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

DEPARTMENT OF COMMEﬂm MAY n M?&LRI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._L_K..jm......

BurBaU OF T

Registration District ‘\Io......ﬂ. 2 ‘:f

HE CENSUS

e 15897

472

Registrar's No

1. PLACE OF DEATI:

{a) County.

Saint Louis

() City or town

Wehaster Groves

_(lfonl.lide city or town limits. write “RURAL' and name of townabip)
(e} Name of hospital or institution:

13 Al

ison Avenue

(If oot in bospital or tastitotion, write strest pumber ar location)
(d) Length of stay:

In this community..........
years, manths or days)

In hospital or institution

16 _years

{Specity whether

2. USUAL RESIDFENCE OF DECFASED: ?é
(a) State. Missourl ) County
Webster Groves,

{¢) Cityortown

(If outsida city or town limita, write “RURAL") 7
@ SueetNo..do _Allson Avenue o
{1 rurel, give location) sl

{e) Citizen of foreign country? (Yes or No)

Fal
If yes, name country , }

MEDICAL CERTIFICATION

3 BN _Samuel Wagner
20. DATE OF DEATH: Momh.. . ADP11 day_ 24,
3. () If veteran, 3. () Social Security 194 l lO 30 P
name war N one No. D 0" H_g_.. --------- Year. hour. minnte. ..M
’)/ 21. 1 hereby certify that I attended the deceasad from
~§. Color or 6. (o) Single, widowed, married, gl 0 g April 24 ____________ 19___41
4 S:t.M.ﬂ.Alg._,.._. raoe__N_egr Q. dlvurcedma.r.ru that 1last saw h j I alive en e pni__lm_ i 19, 41
6. (b) Name of husband or wife......ooveerveiocmncnen 6. () Age of husband or wife it || and that death occurred on the date and hour ltated abmfe Durar
Mar"[ Twagner al[ve._____.?___ weyears || Immediate cause of death ]‘ uration
7. Birth date of deceased March 14 ) 1852 Chronic Cystitis z
{Month) (Day) (Yoar) N
8. AGE: Yeara Months Days I less than one day Dus to - 7\0 i
8 9 ! l 1 O hr. min. E‘
Due to.
9. Birthplace. MEX1cCO Missouri f)
{City, town, or county) {State or foreign country)
10, Usual occucation__LiEDOT'OT Otberconditions..... InLirmities, Qld Age |
" ¥ {Include pregoancy within 3 months of death)
;: t. Industry or bumness_ummpl.oyﬁd._.___ T PHYSICIAN
z { 12. Name_, UNAVA1lable o e e AR o
4 . Y - nderline
2\ 13, Binnplace___URAVEL ilabl e 3 — cf , W ich et
ity, town, tate or foreign country,
E { 14. Malden name....: n&va{famble S OF autopey....4 :ﬁ;}:ﬂg .::.
; Unavallgble tistically
g 15. Birthplace / a q 22, If death was due to external causes, fill in the following:
16. (a) Informant. (e) Accident, enicide, or homicide (specify)
(b} Address (#) Date of occurrence
Where did foj oocur?
17. (a) m,,.ﬁuliﬂl-_ @ ere aid {City ot town) (County) (State)

(Burini, cremation, or r

18. {a} Sighature of funeral director,

AT B A M "

{Dato received

tocal registrar)

in or about home, on farm, in induatrial place, in public place?
——

e AT p!
Means of injury....

(M.D.or other)..

CRRYe®, O

WWebst

‘i:/ dD/ 1541




N

STATEMENT BY LICENSED EMBALMER T

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e

. | /,W or by.
James A, Johnson e , Registéred Apprentice No

working under my personal supervision,

enue

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

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

.

re to comply



