MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-037591
OEPARTMENT oF PUa'-':eg';:!:::;":::o'wji:”‘ : ; I E; _Primary Registration District Nc.lgga;_.__ke;i;har’u No., __9333_..- STATE FILE NUMBER

DO NOT WRITE =
ON THIS STUB AMENDED ———

i B tae P 261963 2. USUAL RESIDENCE (Where decessed Tived. T instirution; Residence before
a. COUNTY s. STATE MISSQURY & COUNTY Gt [0  sdmision)

h. CCI)TRY (If cutside corparata limits, give TOWNSHIP anly) Length of stay in 1b . Cé':l’ (aj S ), Inside Limits
ownIT. LOUIS ? %‘ Hours TOWN SI", LOUIS Yan B No [

¢. FULL NAME OF NO‘I location) Ingide Limits d. STREEV {If cutside, give location) Reszide on Farm
HOSPITAL OR HOSPIT?{% ﬂ’I’TLE ROCK v oD ADDRESS 3016 PASTEUR Yee O No
.

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type ot prinn) T | . ©F _ .-
: Nelds: (Medds) ESTHER GRAY pAM  SEPTEMBER 15, 1963
5. SEX 6. COLOR OR RACE 7. Marrisd K] Never Married [ 8. DATE OF BIRTH | %- AGE (laut birthday) |IF UNDER ) YEAR | IF UNDER 24 HR
FEMALE - WEITE Widowed 1 Diverced O |9.28-1902 | 60 Months | Days [ Hours [ Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT CQUNTRY

WP BREBLISRRR e even if retired) AT Home /Vee,[#w,ue Aissouni U.S5.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

James M Scoidt Laura Geised ROBERT ROY GRAY

VS 300
Rev. 4/59

2 ek
a

DATE AMENDED

15. WAS DECEASED EVER IN U.S. ARMED FORCES2 14 SOC1AL SECHRITY NO. | 17. INFORMANT Address

(Yeos, %or unkmwn)l(lf yel%v;iaar or dares / /”/Z. ﬂo&efb’& R- qﬂ.ﬂl} )—Ulé ?)G/jielm Avm,

18. CAUSE OF DEATH (Enter only one cause per line fqj , and {[c]. INTERVAL EEN
PART I. DEATH WAS CAUSED BY: 22 z : ONSET A EATH
IMMEDIATE CAUSE (a}{. /0 -
h— U

Jd

DOCUMENT

Conditions, if any, DUE TO {b)
which gave rise 1o

sbove cavsa (a), 3

stating the under-

lving <ause last, DUE TO (e} 3/&

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relasted to the rerminal PART 11 if deceased war female was
dimssse condition given in PART | (a) _.there_a pregnancy in last %0 days.

ID Yes ] o No I D Unknewn

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter netwre of injury in PARY | or PART 1| of Item 18.}
PERFORMED? a (m] O
YES[] N
20¢. TIME OF Hour Manth, Day, Year
INJURY am.
p.m. .

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, sirent, office bldg., erc.)
NOT WHILE AT wo,y:]

7} - Wy I T
21. | attended the aed lrom—ﬁF to 0 & & m _l.s_l_lg_und last u% alive on M 50 (ybo

Death o<c _m on the date stated above, and to the best of my knowledge, ém the cauies stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22a. SIGNA 1] of title 22b. ADDRESS -22:. DATE SIGNED
1755 S. Grand Blvd, Pr6-43

23a REMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {(City, tawn, or county} {Stata)
fy)

RN Sep 18, 1963 F/u'seizfzu enw.fe/z#_ S4. Lmém sﬂli/.mom.i.
24. FUNERAL DIRECTO Vat‘uza tADD ; ? 25. DATE RECD. BY LOCAL REG. 24. RE R
Shepard Fune:;;égéme. St. Loulid, Mo‘: SEP 17 1963 WM 5“9"

\-",-‘
{Liconsed Embalmar's Statement on Reverwe Side}

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

oralsy. __ Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No /ﬁ/j?

w2l 3L . s P. O. Address

Nofe: The above MUST BE. SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constllutes grounds for revocation of license).
" If embalmed by a STUDENT, he alse shall sign in his OWN handwrmng
_If this body is not embalmed, fact should be so stated above.

L




