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ALED FEB 10 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

3508

State Filc No........ 0“066
IBIRTH MO, REG. DIST. NO. g! ; PRIMARY REG. DIST. NO. QO_,Z@‘ Kegittrar's No e oilveem e e ssssinsens.
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Wbere d ¢ lived, If i wdd, before
a. COUNTY a, STATE R b. COUNTY -dminhm!,
St. Louis . . : Missouri 9 /%
b. CITY {If outeide corpurste limits, write RURAL and give g_l_ AI?ENGTH OF c. CITY (If outakde corporate Limits, write RURAL and &ive townahin) '
townshiz) (in thia place)
TOUN Jeff.Brks., Mo. 1 ’9*70“‘" St. Louis /
d. FULL NAME OF (If oot in heapital or inatitgtion. give streot addross or location) d. STREET | (I rural, give location}
HOSPITAL O ADDRESS
INSTHTUTION Vet, Adm., Hospt. . 4626 Enright Avenus
3. NAME OF a. (First) b. (Middle) ¢. {Last)
DECEASED 4. DgTE (Month)  (Day) (Year)
rT‘rpew Print) RUFUS (NMI)- YOUNG DEATH  Jan. 6 1§50
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo yearn| ¥ UNDER r YEAR | & ONDER 1 Kav.
ﬁ\' WIDOWED, DIVORCED 8pecity) Last birtaday) Muaunl Days | Hours | Mis.
Male Negro Married ! 5=13=1883 56 -
1a. USUAL OCCUPATION (Owekindof work | 10b. KIND OF BUSINESS OR IN- | . BIRTHPLACE (Btate or forslgn ovgnuy) 12, CITIZEN OF WHAT
done during rmoet of working life, sven if retired) DUSTRY ; COUNTRY?
Laborer - Pulaski, Tenna / TSA.

13b. MOTHER'S MAIDEN

Ruth Brown

13a. FATHER'S NAME

Lafayette Young

15. WAS DECEASED EVER IN U.S, ARMED FORCES"
{Yes, 20, orunknown) | (If yes, £ive war or dates of servics)

NAME 1!4. NAME OF HUSBAND OR WIFE
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY | '17.
-07= VA _Ho " .

Yos =1

18. CAUSE OF DEATH MEDICAL CERTIFICATION 'm‘-"igw&
. Enter onl! 1. DISEASE OR CONDITION y
li:e tor (a)’r“(‘;‘;m'(’; DIRECTLY LEADING TO DEATH® (5 POST PNEUMONECTOMY FOR FAR ADVANCED 9 DAYS

ANTECEDENT CAUSES FIBROCASEQOUS TUBERCULOSIS

*This does not mean
the mode of dying, such | Aforbid conditions, if any, gioing DUE TO (b) RT ILOWER LOBE BRONCHIAL STUMP CPEN | 7 DAYS
o8 hearl failure, asthenia, meutm:iﬁ;ﬁwlwm N _ o ] L .
ee.” It ‘means the dis-"| ~ S . i . .
e, It meas ihe i _ bie To o AURICULAR FIBRILLATION ~ . 1 DAY
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS . .~ . . T b ? .

i ibut the death but : O )’\
%:tmﬁ;cu z’:;adﬂi:ﬂ ouutina-wcoi‘ccm t) 01 Y\ -

19s. DATE OF OP_FIROAN- 15b, MAJOR FINDINGS OF OPERATION - X - || 2. AUTOPSY?

12-27-L9 EXTENSIVE INVOLVEMENT EM & RLL’S & RUI. WAS NONEXPANSILE ves K wo [J
21a. ACCIDENT ‘(Specltr) 21b. PLACEOF INJURY (e.z..inorabout | 2lc, {CITY, TOWN, OR TOWNSHIF) “{COUNTY) © T (STATE)

SUICIDE boms, larm, fastory, strest, office bldg.. sto.) -
HOMICIDE - X - - -
21d. TIME - ° (Moath) (Day} '(_Y.u—) (Hour) 2te. INJURY OCCURRED | 2ir. HOW DID INIURY OCCUR?
INJURY . - o | et L) e work -

2. ] hereby certify thagqviﬁtended the deceased from ngﬂ' to _Jan.6 19 50,

RIS e X I X IO.’C;‘.V‘... R

, ami_l]zyt death occurred at

) a m., from the causes and on the dale stated above.

{Degree mi title}

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

23n. ADDRESS '| 23c. DATE SIGNED

(2. sTILHf 0 Y 1-6=50
24a. BURIAL, CREMA- | 241, DATE 24:. NAME OF CEMETERY OR CREMATORY 244, LOCﬂ'ION (Oity, town, or county) (State)
TIGN, REMOVAL (Boecilyy-|

Purilal i/ | 1/10/50 National C meterv Jefferson Barracks, Iio

DATE REC'D BY LOCAL

. FUNERAL DIRECTOR'S S1GMATURE ‘ADDRESS

l’q SREG

VGATES FUNERAL HOME ﬁioz F%nneﬁ Ave,.,

(Licensed EmEa(mer’s Scktement on Reverse Side)




!

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 — e
t

_____________ Student Embalm Ro.

working under my personal supervision.

Student ...... siene
Student Embalmer

T 1 v MY
P. 0. Address—41Q7 Finnay Avenue..
Note: -The above MUST,.BE SIGNED BY THE .LICENSED EMBALMER in his OWN I-_IANDWRITING. (Failure: to “comply with
the above constitutes grounds for revocation of license,)

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

. v . { .




