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All diseases in Part 1 must be cousally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

istration District No.

3/7

Primary Registration Districs No.

23003888

STATE FILE NUMBER

Registrar's No._______..l_:_;_‘____,____

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence hefore
. . X . odmissi
a. COUNTY St. Louis o. STATE Mo . b. COUNTY
b. C:)TY {If outside corperate limits, give TOWNSHIP only) Inside Limirs - CgY e f‘ Inside Limits
R . . R . [
towv  Richmond Hts. YesE Ne[] toww  St. Louis ‘ ¢ | Yol N3
c. F(L;LIIJ., NAM(E)SF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location} Reside on Form
HOSPITAL ADDRESS
NsTITUTION S 3 Mary s Ho SPk 3) Days 6066 Cates Ave. Yes[] No (Y]
3. ?TAME OF DECEASED Fiest Middle Last 4. DATE Monzh Day Year
ype or print) OF
ARTHUR E. WAGNER JR. DEATH Jan. 3% 1959
5. SEX & COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE & IFUNDER | YEAR! IF UNDER 24 HRS,
X MARRlEDﬁ]ﬁEVER MARRIED] | 2E L’:';‘f::’; Womtha | Dove- | Fours |~ Min.
Male b White wipoweo [ pivorces J| May 1,1922

100. USUAL OCCUPATION {Giva kind of work done

even if Il:

l working i
Freur-Conple

CREUT

10b. KIND OF BUSINESS OR

e |Auto Mransit Co.

. BIRTHPLACE (City and state or country)
St. Louis,

12. CITIZEN OF WHAT COUNTRY?

Mo. 9} y.s.A.

13s. FATHER'S NAME

Arthur E. Wagner Sr.

13b, MOTHER'S MAIDEN NAME

Myrtle Homgan

14. NAME OF HUSBAND OR WIFE

Betty Wagzner

15. WAS DECEASED EYER IN L), 5. ARMED FORCES?
(Yeas, of unlt.nqwn)[ {If yas, giv v ot doten of service)
o Nohé

16. SOCIAL SECURITY NO.

491-12-918

17.

INFORMANT

Ray Hicks 4158a Juniata

Address

3t.

18. CAUSE OF DEATH (Enter oniy one cause par line for {a), (b}, and {c}.}
PART I. DEATH WAS CAUSED BY > ‘ e
IMMEDIATE CAUSE (o)

INTERVAL BETWEEN
ONSET AND DEATH

/ At

M— Y, 29, b:ﬂeﬂ.

Conditions, if any, DUE TO (b)
which gave rise to
bove eou (a),
:fa':ng crhu“und:r- } ‘ é /é’ A ) ?‘/l *
g lying cowse lost. DUE TO (e) £
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dlssase condition given in PART | (a) 19. WAS AUTOPSY
a . . 1 PERFORMED?
i o YES [Z3 NO [T]
Y| 20a. ACCIDENT SUICIDE HOMICIDE @b. DESCRIBE HOW | RY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18,)
w
o g 4 d
3| 20c. TIMEOF Hour Month, Day, Year
a INJURY  aum.
= p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from g7 s ? , o J@” .", and lost saw :::1 alive on / 3 ‘. s ?
Death eccurred ot 4:30 P, m on the date stated above; and to the best of my knowledge, from the causes sruiod
220. SIGNATURE {Degree or title} 2%, ADDRESS 22e. QATE SIGNED
< i ’ 2 —
: m =) 730 VY VXK /- 19
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, 1own, or county) {State)
REMOYAL (Specify) .
BUriar Jan.7,1959 Mt. Hope Cemetery 5t. Louis Co. Mo.

24, FUNERAL DIRECTOR

Kriegshauser 4228 S.Kingshighway

ACDRESS

/-5-57

2s. DATE RECD, BY LOCAL REG,

26. REGISTRAR'S SIGNAT)

(Licensad Embalmer’s Statement on Raverss Sids)




STATEMENT BY LICENSED EMBALMER

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

DY M@, OT BY eutvnreerimeenimsiiaiossrrtnanas e rer s s et ss s rr bbb s e e nsar s .» Student Embalmer No. .........ccoieennee

working under my personal supervision.

SEAEAE  cecevrrrmrnrrrnsssssissnasssrsesnsasranssssasensarsranit Signed %&%ﬂ” ....................

Signature of Student Embalmer
Licensed Embalmer No}mf/

P.O. Address%ﬁﬁ.k 7’
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. AFailute
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed, fact should be so stated above.




