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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 5[ 2 PRIMARY REG. DIST, mﬂd_ Registrar's No.

HIED JUL 1§ 1958

25466

assnanrrn et san

(58S

« -Stote Filc No...

BIRTH NO. (od O e
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If fastitation: resklence before
a. COUNTY . 8. STATE . . b. COUNTY sdimion).
St, Louis Missouri 4 St, Louis
b. CITY (1f autoide limits, write RURAL and ¢, LENGTH OF . CITY N
auteids corparata fimits, write rrabi)| STAY fls s place| - OR b b o peorpermied )
ToWN  Kirkwood DOA TOWN K4 rkwood o Y= ﬁ: R 0
d. FULL NAME UF {If not in hospital or instizution, give sirect nddrem or loeation) - ASDTgRE (I rurl, give loenlou)
WSHTOTION St. Joseph Hospital 307 W, Essex Ave.
3. [!;‘EACPgE S%'B a. {First) b, (Middle) ¢. (Last) 4, DA;E (Month) (Day) (Year)
{ Type or Print) JOHN F WAGNER DEATH  June 28, 1956
5. SEX fo 6. COLOR OR RACE | 7. M.ﬂbi'\‘o%EB NE‘\;'ggchélsRRlEDJ 8. DATE OF BIRTH 9. AGE (Io n;n LI; UNDER § YEAR | & OnOER u Has,
{Bpecit Laat ontha| Days | Houre | Min.
Male White ed March 7, 1892 ) l

10a. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR IN-
dose during most of working Llfs, sven if retired) DUSTRY

11. BIRTHPLACE - (Cicy and State or Foreign (‘anl.ryl qP tztg{;ﬁ%’:f?,:w““

WRITE FLAINLY~-—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD “&'&

Service man Laclede Gas Co, | Manchester, Mo, USA
13a. FATHER, S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
John Wagner Louise Sherr Florence Wagner
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 0o, o1 noknawn} | (If yes, give war or dates of service} NO.
No — L97~03-2157 | Mrg,Florence Wagnpe - d
8. CALISE OF DEATH <8 MEDICAL CERTIFICATION %Wmvnalig%iu
 Enteronly oneccuseper | 1. DISEASE OR CONDITION . : . o - | onser
line for (s), (b), and (¢y | DVRECTLY LEADING TO DEATH® (o) <, AP .,...,,._!,_ oL s 7 L
*This doer not mean ANTECEDENT CAUSES _..v K -
the mode of dying, such | Afoibid conditions, if any, gicing DUE TO (b) I Xesrpi By gn
a8 heari fallure, asthenda, rite 10 the above cause { n) m:tiug
de. It means the dis- . the uudnlyiue couae last .
ease, infury, or complica- DUE TO (o) -
tion whlch caused death, | [1. OTHER SIGNIFICANT CONDITIONS
. . .| Conditions contrituting to the death but not
| _related to the disease or condition cousing death, .
19a, DATE OF OP_Ig%Aﬁ 1%b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
Ao/ | vl wX
21a. ACCIDENT - (Bpecity) 21b. PLACEOF INJURY tag..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY)} (STATE)
SUICIDE bome, farm, lastory, strest, offios bldg.. e1a) .
HOMICIDE
2id. TIME (Month) (Day)} {(Year) (Hour) 21s. INJURY OCCURRED | 23f. HOW DID INJURY OCCUR?
INJURY = | "Work L] "Arwork" '
2. I hereby certify that 1 attended the deceased from #h_ 1932 to __£- A3, 195’% , that I last saw the deceased
alive on £ =23 193% , and that death obeurred at {6 32 4 m., from the causes and on the date slated above.
23a. S, ATURE (Degree or Ht@ Zib. ADDRESS . 23, DATE SIGNED
ot QMJU(._,(,P, ALD - 6. )-9%
243, BUREAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, ot county) {Btlate)
TION, REMOVAL (Bpudry) . .
Burial &/10/84 St. Petor's Cemetery Kirkwood, Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

hd.

ADDRES.

ATURE

25. FUNERAI. DIRECTO ,

| (-29-5C

(l}mmﬂ!

Staternent on Reverse Side}




4 STATEMENT BY LICENSED EMBALMER

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

by me, or by ...cuennn.,.. et e e e aaeaer e aaaneenn i a e s

working under my personal supervision..

Student....c..ocn.iiiiiiiriisiie et iiiaieaaas
Signature of Student Embalmer

P. O. Addres 7,

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

If embalmed by a STUDENT, he also shall sign in hiss OWN handwriting.

¥ this body i3 not embalmed, fact should be so stated above.




