THE DIVISION OF HEALTH OF MISSOURI

S. No.300 . :
STANDARD CERTIFICATE OF DEATH
| State Fil IO
oo | ALEDOCT 3 1956 318 1003 '"324}1‘?
BIRTH NO. __ REG. DIST. wNO. PRIMARY REG. DIST. NO. Regittrar's No.o... e
1. PLACE OF DEATH g 2. USUAL RESIDENCE (Whers d d lived. If instistlen; resid, befors
0 a. COUNTY . a. STATE Mi ssou I,i: b. COUNTYSt o Loui Jeglon},
b. CITY @t outaide corpurste Unnlts, write RURAL and ive ¢. LENGTH OF || c. CITY g . Is Residemes within Bmits of
TS&N St. Louis i) SR U9 10w Overland 002( A =
. FULL NAME OF (If aot la bosplial or Institgiion, tive street addrems or lomtion) STREET (I rurel. give b‘don)
HOSPITAL O
INSHTOTION. De Paul Hospltal _ " ADDRESS 2621 Marvin Avenue
3, NAME OF a. (First) b. (Middie) c. {Last) 4. DATE (Month) (D-
DECEASED ” ear)
!ﬁpe or Print} AGNES EMMA.. mER DEOATH Sep %
” 6. COLOR OR RACE | 7. MFD%%E% IEF\YESCEQRQIE&, ) / 8. DATE OF BIRTH 5, l..':GE (o yeun| uz.u 1 nﬁ T DR u wes.
) Ipa Cm. it on Hours | Min.
Fpmale White Married Feb. 3, 1895 "et” | k
102, USUAL OCCUPATION (Gt kind ot woek | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE 12, CITIZEN OF WHAT
done during moat of w Wife, yras i ) DUSTRY (City asd State or Foreign Cnlllry)o o]
Housewife Home St. Louls, Missouri y
§38. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Christ We.. Harder Sophia Schglk Louis A. Exner

IS. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURHS( 7. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yeu, 0o, or unknown) | {If yes. give war or dates of servics)

Q
3
&
g
:
[
«
5]
]
3 o uis A, Exner, 3621 Marvin Avenue
| 18, CAUSE OF DEATH ' ., MEDICAL CERTIFICATION lwmsgrvﬁgwa
2 || Eoteronl 1. DISEASE OR CONDITION L :
z e for (aiii;zn“:fg DIRECTLY LEADING TO DEATH ) re aniw £ fu )T [+ Aowros
& «This dors mot mean | ANTECEDENT CAUSES .
© | the mode of dying. such | Aorbid conditions, if any, giring DUE TO () 2 9en e raPivr Cory ;; vy seulen| P Nrs
5 a# heari foflure, asthenia, | Tite to the above couae (a) sating ¥ rstusa Savrice/uer TN RN 4
= de. It means (he dis- the underlying cauae last. - obe 7 »
» (| cateinjurs, or complica- DUE 70 () Commprasviion,
tion which cased death. | 11. OTHER SIGNIFICANT CONDITIONS . N e .
7 g o rJ o =y - s
Z Omdmomwmrfbminvtomdmbmw : C ) /' r‘r , V
9 reluted to the disease or condith g death. AepeFie iiecw rLs I‘nry
& [t 192. DATE OF OP'FE)‘N 19b. MAJOR FINDINGS OF OPERATION e 20. AUTOPSY?
g X = Irrboris o fiver” ' ’{ﬁ:o ves (J wo X
. | 2'a- ACCIDENY {Bpecity) 21b. PLACE OF INJURY (e Inorsbout | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
. SUICIDE bome, hm factory, stewet, offien bidg.. e3a.)
z HOMICIDE - :
. g 2id. TIME (Moot} (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2i. HOW DID INJURY OCCUR?
) WHILE AT NOT WHILE
J' INJURY = | “work AT WORK
E_ 2. I hereby certify that auendedﬂe deceased from — JQﬁ fo _-Z..é’,'ﬂ'_._ 192%  that I last saw the deceased
alive on _‘L,E_L" , 18F  and thal death occurred at/_L.S ., from the causes and on Lhe dale slaled above,
é 23. SIGNATURE {Degree or m.le)e: 23b. ADDRESS 2.7 - /J/a/ ;s\u-v‘f‘" 23c. DATE SIGNED
M ;2047 —2a & Forvveso 2, Hy g u/Eu
E‘ 24a. BUR 1AL, CREMA- | 24b, DATE pd Z4c. NAME OF CEMETERY OR CREMATORY A 24¢. LOCATIOR (Olty, town, or county) (State}
TION REMOVAL (Speettz) A _
§ Ramaszal Q7= RA Qacred Heart : Flor-issant. MlSSOUlI'i

25, FUNERAL DIRECTOR™ S SIGNATUR

)q‘_/j-“"M{ITE CHAPEL, FERGUSON MISSOURI &

'S SIGHATUR|

DATE REC'D BY LOCAL | RESIST
REG.

|_SEP& 1956 |

fmﬁ k d Embaimer’s St on Reverse Side)




P STATEMENT BY LICENSED EMBALMER

" 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln

working under my personal supervision..

Student.............. e ececeisciessesmssimasnsasane
Sigaature of Stodent Embalmer

P. O. Address 0. .02 000,

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.,

T4 this body is not embalmed, fact should be so stated above, o




