V.S, No. 300

Rev,

10.48 -

PERMANENT RECORD m

l FILED MAR 23 1950

'BIRTH N0
i1, PLACE OF DEATH

a. COUNTY

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. WO, 3 Igralmv I [ATA TS

11316
State File N o: “m188" -}. -

Regisirar's No

(2. USUAL RESIDENCE (Whare decstsed lived,

I iostiwtion: residence befor:

b. COUNTY adinimeion)

o. STATE  MTSSOURI

b, CITY (M outeide corpurate imits, write RURAL and give ¢ LENGTH OF || c. CITY (1f outide sorporate limits, wrise RURAL and ghve township)
OR wwmsbipl| STAY iin this place) R
TOWN ST, LOUIS town ST. LOUIS Q079
d. FH&SLPIN#ME OF (I not ia hospital or § jon. give sirect sddress or location) d. As[-)rDRREEETSS ({If rural, pive location)
INSTITUTION ENROUTE TO CITY HOSP.#1 4546 NO. KINSHIGHWAY BLVD.
3. NAME OF . {First b. (Middle F4 c. (Last)
DECEASED 8 (First) ¢ ) { 4 DATE (M‘mh)_ (Day)  (Year)
{ T¥pe or Print} CHARLES ROBERT YOUNG DEATH February 26-1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH / 9. AGE (Io years| * UNDER 1 YEAR | ¥ Wee® U n2s,
0 I WIDOWED, DIVORCED (8pecify) Last birthdaryy Mnnuu, Days | Hours | Min.
I W M/ Nov. 21, 1889 80 |
102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata or forelgn country) 12. CITIZEN OF WHAT
Adane during mout of working Lifs, eves if retired) DUSTRY / COUNTRY?
Janitor Sharp Countj, Arkansas
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiIFE
! Fmma_Gor Zora
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURRTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yea. 0o, or unknown) | {f yea, rive war or dates of service)

Zora Young 4546 No. Kingshighway Blvd.

. Enter only oneasise per

t8. CAUSE OF DEATH

line for (), (b}, and (c)

*This doex not mean
the mode of dying, such
a# heart faﬂuu, asthenia,
ete. - It means thi"dis-
ease, infury, or complica-

DISEASE OR CONDITION

i
DIRECTLY LEADING TO DEATH® 5y

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)-A’-M‘-'-’

MEDICAL CERTIFICATION INTERVAL, DETWEEN
/ONSET AND D|

rize to the above catse (a) atatlng

the underlying cause last. -« -

DUE TO ()

- . ~-7. AR TiTE L2 P e

tion which caused death,

I1. OTHER SIGNIFICANT CONDITIONS - . _eca s ' dio =~ &cdirciccectoal

Congditions condribtiting to the death bul not
related to the disease or condition causing death.

19a. DATE OF O?F%m, -195, MAJOR FINDINGS OF OPERATION - _ +. L / e g © ' .| 2. AUTORSY?
C %&‘“ ) YES NO
‘2la, ACCIDENT” * (Boacity)’ 2tb, PLACEOF INJURY feg.. imarabous | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STA
SUICIDE home, farm, fsctory, street, office bidg..mo.) .ot L . - ,
HOMICIDE b - ‘ .
21d. TIME {Month) (Day) (Year) (Hoar) 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR? P
’ WHILE AT NOT.WHILE
INJURY . WORK AT WORK'

2, I hereby certify that 1 attended the deceased from
. . and that death occurred at‘g/ 0 /o m., from the causes and on the date slaled above.

alivg on

, 18

, lo 19___ that I last saw the deceased

Da. S!%TURE : j‘ : :: E 'z E(Degmoormll)

23b. ADDRESS

(Too Clac A

S

ﬁ j i AL “CREMA-
ON

25, DATE
2-27-60

' 24c. NAME OF CEMETERY OR CR/EMATOBY

&g, LOCATION (Oliy, town, or county)
Jonesboro,. Arkdnsa s

_ (Btate).

WRI'[‘E PLAINLY—USING: UNFADING ]!.';LACK INE—MAEE A

D. REC'DBYLOCAL
B 27 fq_REG

REGISTRAR'S EGNATE

25. FUNERAL blltCTOI's SIGMATURE AOD.ESS
Dt o M) Jé«a@/ﬂg

(Licensad Embdmno Statement on Reverse Side)




[T SR

STATEMENT BY LICENSED EMBALMER

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

Student Eabalmer No.

working under my personal supervision.

SLUIENT vaupunneracoansann tbetieninaarianan ’ Signed........%»ﬁ... A e o e eeeemsemeeeeseeseeee

Student Embaimer ' A
,__J‘ Licensed Embalmer Noe.:?é..fﬁ ........ eereesveraesaiee -
. P. Q. Address&&._../.... ' W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
the above constitutes grounds for revocation of license.)
H this body is not embalmed, fact should be s0 stated above.




