o. 200 HLED JUN 8 19"5& THE DIVISION OF HEALTH OF MISSOURI » : .
e l STANDARD CERTIFICATE OF DEATH s e riene. 10323
' BIATH NO. Ree. oisT. no. <3 /7 erimany sEc. oisT. wo. L Registrar's N d 1.2
1. PLACE OF DEATH R 2. USUAL RESIDENCE (Wbere deconsed lived. If institation: residence before
l a. COUNTY St. Louls 8 STATE 304 o courd y b COUNTY 5y 1 g g g "mmien

¢. LENGTH OF [ <. CITY 7 4 <! R
STAY o this place) 7 L ?§lwwengw'%hr?ugl freic]
(] L]

1 Yr.2No, TGN Kirkwood = 1

b. CITY (Jf cutside corpurate limits, write RURAL and give
OR townghip)
TOWN Kirkwood

FULL NAME OF (1t not in hoeplia! or institution, give sireas address or tocation) STREET' ¢If raral, dve loeation)
HOSPITAL GR * ADDRESS Lo,
INSTITUTON # 4 Sunset Lane # 4 Sunset Lane
SDBIE%NE‘ESOEFD a. (First) . b. (Middile} 0.‘-(‘14&“) 4, DS}'E {Month) (Day) (Year)
{ Twpe or Print) Sophia Glindmyer Wagner DEATH May 19,1954

9. AGE (o yesrs
laat birthday)
84

IF UNDER | YEAR

6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED; 8. DATE OF BIRTH
wl Month-‘ Days

5. SEX
/ . DOWED, DIVORCED {Bpa
remale White Widowed
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - . 9 4 5
ve kind of wor = DUSTRY {City and State or Fﬂfll\‘l Cnnnlr% lzcngr}¥§§?FWHAT

I UNDER U HRS,
Eom' Min.

dons during most of working life, sven If retired)

House wife At Home Germany J.3.4
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR wIFE
Glindmyer Uninown Charles VWagnmer

i5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' b SIGNATURE OR NAME ADDRESS
(Yos. no, or unknown} | (If yes, rive war or dates of service) . NO.

No None Hobse ‘ > Kirkwpy

- {1 18. CAUSE OF DEATH ) T -g;g%}h\kligﬂngﬁ_ﬂi
. Enter only onaeauseper | | DFSEASE OR CONDITION
line fo7 {a}, (b), and (¢) DIRECTLY UZADING TO DEATH'(a)
*This doer not mean ANTECEDENT CAUSES 1
the mode of dying, such | Morbid comditions, if ang, giring DUE TO (b)
as heart faflure, asthenfa, | r1i42 to the above couse (a) stating .
de. It meens the dia- the underiying couse last. - s; Z -
case, injury, or complicg- DUE TO (c} I~
tion which ceused death. § 11 OTHER SIGNIFICANT CONDITIONS
Conditions contributing fo the death buf not ="
relafed o the disease or condition causing death. s .
19a. DATE OF OP_F%}i 196, MAJOR FINDINGS OF OPERATICN . . o , 20. AUTOPSY?
7 'ﬁ/ 2 0[ YES D NO IE’
21a. ACCIDENT {Bpacify) 21b. PLACEOF INJURY (eg..incrabous | 21¢, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farm, factory, strset, ofios bldx.. ete.) .
HOMICIDE e .
2id. TIME (Month) (Day) (Year} (Houn 21e, INJURY OCCURRED Zlf HOW DID INJURY OCCUR?
OF, WHILE AT ] NOTWHILE
INJURY m | “work L_|_ATwork

ify that I attended the deceased from %_7_ 19:5.5 that T last saw the deceased
and that dedilf occurred at m., from the/ causes and on the dale staled above.
wgm or titlepr Z3b. ADDRESS __ . - g |23c_._‘DATESIGNED

RIAL, CREMA- | 24b. DATE ' ‘ 24s. NAME OF CEMETERY OR CREMATORY 244. LOCATION (Oity, town, or county) (Btate)

TION REMOVAL (Bpacily)
Removal via rqil 5-20-54 Zion Lutheran Cemsteryl Schenectady, K. Y,

DATE REC'D BY LOCAL ISTRAR'S SIGNATURE 25, FUNERAL OIRECTOR'S $1GMATURE ADDRESS
EG. it telber Funaral Homs, Inc.
520 5| Mol P Bl i, oo i e "
WEBSTER GROVES,

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

x (Lu:emed Emhlmeu Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by . . Student Embalmer No..........

----------- eeeresemseribivsAsssstsnmsas AR A et R taviasNsavsaasan v ernrhspraoan

working under my personal supervision..

SEUAEDE 1er o ueeessemeaersanosarranrcezeenannnnans Signed....../ ... M /:
’ Signature of Student Embalmar :

Licensed Embaly'/?oe

P. O. Address. f;’éﬁb

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
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.




