes stated.

Death occurred at.

22a. SIGNATYURE [Degree or title) 22b. ADDRESS 22c. DATE SIGNED

K/éf.-c lé-"‘e' 371°U¢-;‘.:.,tu— -d f-l.eu:; }-{ﬁhﬁ‘,

23a. BURIAL, EMATION, 23b DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, town, or tounty) (S18t8)
MOVAL [Specify} )

Burtal 7=5=1G63 Calvary Cemetery St. Louls Missouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. RE AR'S PIGNAT # ” p

Lupton Chapel Inc, 7233 Delmar Blv'd. 9 A

~ {Licensed Embalmer's Statement on Reverse Side)
3

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




[ PR S e .

STATEMENT BY LICENSED EMBALMER

| 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. W .
Student Signed .

Signature of Student Embalmer OL/
Licensed Embalmer No. p//

s

P. O. Address

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