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WRITE - PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOUR!
FILED SEP 12 1949 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 218__ PRIMARY REG. DIST. JQ__Q__. Reﬂulmr.rh;‘j r?f";:_;(}-

! SIRTH MO.

27834

State File No...

1. PLACE OF DEATH : pad 2. USUAL RESIDEMGCE (Where decsssed lived. If lostitation: residonss bafors
a. COUNTY a. STATE

Mo Y b. COUNTY h-) /,) :f) aduislon).

NSFITUTION. 8t., Luke's Hospital

b. CITY (M cutsids corpurats limits, write RURAL and give ¢. LENGTH OF || c. CITY af cowlde corpaeate limits, write BURAL and give townahip}
R . townsbip)| STAY (in thie place) . 7
Town  St, Louls TowN . St, Louis i
d. FULL NAME OF (If not in hospital or institaticn, give street address or looathon) d. STREET 0 neral, give location) f
77

25 40168 Potomac St.

D II:“E%NE'ES%FD a. (First) b. (Middle) c. (Last) 3 DA-,-E (Month) (Day)  (Yean)
(Typeor Print)  JULIA C. ARNOLD DEATH Sep't. 1 1949
5, SEX 6. COLOR OR RACE | 7. \m}r&w—:g. EE\YE,EEC'EBR{E'ED' 8. DATE OF BIRTH ] 9, :.?E (In yearn h: wo | r:n ¥ Wom u .
. . pecliy) . birthday) onths Hours | Min.
Female /| White  |Married ./ Oct. 23,1894 54 o8 |™|
10a. USUAL OCCLPATION (Givekindofwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelen oountry) ) 12, CITIZEN OF WHAT
dona during most of working [ife, even if retired) DUSTRY - COUNTRY?
Houseworlk Covington, Indiansa
ilaa._nmen's NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
l John Mallev Catherine Morle Raymond Arnold
i5. WAS DECEASED EVER IN iJ.S. ARMED FORCES? | 16. S0CIAL SECURITY | 17. INFORMANT' S SI1GNATURE OR NAME ADDRESS
(Yes, no, or unknown) | (L yaw, kive wat or dates of sarvics) NO. ’
No Ravmond Arnold 4016a Potomac St,
18. CAUSE OF DEATH MERICAL CERTIFICATION 'g;sighm
| Enter only onecsuseper | I, DISEASE OR CONDITION /z\m W
line for (s), (b), and (¢) | PIRECTLY LEADING TO DEATH® () tlocc! Lo |
- ANTECEDENT CAUSES p /
This does not meen
the mode of dyfing, such | Morbld conditions, if ang, givina DUE TO (b) 02/ Mﬂm W‘/b
|| e# beart fatiure, asthenda, .| rise to the above cause (o) sating . o
de. Tt means the dis- the underlying cause last” .
care, infury, or complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS @/MM
" Conditions contributing to the death but not ,/
rdut:d to the disease or condition causing death.
19a. DATE OF oPTElrgh 19b, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
F27 4% ;‘;ip Faccte) ymm qL,a’ay,mw—- 1 ves "o
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (a.glfnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY). . . fﬁ%
SUICIDE boos, tarm, fastory, strest, offics bidy..w10.) -
HOMICIDE % .
214, TIME (Menth) (Day) (Year) (Heuwn | 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? /;ft-'-
OF - WHILEAT[—] NOTWHILE . .. . ‘ z}-
INJURY " ATWORK

2. I hereby cer!:'jy .lhat I-attended'the deceased from @('7 /7

L1949 o P~z 1947, that I last satv the deceased

aliveon 2= ¢ 19 /9 and thal death occurred at

SOPm , from the causes and on the date stated above. !

" &:/me//%we Rt

23b. ADDR| 23c. DATE SIGNED
‘03,7@%}4« /3t Q.J-;;

24a. BURIALLCREMA- | 24b, DATE Z24c. NAME OF CEMETERY OR CREMATORY 2Ad. LOCATION (Qity, town, or county) -+ * (State}
TION, REM'OVAL {Bpeclr) .

Burial Sen't 5,1949% Resurrection Cem, -1-St, Louis Co, Mo,
DATE REC'D BY LOCAL OCAL SIGHATNRE 25, FUMERAL DIRECTOR'S SIGNATURE - ADDRESS

SEP 2 p%? Kriegshauser 4228 S, Kingshighwa" Bl.

(Licensed Embalmer’s Statement on Reverse Side) o




STATEMENT BY LICENSED EMBALMER

I htreby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.._..

......... , Student Embalaer Mo.
vworking under my persona! supervision.

StUIBNL vuunvrccacascscnsosasnrscacavancanes
. Student Embalmer

Licensed Embalmer No..... 4400;

P. O. Address

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.) O

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




