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FEDERAL SECURITY AGENCY
National Office of Vital Statistica
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MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

« Primary Registration District Na.. 07 ..........

-~
25084 -

State File No ~

1720

Registrar's No.

1. PLACE OF DEATH:

(a) County
lemny

{& City or town
{If cutaids city of town limits, write "RURAL" and name of townahip)
(¢} Name of hospital or institution: /

721 Horn Ave.

(If not in bowpital or inslilution, writs sirect oumber or locatian}
(d} Length of stay:

In hospital or institution

(Specify whether

In this community.
years, months or daya)

2. USUAL RESIDENCE OF DECEASED:
Mo,

City or town........

State.

(a)
{c)

{t) County.

St Louis f;
lemay g

(IF ouiside city or towa limils, write “KURAL")

721 _Horn Ave.

(UF ruzal, give locutis)

7
=

{Yes or N’o)a

() Street No.....

(¢) Citizen of foreign country?

If yes, name country,

3. (a) PRINT
FULL NAME

Albart.  Young

3. (c) Social Security No.
No No

3. (b) If veteran,

name Wwar.

5. Color or 6. (o) Single, widowed, married,

MEDICAL CERTIFICATION
day. 14
minl:te.lﬁ......P...t...l&f.

DATE OF DEATH: Month_ 9M1Y

1948 . B

2t. I hereby certify that [ attended the deceased from

/ : / 19.!(2’,’ A~

20,

year.

l;‘_..__.. 1. ¥ y

18. (a) Sgnature of funera.! aSctP. FENDLER :’R- FUN&&L_

4. &X.M&le.....@ T'al:&w.h.i.t.e. dlvomed..Matr.ie.d. /h:lt I fast saw, h —‘ alive on . 4 q 1{,#’
6. {) Name of husband or wifé.... . 6. {c) Age of husband or wife if || and that death oceurred on the date afd hour stated abave. Durat
uration
Kathe rine alive.. 68 years || Immedinte cause of death Y
- AR LI A LIS - - = . L
7. Birthdate of decested.oo NPLa. 61865 _ -@ { 7 Ray )
{Manth) Da) (Year) At W ZM
8. AGE: Years Months Days If less than one day Due to
83 3 8 SV 1 SRR |} T
Due to i,
9, Birthn!are‘ . B .._DhiQ........ :. o= < - - R : : st
{City, town, or county) (Stata or foreign ooumry} """
. Qther conditiona. . _.-_:
10. Ususl occupation. ROt o Stationary. Enginﬁﬂl'----i--- lnclude Pregaoncs wihin 5 wontim of donii
11. Industry or busi M f - PHYSICIAN
o i . . e L . . mor ndings: e T eigee e T, r . TR . Ry
E 12, Nalne ...... Alexander Young e, £t Of opetations.... el sk ’ et ; . U".nderline
the cause t.
2 | 13. Birthplace Scot 13!‘15 . - which death
~ ' (Cn.y,ﬁwn 7 county) (Stats or foreign country) Of autopsy. ahould be
a 14 Mmden hame... own 2 £ P o, charged sta-
~ AR AT T tistically.
§ S5 Blﬂhphoc e - e eien ey || 22 If death was due to cxternal causes, fillin the following:
o ot ¥, town, or county) . .
16 {a) ‘Inf = Ketherj_ne Young - (@) Accident, suicide, or homicide (=pecify)
5 Address. 2721 HOPH~_&YQ . () Date of occurrence
@ . Purial .. . (8 Date thereot..._ 1= 1 T=48 {9 Whese did injury occur? ity or vowa Counin)
PR ¢ ﬂﬂlkmmlnﬂ-ﬂf "‘Wll A{Manth} {Day} (Year) {g)} Didi m}nry accur in or abeut home, on farm, in industrial place, in pubhc pla.ce’

. St.Trinity Cem.,

(c) Place: burial or

o

il type of plice)
Licans of i m)ury

C While at \mxk? -
® Addm:a % f b ?ganz 2. Siguature..... % /6_ ] AMAA ., . D urother)
19. {a) “‘m cd " ) " sisty il Address. 4 I f_j S }7 - Date B‘E“dﬁ-’-/ry

(I}éemed Embalmer ‘s Statement ou Reverso Sids)




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.

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his’OWN HANDWR!TING (leure to coghply w
the above constitutes grounds for revocation of license.) . .o .

If this body is not embalmed, fact should be s0 stated above. "




