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21d. T(l)?gE {Month) (Day) (Year) (Houor} 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

. . KOT WHILE|
INJURY ' ' < e | "ok L AT ork Ceerreie tveee .
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2. I hereby c_egfy thal I astended ‘the deceased from _éﬁlg ), lo _Q._L 190"5 that 1 last saw the deceased

alive on 19____, and that death occurred at.]..Z..JtQ- ni., from the caused and on the date stated above,

S T b e Y U

BURJAL, CREMA- | 24b, DATE 24z, NAME OF cmmnv OR CREMAVDRY | 24V/IJICATION (Clty, town, or county)- / + ; +{State} "
TION REMOVAL (Bpecity) ‘
Burial June 17,195 Eastlawn. Springfield;.-Missouri

L300 [y, . )
o |TUED JUN 221g5y  STANDARD CERTIFICATE OF DEATH St i Now b
A
‘BIRTWNO.________________ REG. DIST. wo. _ /2 & eaiusar ses. oist. wo. 2000 regisirar's N, 356 i ________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decossed lived. If Inatitution: residence befors
( ) a. COUNTY a. STATE . b, COUNTY adnimion).
Greene Missouri Greene
b, C(I’EY {1t outside corpurste Umits, write RURAL and ;-iv.h gT l‘.fENGTﬂ OF e. Cg’g {if outaide oorporate limits, write RURAL and give townshin)
O townakip} ( )
A TOWN Springfield, Al taia TOWN Springfield, Rural,N. Campbell
g d. F#&IS.PEJ_PAI\?-EO%F {If not in hospital or institution. give streot address or'location) d'AsDrgRFEEgS . (11 rural, gfve location) J ? 0
ad INSTITUTION St. John's Hespital _ " Route 2 &
a 3. I?EACPEE SE)EIB .: (First) b. (Middle) c. (Last) a. DS}-E (Month) (Day) (Yean)
f (Typeor Pit)  Charley B. Young peatH June 15, 1953
é 5, SEX b 6. COLOR OR RACE | 7. MARR“'.]EDD. IEI)R’EECIESRRIED, 8. DATE OF BIRTH 9.:‘65 {1 y-)ln }:‘ ug 1 YEAR | o uapER n Hms,
E . (8 t ¥ B Min,
% Male White S wed “‘"‘?7 Feb. 17, 1872 B "4 3% 1R
§ 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats or forelzn country) 12. CITIZEN OF WHAT
B - do ing moat of working life, aven it re )] - RY - s RY?
B armer Retired Brownstown, “ndiana
P 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
m (2) Young ] (?) . Keitch Nancy Young
b 15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
) (Y. 8o, or toknown) | (Ii yea, ﬂv.ﬂr or dates of servies) 0.
s No o Unknown . D. foung Snringfield, Mo.
| 18. CAUSE OF DEATH DICAL CERTI TION mzmm. BETWEEN
bt . Enter only onecoise per {. DISEASE OR CGNDITION . ONSET AND DEATH
Z | 1ine for (), (1), and (e | PIRECTLY LEADING TO DEATH(n) C—L s
= “This does not mean ANTECEDENT CAUSES
2 the mode of dying, such | Morbic conditions, If any, giving DUE TO (b) M‘ La 73
w1- f} as heart fatiure, asthenia, | - rise to the abote cause (a) ammg . . - . . . o VU v
Tome de. It means the dia- the underlying cause laat. - - = -
» ease, injury, er complica- — BUE T? (“’) .
Z tion which eqused death, | 11. OTHER SIGNIFICANT CONDITIONS © \_______________‘
I~ Conditions cont {butt tothcdm]sbm ot
51 related o the iseate or cond g death. 331){
- 19a. DATE OF OPERA- | '19b. MAJOR FINDINGS OF OPERATION *- - -7 . . LR oMl L i T Y a0, AUTOPSYT
=, ‘TGN ~ M
(=2 L S e e YESDNO
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g.. Inarabont | 21c. (CITY, TOWN, OR TOWNSHIP), | (COUNTY) (STATE)
1 SUICIDE boms, farm. tagtory, sirees, office bidr..ete) R N W AN X
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Tlicenstd Embelimer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student Emdalmer Mo,

working under my persona! supervision. W
Signed.........

Student ..cicicenssscrrrrrencntensvenuutns

Student Embaimer .
o Lo A Yo Licensed Embalmer No ﬁ./igm/

~

™~ . P. Q. Address_)_3ar

.. Note: The sbove MUST BE SIGNED BY THE. LICENSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds for revocation of license,)

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




