THE DIVISION OF HEALTH OF MISSOURI

Haalth, — 0293 .
& Welfare STANDARD CERTIFICATEOFDEATH %@g;&%&m e
Public
 Service
. PLACE QF DEATH 2, USUAL RESIDERCE (Where deceased lived. If ingtitution: Residence bef ':u
. 300 o counry  Nodaway a. STATE le] b. COUNTY NO awesszs-ﬁ’n)f
1-57 4 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits

OR
town Mar

yville

Yes No []

rony Maryville

¢ 74‘5

Yos X No[]

. FULL MAME OF (If NOT in hospital, give location)

Length of stay in 1b

. STREET (1 outside, give locatien

} Reside on Farm

FLED MAR 2 3 19%gisfmﬁon_ District No. az—-.é. _______________ Primary Registration Diﬂril:ﬂd___(_j__é{.g_.._ Registrar’s No.__ ] é ,.,.é?::--..

heTor St Francis Hospital ADDRESS Yes [] No[X
3. {.TAME OF PE)CEASED First Middle Last 4. DG‘T:E Month Dgy Year
pa or print
woe o i MINNIE A YOUNG o 3 18 1939
5. SEX 6. CPLOR OR RACE| 7. MARRIE EvER MARRIED[] 8. DATi%F BIRTH. 9. {In years {F UNDER 1 YEAR| IF UNDER 24 _HRS-
female f Whlte WlDOWE[?gT DIVDRCEDD 8 187? ﬁs birthday) | Months | Days Heurs [ Min.

100. USUAL OCCUPATION (Give kind of wark dane

10b. KIND OF BUSINESS OR

Docter, coroner, etc, must use enly standard nomenclature in item 18. No symptoms will be listed.

All diseoses in Part | must be cousally reloted.

houusewiﬁeh, aven if retired)

homa0

Wil

11, BJRTHPLACE [City ond stote or country)

0ker ng ’I\'Io - & 12 ?jgi OF WHAT COUNTRY?

13a. FATHER'S NAME

Starling Carmichael

136, MOTHER™S MAIDEN NAME

Cecelia Workman

14. NAME OF SBAND OR WIFE
John ?bung

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yes, no, or uWn)I(H yas, giva war or dates of service)

16. SOCIAL SECURITY NO.

AN /4

S_'é’ ohn Young ,Maryvilié Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line ). (B}, and {c}.} - ~
PART ). DEATH WAS CAUSED BY: = W 22
IMMEDIATE CAUSE (a} .

INTERVAL BETWEEN
ONSET AND DEATH

Caonditigns, 1f any, DUE TO (b}
whieh gove rise to }
above couss (a},
tating th der-
Iying covae lust. ] DUE TO (<) o2 QEH
PART ., OTHER SIGNLFICANT CONDITIONS CONTRIBUTING TC DEATH but not reloted 1o the terminnl diseass condltion given in PART I (o) 19. WAS AUTOPSY
. - [y PERFORMED?
e L YES[] NOJ() =%
20a. #CCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW lNJUR@CCURRED. {Enter nature of injury in PART | or PART Il of item 13.}
] ] O
20c. TIME OF Hour Month, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
WORK AT WORK -
21. | ettended the deceased from p ? J ? . o / ﬁ ond last saw t-::‘ alive on e 7
Death occurred ot + 3 ™ en 1h%_dufu stoted wbove; and to the best of my knowledge, from the couses stated.

22a. Sl URMW" or title)

-7, AL

=

22b. ADDRESS 22¢. DATE SIGNED

3~1L(-59

\

77/ o

. BURIAL, CREMATION,

3/48/1959

N e

23c, NAME OF CEMETERY OR CREMATORY

Miriam Cemetery

{State)

1
o34, L OCATION [City, town, or coumty]
M&ryville,Mo

——

WA

25 DATE RECD. 8Y LOCAL REG.

-~

2. Ezmm\n-s slcm\ry Jv_.y\

Licanaed

Imer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M., OE BY it i et r e s eeeseasase st s b eaeessssererererrreenrerrssan .» Student Embalmer No. ...................

working under my personal supervision.

Student .o e er e Signed
Signature of Student Embalmer

P. O. Addresss/ ¢

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure |
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




