.5, No.300

LV,

10.48

\VRITE-PI:AI'NLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

.

YHE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFI

CATE OF DEATH <0010

. } FILED JU N 4 1953 31 State File No..i. 5102 ]
'BIRTH NO. ______ . REG. DIST. NO. _i_ PRIMARY REG. DIST. "0-1—0-0-3— Fe@istrasr's NoO.ao . cvremrmerrarsemasiorsreen
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdacossed lived. 1f isstituticn: resklence befors
. COUNTY . STATE . ndiniminn),
: : : _Missouri, >- COUNTY i
b. CITY (I outeids corpurate limits, writs RURAL and give g"rAL\FNile DEF c. Cg’g (H oawide corpowsts limita, wrive RURAL asd chve township)
townmhip) { ie place)| -
TOWN St. Louls, TOWN. ':» St. Louls,
FH(I}-SLPF'PA{EO%F {1t pot in hospizal or institgtion, give streot address or loestlon) DDR (I rarsl, give location)
ortorion 4620 Louisiana Ave., /‘ ? 4620 Loulsiana Ave,,
3. lepéME %FD a. (First) b. (Middle) ¢ (Last) a, 03:_1-: (Montb)  (Day)  (Yean)
(Typeor Prine)  August Wagner, DEATH May 20, 1953
5, SEX §. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| F UNDER 1 YEAR | IF UwDER 1 wms.
WIDOWED, DIVORCED (Specity} last birthday} |Months I Days | Hours | Min.
Male, White, widowed, -2~ |May 7, 1865 |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn gouatry) 12. CITIZEN OF WHAT
done during mowt of working life, even if retired) DUSTRY d COUNTRY?
Commigsion Man, Retired 12 years,| Biehle, Missouri, U.S.A.
138. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Dont Know, . Dont Know, Wilhelmina W
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUREIZ.Y 17. INFORMANT 'S SIGNATURE OR NAME ADDRESS
(Yea 0o, or unknows) | (I yes, xive war or dates of service)
Yo T |487-20-2218 | Miss Mary Wagner, 4620 Loulsiana Ave,,

MEDICAL CERTIFICATION

18, CAUSE OF DEATH
. Enter only one catse per
line for {a), (b}, and (¢)

 *This doty mot mean
the mode of dying, such
o heart fallure, asthenia,
ee. It means the dis-
care, Infury, or complica-
tion which caused dentd,

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH'(n)

ANTECEDENT CAUSES

INTERVAL BETWEEN

ONSET ANDﬂZ

Morbid conditions, if any, giring DUE TO (B)
ride to the abore caute {a) sating
the underiying cauae last.

DUE TO (¢)

1l. OTHER SIGNIFICANT CONDITIONS
" Conditions contributing to the death but not

related to the disease or condition causing death.

19a. PATE OF OPEFg\N 19b. MAJOR FINDINGS OF OPERﬁkTION 2. AUTOPSY?
./-j 3/ far s : "{ Mﬁ YES D NDE
_ﬁrlu ACCIDENT {Bpeclty) 21b. PLACEQF INJURY (s.x.. iuorn#ﬁ 2Tc. (CITY, TOWN, OR. TOWNSHIP) (COUNTY) (STATE)
SUICIDE homas, larm, lactory, street, offtes bidy., eta.)
HOMICIDE - *
2id. Tll'n:lE {Month} (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . WHILE AT NOT WHILE
INJURY - @ | WORK AT WORK /f I 31 )(
2. | hereby [ 1992 to e 2 4 19_3_ thet I last saw the deceased

ahve on

certif; that I tended the deceased from
19£, and that death occurred at L_OO Awn. . Jrom th/ causes cmd on the date staled above.

U (Degres or title)

-

23b. ADDRESS

ST

2x. D SIG D
SL7

24a. BURIAL, CREMA-

TION, REMOV.
Vi

)

24b. DATE

5/ 22[53 Resurrection

24c. NAME OF CEMETERY OR CREMATORY

Cenetery,

P N

Ef“?“”'s"ﬁ?‘nﬂ R

25 FUMERAL DIRECTOR'S SIGMATURE

Gebken-Benz Mortuary, 28!.2

(Licensed Embalmer’s Statement on Reverse Side)

24d. LOCATION (City, town, or countyy

St, lLouis Count

(Sun.a)

ADDRE 33
Meramec St.,




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 ...

...... ey Student Embalmer Mo,

working under my persona! supervision,

SEUSENYT wuvovscnuseennarsassssnsassansns Signed R A S

Student Embalmer
icenzed Embalmer No

’ T 2842 Meramec ﬁ.,

P. 0. Address—.. St LoWE T I8 MeL
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa.dure t’o comply with

the above constitutes grounds for revocation of license.)

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

+




