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UNFADING BLACK INK—MAKE A PERMANENT RECORD

PLAINLY—USE

a
4

WRITI

DEPARTMENT OF COMMERCE MISSOURI] STATE BOARD OF HEALTH

mgnnﬁmmf_csm;sg STANDARD CERTIFICATE OF DEATH s it ve.....

Registration District No..... % 1 8 Pritnary Registration District No....

39443

10864

L1003 0 revsrers v

1. PLACE OF DEATH:

(a) Coun:y

{# City or town St. Louis
. (If outside tiEy or town limits, write “RURAL™ and name of township)
{¢} Name oi hospital or institudorn: /

2029 _Longfellow. Blvd.

(If oot in hospital or institution, write street cumber or location)

{d) Length of stay: In hospital or institution

(Specily whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(c) State Fissouri & Coumry..Sta..

(¢} Ciy or town Kirkwond

L 7¢
(N

{If outslde city or tawn Limits, write "RURAL") I

(d) Street No

{1f rural, give location)

(e) Citizen of foreign country?

(Yes or No)

If yes, name country.o..

3. (a) PRINT

FULL NaME.Annahel Mulsen Fagner s e
3. (&) If veteran, 3. {¢) Social Security
name war. No.
5. Color or 6. (a) Single, widowed, married,
s sexllgmale. .|/ ne. yhite] 2dvorced widow...

6, (&) Nam:: of hysband or w.ifc
Edwin P, 'vJag»; alive, SRR, - -1 +

7. Birth date of d ¢ Hovember 25, 10893

6. (¢) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH Month... DEC s

year. 19‘]-5'2 hour. 5

-~ et

21, | hereby certify that I attended ttg deceased from.

T4

to.

Decembe

- _— "2__——-—-— "
that Tlast eaw h. 8L ative on./ 2 7 ¥ 19........;

and that death occurred on the date and hour stated above.

Immediate cause of death

Duration

. {Month} (Dlﬂ o (Year)
8. AGCE: Years Months Days If less than one day Due to

) 1 - ,

4'9 hr. min. —e—

. / Due to H :

9. Birthplace.....Ja.lvern, Arka . . .
- (City, town, or conaty) (Siata or loreigo country} > P, l >
. Other conditiona  Ter———————_ 27
10. Usual occupation. A1, home (Toclode pregnancy within 3 montbs of death) M
11. Industry or buziness, SaTer i - PHYSICIAN
= - alor indings:
& (17, Name. 18X A. Mulsen Of operations !
E St. Tous 3 d hUnder]i:tm
&= | 13. Birthplace OU-S,. [0, the cause to
o= City, town, or coanty} {State or foretgn conntry) Of auto — wlill:h]ieagh
ol . 14 T4 r\l'r:v DY shou ¢
§ 14, Maiden name immie 1 > / fhat'g“ﬁ ata-
——— rstically.
B9 15. Birhptace......aSalle, Ill. . —
5 e —— U (Blate or foveign country) 22. If death was due to external causes, fill in the following:
16. (a) Informant_ 18X A. Wulsen' "7 ' . (a) Accident, suicide, or homicide (specify)
@ Address... 3029 Longfellow v () Date of occurrence
burial - /12 () Where did injury occur?

17. {a) : (%) Date thereof, 12/29 (City or town) {County) {Stale)

{Burial, crematica. or removal) {Moath) (Day} (Year)
() Place: burial or cremation...B€11ef onta ine

*'J.‘nms_yer S

18. (a) Slgnature of funeral director RODET L.
) Address. Clavion Rd,

(d) Did injury occur in or about bome, on farm, in industtial place, in public place?

(Specify type of place)
Whileatwork?. . () M i

23. Signat

19, GCR D - . \ 7 o it “ﬁ N T e I
©) e it e A “{Registrar's signatard) H Address 4000 Olive S
R < (Lécenog\d Embalmer’s Stntement on Reverse Side)




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

.+ Registered Apprentice No. - .

working under my personal supervision. ' W B
. Signed A y

ifensed Embalmer No

P. O. Address

Note: The abhove MUéT BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuré to comply with
lhc above constitutes grounds for revocation of hcense )

Ir thls hody is not cmbn]med fact should be so0 stuted above




