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WRITE PLAINLY

FEDERA#EEBCJITI%Y AGENCY MISSOURI DIVISION OF HEALTH 28300

foral Office of Vial St STANDARD CERTIFICATE OF DEATH sioc re o
REiislixEnEof\ Dqsl[.ls—:ct2N§ S 19431& anary Rcmatrauon Distriet No. .._.__.._IDD; Registrar's No. 6658_...__

USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

1. PLACE OF DEATH: - LT l -2~ TJSUAL RESIDENCE OF DECEASED:
(@) County Mi -l ]
(a) State.... S80UCL .. (5 County. !
() City or tows..... “St.Louls. JMisgouri, : 7
(1 outside cily or tewn lumu, wrils RURAL' opnd nams of township) (c) City or town St - L(] 11 i =] /I
(¢) Name of hospital or institution: H (If outsida city or towa limits, write *RURAL'™)
~St.louls City_ _oa.ui_al-”ﬂx Co StarkIBES mo .. 5141 Cote Brilliante Ave.
{If not in hospital or ingtituljon, weite stzeet number or location) M {1f rural, give location)
- emorial
(d) Length of stay: In hospital or institution
) (Specily whether || (&) Citizen of forei ntry?. (Yes or No)
In this community.
years, months or days) If yes, name country,
- - MEDICAL CERTIFICATION
3. (8 PRINT KATHFRINE "WAGNER "
FULL NAME July 28th
TSR] 3. (2) Social Security No 20. DATE OF DEATH: Month day.
. veteran, .
. . year. 1948 hour. 4 minttte. 15 A M
name war _
21. T hereby certify that I attended the deceased fromn ... T/ ROLA8 ..
5. Color or 6. (a) Single, widowed, married; 72 19, to 'I.Ily 28th 19_4§‘;
« sec.female | neWhitel  avored®1AOWEAN ot t1astcawh _ BTaliveon. . _,Iulx_zsj:h........_._, ...... 19..48
6. {5 Name of husband o wife..._...comnmme 6, (¢) Age of husband or wife if || #d that death occurred on the date and hour stated above. Daration
Unknown alive oo vears lmmcd:ate cause of death
7. Birth date of deceased..____ June 26, 1867 . |-
(hoaisy M o N T e mm
8. AGE: Years Months Daya If less than one day Due to,
81 1 2 b
U ° U, ..} W
! Due to i -)L/
5. Bsitpmce:Reading..  -Pennay: : s . i 4.
{City, town; & county) {Stata or foreign country) / [ cﬂ
10. Usual occupation Housewife .. '3 ¢ 1 - . [l cosditions i /7,*
11, Industry or bu rnﬂu: Maor PHYSICIAN ‘:
p e sl L, e P . for findinge: _ o - .
5 12. Name. - PH1X1¥ip Hubewy ' - ° ' “Of operations.......... : .
> i “ : e canmets
il QR ES Birthplace_.._'.____._.............un)g.ng s - S iwhichdeath
(City, unty; talo or foreign cottntry - Ofauiomy - - - T . . should be
g { 6. sesoen e HEFLRS Unknowi o S e
& " 1 -
15. Birthplace__ ... Unknown. : following:
?1 P TR ——— g Jra— 22. If death was due to external causes, fill in the following
. X icd i)
16. (a) Tnfo LMI:..._I oun Hi Bﬂlﬂr (a) Accident, suicide, or homicide (specify
@ address_ D141 _Cot e_,Bx!llll.a.ntﬂ_Av_e_.___ (6) Date of ooeurrence
occur?,
17. () burial ) Date thereat 2 /29 /48 ___|| @ Wheredidinjury TP eTr e ST o
(Barial, cremation, or removal} (Mnn:.h) (Daz) (Yewr) (dy Did injury occtr In or about home, on farm, in industrial place, in public plact:?
(<) Place: buriai or cremauan...ZlO.n 8. mCeme.tP.r.y___.____ -
N | RS ; pecily type of place o
18. (a) Slg'nat.ure of funeral dxrecl.or...DnB hm&m*ﬂﬁr_rﬁl__. f_'__ h;l)” Mp s)of m.lur)'...’.}..,........_.._
® Address........._ 1906 Union Blvd.. .. o -~ -
% |2 Y5 Latayetts ——qugﬂlgrmhu)m ......
19, (6) o L_z_g_)m . P ) . e ,
{Datc received local resistre 4 (Registrar'ssigmature) ¢ ° || Address. e Date signed._._.......... -

- (Livexnscd Embplmer’s Statement on Reverse Side)




Fr.or Forer PR BT L

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

v

Regi;tered A‘pprentice No

Sigaed. VM 4 ﬁ/MJ“Cﬂ

.. .t Llcenscd Embalmer No 5.5 5 o

working under my personal supervision.

e P. 0. Addgess -
Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALI\I.ER «in his OWN H.AI\DWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license.) s R

. 4 .

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




