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

DEPARTMENT OF COMMERCE

BURBAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.&m_,

13196
State File No.

1. PLACE OF DEATH:

{a} County.
(B City ot townt

Greene
Springrield

(If ontside city or town limits, write “RURAL" and name of township)

(¢) Name of hospital orimﬁt%:PtiSt HOSP P
{1f not in hogpital or instilution, writo streat nmst nmlﬁ;hue s

{d} Length of stay: In hospital or institution
(Bpecify whather

16 Years

In this community
yeoars, moonths or days)

Registrar’'s N 033_2_...._....

2. USUAL RESIDENCE OF DECEASED:

o sae Migsourl (%) County, Greene 93 ?
Springfleld

LI outsida city or town |jmjts, write “RURAL")
2375 N. Summi

{II rural, give location)

(¢) City or town

(d) Street No.

(¢) Citizen of foreign country?

If yes, name country. "

39 PRINT Willlam Joseph Wagner

3. () If veteran, 3. {¢) Social Security

MEDICAL CERTIFICATION

20. DATE OF PEATH;: Month April day 9
year E g Eﬁ hnur....._.._...z(.................rninute...éﬂ.ﬂ_A_M.

name War. No Noﬁg'z‘—ao_q;?l 3
— 24 1 hereby, ify that I attended the deceased from
‘ 5. Color ar |t6. {a) Single, widowed, married, Z,,. ﬁ«, ey, by AT e 4y .
o s MBleD | e whilte divomds__i_.!!g_lg_g chat T1aol s bl aliveon 19
6. (b)) Name of husband or wifé...._5wo. 6. (5} Age of husband ot wife if || 2nd that death occurred on the date and hour stated above, Duration
: alive. oo yeRTE IW& e R
- LA VR SR PR S
7. Birth date of deceased mQh_la__ﬁ_IQ:il R i st
T (Mooth) {Day} . {Year) a £ ’/ )
o . R S R /
8. AGE: Years Months Days If less than one day
16 0 27
- hr. min
Due to
or-piinone- Springfleld . . _Missouri-O :
(City, town, or county) (Stats or foreign country) N
. 4 . diti
10. Usual occupation. Student - I s Rrrseed 0&3;1-‘1;:\:""!;::; within 3 months of death} *-é
11. Industry or business. ) . . ‘:ﬂ PN L A PHYSIGIAN
%’ 12 name - John Raymond.Wagner - . o || Meisr Sndings: T e
. : Underline
:{ 15, Birthplace O TKTIOWIL Unknown / — ! | ) A } the cause to
= . LU p——— 2 whichdea
(City,, oyt (State or forcign country) Of zutopsy should be
é 14. Maiden name &1"5. Thi hd 1 =] v fh?.rgcﬁ o
= X Springfield Missouridl/ istically.
& | 15. Birthplace . .- - - 22, If death was due to external causes, fill in the following: .
= . (City, &own.or‘a‘r‘nu) N (State ar foreign countey) - /q 2
16. (a) Triforinanto Herman L. Wagner .. - ... (a) Accident, suicide, or homicigle (specify) . 2
(&) Address® ‘S Dri ngfi e ld » MO (8) Date of occurrence.. g z 77
A AT [V R A Sras APy
17. (@) al . ® Date therot &£ L1 4T || @ Where did injury g danaarro per
: . _ (Burinl, eremation, or remaval) (Month) (Day} (Year} (&) Did tnjury occur in or about hofefon farm, in industrial place, in public place?
() ‘f‘laue: burial or cre'malion...'_._..s.:h_a_..Mary . y V
e LI T - . * M . y ) N ily f pla :
1i'18. (o} Sighatuire of fugeral direttor H.H. lohmeyer While at _Giwfl,{’ (:T ‘i{:’m;)of iniury../Mu _____
B
® Add.rms._...__.._.g..P.,I.:!Ln.gtie.ld.'_..mo_........................,....A.._... ) Commnm_ -
_j _z. q s ?,r . 23. Sigoature b.oeeeeeceemeceeee (M, D, or other).....2%
o — e e e 3 -—
19. () (——i.,.u e O s {“ renirer's .;‘f‘.,..i;z * || Address..... . Date signed S8t 7

///

{Licensed Ezhbalmes's Statement on Heverse Sidej’ l
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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.

>
© Signed J?t'f' "/ // /{/" e~ 4“‘"’"}/ k/ L
LiCenséd Embalm o 4’ 4 =1 ,7/\ -
P.0O. Address "4’/2-‘1’/ qr- // A/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRfr[NG. (leu o eomply Wl
the above constitutes grounds for revocation of license.)

L}

Tf this body is not embalmed, fact should be 50 stated above. [ s




