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MAKE A PERMANENT RECORD

2.
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DEPAR?@W&%‘ 1

1%5 STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

- - .
Registration District No._.._..._,‘l_._ce_b.._. Primary Registration Distdet No__._..,?az_s _3

State File N030817

Registrar's No._

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

J—
(a} County...JORDNOSON . Missouri ohnson<s #
® Ciyortown..BUT@L, Chilhowea (@) Statelt @ County......Johnson
(If outside city or town limits, write "RURAL” and nnme of towrship) (&) City or town Chilhoweea —
{¢) Name of hos;;lt.al or institution: / (If outside city or town limits, write "RURAL"} o
Chilhowee, Missouri P
(If not in hospital or iml.ir.ut;on, write street number or location) (@) Street No nens (If rura), give focation) —1
d} Length of stay: hospital institution nene
(@) Length of stay: In hospital or (Specify whether |{ (¢} Citizen of foreign country? e (Yes or No)
In this community........ 4_months XXX

years, months or days)

1f yes, name country.

3 {0 PRINT 70 ANN YOQUNGE

20. DATE OF DEATH: Montho© P

3. (8) If veteran,
none

name war,

MEDICAL CERTIFICATION

% oy 11

3. () Social Secarity
© St o es..... 2946

hour...

Color or

. sex female,}'é' el

6. (@) Single, widowed, married, ||, ra>ne 10

d

21, T hereby certify that I attended the deceased from....... o

1e dlvoroed__l.n;fa_'nt( 'th.at I last saw hw. alive on.._.‘?.}#'.__.__ __1.4)
te andy

5 45 inute_,..__,_:a M.

T

WRITE PLAINLY—USE UNFADING B

(2] Address. H o lde n

While at wur&’__ e _._..._..
[ v W .

y MlSSOUI‘l. b ll

19 @ : b - _: : 2 {Begiatror's signatare) ¢ Lf 1,1_!]/ AAAAA

{Dats mnei'red local rerpistrar)

6. (5) Name of husband or wife...—...——.—.... 6. (6) Age of husband or wife if {{ and that death occurred on the da our stated above. Duration
RXXX alive. ... XXX years || Immediate cause of death
d
7. Birth date of deceased... May 6 194..6 et eemaeamnmeam st o ses s b M W ./ CREAL I I é@ EAl |
ont.h) {Day} {Year)
8. AGE: Years Months Days If less than one day Due to
no 4 6 " ;
T. min
R . N Due to.
9, Birthplace Chl lhove e Missouri .
- {City, town, or conaty} (State or foreign country) ( i M .-J, ;
. . Other conditions 173 f -
10. Usual eccupation 1 'rlf an t' T P (In:!:dc:?regns?gy wiLhin 8 months of death) -
11, Industry or business XXXX S S PRYSICIAN
- . Major findings: P ——— .
§( 12 Kame..J05€PN Franklin Younce v S o n"\‘ —
' - P nderiine
B~ R, . N . . i
21 13 Binthplace. . Pikavilie K&I}.Li).ﬁkcéz ........ A the cause to
Cla , town, or county, (State or foreign cvntry) Of autopay............ T—— should be
é{ 14. Maiden name: 1ie AKers' l ::_l-na._n;eiil sta-
3 . Pike Ville Kentucky sscaly.
15. Birthpl L 3 t e [
% irthplace Gy, wowa, or coumin) Bt 1| 22, 1 death was due to external causes, fill in the following: \
16, (o) Informnnr Jos eDh F. Younce (2) Accident, suicide, or homu\(speu.fy) ‘\ \
n 1 3 T
@ Addsess hilhowee, Missouri. () Date of \ecurrence N X
17 (@ -Burial . ® Date thereatSeph 12,1941 Where did\ajury occur? \ T TRy o &
{Barial, cremation, or rsmul) {Mdith) (Day) (¥ear) {d} Didinjury in or about homa, on farm, in mdustn\place in publlc place?
{c) Place: buial or cremation Rose Hill A X
13, (s) Signature of funeral director. C an a da Y and R’DD j&] (Speuf! t"’ o ph“) ¥

m:ury......_..... ﬁ“:f.?....__...
!f._... (M. D. orestrer)”

/ "f ? {Licensed Embalmer’s Statement on Reverse Side)
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waut Dy Yt ee
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STATEMENT BY LICENSED EMBALMER

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

....... , Registered Apprentice No ,

working under my personal supervision,

' ! %
! Signed £ ALAL . £]. ..}

l’/ Licensed Embalmer No..... j 5/ éy ____________________________

j P. Q. Address Mq/ M, ______

> e
Note: The aligve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
v  the above constitutes grounds for’ revocatmn of license. )

A If this body is not-émbalmed, fuctishould‘be so0 stated ahove.

il




