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— 843
. 5-17-39

I xazéz

WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAV OF THE CENSUS

JILED FEB 24105

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No......ue...o X

State File No

1003

Registrar's No........... %"

1. PLACE OF DEATH:

* {a) County
(3) Cliy ot town......2 . ,.L.Qﬂls .M:I.SSQLL’CJ.

(If auiside cit ¥ or town limn.l write “RURAL” apd name of
{¢) Name of hospital or institution:

Homer Phillips Hospital &)

{If not jn howpital or institution, writs strest number or Jocation}
(&) Length of stay: In hospital or insﬁtuunnlz._.da.lfs

15 years

(Specily whether

In this community..
yonrd, monlks or days)

2. USUAL RESIDENCE OF DECEASED:

State...mss.Q.ur.i.. . (& County.
St. Louis

(If outside city or town limits, write “RURAL"}
Street No._ 1356 Glas gow

({If rural, give locaticn)

- o0 Q

7

' 7
7
’Z/I

{Yes or No)

(2}
()

City or town

CH

(e) Citizen of forelgn country?

g

1f yes, name country.

3ol RAME. Arnstead Holle

3, (3) If veteran, 3. (¢} Social Security

name war. No.
. . 5. Color or 6. (¢) Single, widowed, married,
4 Sex.Marld_Q race. Sl dworoedWJ.d o W_..-.}....

MEDICAL CERTIFICATION

DATE OF DEATH: Month__ T .SOTUArY 4. 6,
enr. 1945 12 minute. 35 P L]
¥
2. T hereby certify that I attendsd the deceased from 9 2NUATY
14(5,

L, 194!5._, to Fe bruary 6 P
that Tlast saw b 01 alive o F EDPULYY. O, 19.4.5;

20.

hour.

{e)

18. (a) Slgnaturl: of fune.l'al dlrecto ol & W0 B\
@ Add.ress 31319

19. 9.4_ (L) J— A0, NE— —
(a) FE received hn-'}rerb!.;’: (Ranﬂ.mr ‘s signature)

6. (5) Name of hushand or wife......—.—... 6. (¢) Age of husband or wifeif || 2nd that ‘.iear.h occurred on the date and hour stated above, Duration
g rnsserinine Immediate cause of death
N BT JaY IR % | - ronchopneunonia ( Terminal)
N (Mooth) {Day) (Yoar)
5 7 ~
8, AGE: Years Montha Days If less than one day Due to Arteriosclerotic uzngrene of
/ (D a2 5 right foot Indef.
7 hr. min, - A
Due to 1.
9. Birthplace_.L‘fL. et D ooo /9’/1 [ { A F]
D ! {City, n. or county) - - (State or forcign country) I f 5 l
i N l. Other conditions,
10. Usual occupation t Fa {Inchud. prﬂxnlnnv within 3 months of dea U I
11, Indust bysinesga PHYSICIAN
ndustry or bysjness . /%_.f Major findings: ’ 1
12. Name.. .| £ it Zﬂ . .Of operations......

' ' Vi o Underas
=113 B (5 Y whichdeath
o Siate or foraign country) Of autopsy should be

14, . S charged sta-
E ﬁ 7 ’ tistically.
g 13. e T o 23, If death was due to external causes, fill in the following: )
16 (a‘) P {¢) Accident, sulcide, or homicide (specify)
® 1354 Hbng gt Lyl () Date of oocurrence
17. (@ “Rarad - gnm thereat Htdr 10— 945 || () Where didinjury cocur?... e ——T rrT
(B“"'I‘ m“"” "'em"n (Month) (Day) (Yexr) (d) Did injury occur in or about home, on farm, in industrial place, in public place?

(ﬂpm.fv type of ptace)
£) Means of injury...

While at work?.

(Licensed Embalmex’s Statement on Rcvcxsc Sidc)




R STATEMENT BY LICENSED EMBALMER *

.. .

: I hereby certify that the body whose name is recorded on the reverse side of this certificate was emha[med by me, or by

i Register Apprentlce No

working under my personal supervision. : )/ ‘%
| e m

L ‘ ‘ SR lcensed Embalmer No Zé 0

P.O. Address ....... g/ o PG Sl L Lt M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN l[ANDWR

the above constitutes grounds for revocation of license.)

If this body is not emba]med, fact should be so stated above.

ailure to comi)ly with




