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2 DEPARTME’N’T OF COMMERCE . THE STATE BOARD OF HEALTH OF MISSOURI 1 6 8 9 1
. THE LE;
s FILED THON oM STANDARD CERTIFICATE OF DEATH State Fite o
7823 Registration District No.... ._8_1__8 R Primary Registration District No‘ﬂ__.._._tma Registrar’s No. 4?8{':
1. PLACE OF DEATH: I e 2. USUAL RESIDENCE OF DECEASED: Qé
=) (a}) County. : - s
: saeMisgsonuri . @) Couaty.. douis. s
g {b) ¢ City or mwn____.s_tg_lﬂuia.’maaﬂurl___.__ .............. {a) ' e #) Cousty St A ls-—g—--—--.
Q (1f outaide city or town limits, writs “RURAL" and namo of township) (¢) City or town ]’}’nlversitv ity Pl
E (¢} Name of hospital or Institution: c it d {If outsids cliy or town limita, wiite “RURAL") e’
St. Louis City Hospital (@) Street No 6643 Kingsbury Avenue
{If oot in hospital or institation, write street number or location) {If raral, give location)
(d) Length of stay: In hospital or institution...... . ,5 d%Y 8.
(Spocify whether {¢) Clitizen of foreign country? (Yea or Noj)
In this community, ... 4. Years
years, months or days) - If yes, name country. -
] MEDICAL CERTIFICATION
3, PRIN'
B || folg FRINT Arthur Carl Young o
< . - 20. DATE OF DEATH: Month...... M8Y. day..23
3. (B} M veteran, 3. (¢) Social Security . 1 1
8 -8 yenr,ﬁ_..l.g.!dl-_._....-._honr ) minute. 4] A M
§ name war. No..ﬁlneu -01,_9_59 ~ M 19th
21. 1 hereby certify that I attended the deceased from. ay 9
§ ’ OColor or G. (a) Single, widowed, married, 9. l}}}:tn May 23rd 19 #4
1 N i Y
| || + s Male nAhite Livores Maxried N oo i A0 tveon . May 230d. 10l
Z 6. {b) Name of husband of Wife.....oooooo.c. 6. (¢) Age of husbaund or wife if |[ 20d that dedth occurred an the date and hour stated abave. Duration
5 ____&Ielia You 'n-lg alive. ___69_ __________ Immediate causc of death "
7. Rirth date of deceased... . ovoi® oo D __1885_ A!_Pﬂlmﬂ
j (Maonth) {Day) {Year)
m —
(4] 3. AGE: Years Months Days If less than one day Due to, 0_.
& N4 81 o] 14 - 00 B e
5 Due to
£ || o mewnsee Carlinville . Tllinois 7
= - - = - - {City, town, or county) (Smu or foreign country)
9] 10. Usual occupation Re't.il‘ed e —
n 8 e .
L Il 11 Tndustry or business_ 02 'Y _Majestic Range Co, £ PHYSICIAN
{ Major findings: . J| ‘h:.—'/ _
o E 12. Name.....Jacob. Young 1|7 Of operations.. /7 s _—
— : S . . nderline
E 13. Birthplace.... UNKNOWN Illinois / i the cause to
{City, tﬂm.orconﬁﬁl;g {Stale or foreign country) Of autopsy / / should be
| a { 14, Maiden name ary_ruess 4 / e harged sto
[-% . . tistically.
15. Birthpl Unknown Illinois > — :
E § irihplace iCity. town, or sowtn) Glats o forcign comesy 22, If death was due to external causes, fill in the following:
o 16. {a) Toformant Mrs. F. Young {a¢) Accident, suicide, or homlicide (specify)
B (&) Address________| 6643 Kingsbury Avenua . [i ) Date of ocourrence
17. {a) Rﬂmnv.q'l oo - {b) Date thereaf.. 5_25 l%%-...._" (c) Where did injary oecur? {City or l.nwn) {County)
{Burial, crematlon, or romaval} Maonth) (Day) (Year) (d) Did injury occur in or about home, on {arm, in industrial place, in pubhc place?
() Ptace: burial or cremalio1L...___.._Carllnllille.,._.gl,____..__..
18. {g) Siguature of funeral director. a"‘-"ﬁr-w—ﬁaﬂ"‘-/ b Ai- | Goctty t(’?)‘e e

(%) Address 6175 Delmar: }3? / R ) | mf‘”f mgmw-_jk_j
5. @ w_,,mlg,gx&g; 194.1—-@- e A, 1515 lafayette

v {Licensed Embalmer’s Statement on Reverse Side)
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‘ - STATEMENT BY LYCENSED EMBALMER , S T

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

, Registered Apprentice No.

working under my personal supervision. N . P

Signed /] H {/ )77 é. M‘%
/ - Llcensed Embalmer No. _,2,_% é 6"
. . P.O. Address,....é / >4j?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wit!
the ahove constitutes grounds for revocation of license.)} '

*'If this body is not emhglmed; fact should be so stated above.




