FILED JUN 17 1949 THE DIVISION OF HEALTH OF MISSOURI

. No. 300
o STANDARD CERTIFICATE OF DEATH siae 5ite w02 0D
5@ " BIRTH NO. rec. o151, wo. L & T rriwary rec. DIsT. Mo ff: 5__. Rtmﬂrar:Na............ig ........
1. PLACE OF DEATH 2 USUAL RESIDENGCE (Where decoased lved. Il institation: residence before
. o . A . e . adipl .
o COWNTY  Jefferson Co. = STATE Missouri b. COUNTY ~ 7
b. %TF;Y (If outrids corpurata limits, write RURAL and give g:rALYENGLI: OF c. ng (If outalde corporate limits, write RURAL and tive towtahio) G
nehi la )] - .
ToWwN Arnold, HMo. ﬁog:l( > fabples)|  Gwn Arnold . It
d. FS(%SLPF'FAAP'I‘.EOOF {Uf not in hospltal or institatlon, give strest address or lomtioo} d. ASJS}{EEI"SS © L (af earal, ghve loeation) : @
INSTITUTION RR #1 f : RR #1 ,
3 DNECEESOEFD a. (First) b. {Middle} c. (Last) 4, DS?.-E (Month) (Day) (Year)
{ Type or Print) Edwin . J. Wolfrl DEATH
5. SEX @ 6. COLOR OR RACE | 7. MARoRiEl[)) E%SSCESRR[ED 8. DATE OF BIRTH 9.:_(‘55 tlo :r-)-t- n': sr&n -Dr'm ; UNDER 3 HES.
{Bpacily) birthday, on nya ours | Mia,
Male White Widower  eF—|May 3, 1879 I |
“10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelen eountry) 12_CITIZEN OF WHAT
done d humm.ol'urkln;m' aven if retired) DUSTRY : : RY?
Gle -- Keolkuk, Jowa
13a. FATHER'S NAME ‘ - |13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown | Mary M.
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT 5 S51GMATURE OR NAME ADDRESS
(Yea, no,or unknown) | {Il yos. rive war or dates of service) : NO.
- — Harold Barrett--RR #1, Arnold, Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION i INTERVAL BETWEEN
| Enter only cnecaussper | 1. DISEASE OR CONDITION _ M < ONSET AND DEATH
Jine for (&), (b}, and (¢) | DIRECTLY LEADING TO DEATH® (g 7 ? 2
. ANTECEDENT CAUSES Z m ( Z )
This doer not mean h/ /0
; ] T

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
|| s heartfailure, asthenda, | rise to the above cause (3) stating

de. It means the dis- the underlying cause last.
ease, infury, or 1 PUE TO (c)
tion which caused denth 1. OTHER SIGNIFICANT CCNDITIONS
Conditions condributing to the death but not .
related to the dizease or condition causing death. ‘/¢3 P-4
19a. DATE OF‘OPF%N i%b. MAJOR FINDINGS OF OPERATION ' o ) 20. AUTOPSYT
. e YES D NO 13'
21a. ACCIDENT {Bpecify} 21b. PLACE OF INJURY (e.g..inorabout § 21¢, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) = | (STATE) = -
SUICID! homs, farm, fuotory, strest, office bldg..eta.) o - - .
.HOMICIDE - - R
21d. TIME {Month} (Duy) (Year) (Hour 21e. INJURY OQCURRED 211. HOW DID INJURY OCCUR? - -
» . WHILEAT NOT WHILE Y
INJURY ™ - = | work AT WORK

A T . -
2. I hereby certifghat 1 attendcd ¢ deceased from ’).AMJQ’ 19’ 7 lo UVW"’-/" , 19.&, tha! I last saw the deceaced '

alive on , and thal death acgrrcd ai M ., from thd canses and on the date stated above.

Z3a. StGNATURE’ ?Lf f : W (Degmoruuu)’\ 2. Annnssf_ 2 ? / f ‘“‘4/ | lzz/n;-z//‘cfnm

24a. BURIAL, CREMA- | 24b. DATE 2e. l\ﬂE OF CEMETERY OR CREMATORY. 24d. LOCATION (Olty, town, or conntyy <  (State)

o AL Pyt 6/11/L9 Mt. Lebanon_Cem.. . St. Louis Co., Migsouri
DATE RECD 8Y LOCAL | REGISTRAR'S SIGNATURE A p&f.c mnznz nla:crou S 5) CHATURE ABDRC S

Lw-dn? %9 Phik Q Rk WAL 363, Gravols

WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD @Q

{Licensed E.mhimn- Sutexmnt on Reverse Side)
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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

Student Embdelimer No.

working under my personal supervision.

Student ,.ccevcsssnsavnrsruncescontsananeas Signe # : it

Student Embalimar
Licensed (Pinbalmer No 6/ 77

P. O Ad&mi@i/.éffw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of lionse.)

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




