IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

' FILED VS AUG 1

Registration District

101860 5\%

e Primary Reglstration District Neo. ]_‘D...g......____,.-ﬂnqistur‘l Mo, _--._---_..!2,

=60-028659

STATE FILE NUMBER

YDED I
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore decrased lived. If institution: Residence bafare
a. COUNTY a. STATE b. COUNTY admission)
. Migsourd St. Louis . ,
b, Ccl)‘;l' (M outside corporate limits, give TOWNSHIP onty) Length of stay in 1b c. COI'EY tnside Limits '
1own  St. Louis TOWN - 2efiBnuls Yes [ Ne [J
. FULL NAME OF (If i inside Limit d. STREET f cutside, give locati Reside on F
c. L earE O ( mﬁs gnéca wl}T side Limirs Aobess {If cutsi give location) esice arm
INSTITUTION AL YerD NeD L4h25 Schmittwoods Ct. YO No D
3. #AME OF 'DECEASED First Middle Last 4, DOA";I'E Month Day Year
ypa or print)
N oo ALBERT E. NAGEL DEATH July 30, 1960
5. SEX 6. COLOR OR RACE 7. Married [ Never Married {] |8, DATE OF BIRTH | 9- AGE {last birthday) [ IF UNDER 1 YEAR IF UNDER 24 Hg
Widowed Di od Months | Days Hours Min.
Male ¥hite idowed O voreed O | Pobe 18,1313 47
10a. USUAL OCCUPATION (Give kind of wark dona | 10b, KIND OF BUSINESS QR INCUSTRY| 11. BIRTHPLACE {City and state or country} | 12, CITIZEN OF WHAT COUNTRY
duting mast of working life, even if retired)
leaner Part S5t. Louis Co.,Ma, U.S.4A,
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Benry C. Nagel Eatio Merschmann Helen M. Hagel
5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT Addresa
3, no, or unknown) [ (If yea, give war or dates of service}
NG 491-18-9059 | Helen M, Nagel 4425 Schmittwoods Ct.
- 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED ONSET AND DEATH
g IMMEDIATE CAUSE (o) ACUTE MYOCARDIAL INFARCTION 3 DAYS
o)
8]
a Conditions, If any,]  DUE 10 ) ARTERIOSCLEROTIC HEART DISEASE 2 YEARS
which gave riu(t;: X
couse  (a),
:utinq the under- V ; 0 o
lying cause last. DUE TO (¢} .
F4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminai PART L), If decaased was female was
g disease condition given in PART | (a) there a pragrancy in last 90 days
‘j I_[] Yas ] 0O N- l B3 Unknown
| E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter neture of injury in PART | or PART Il of item 18.)
= PERFORMED? a a u]
N U YESH) NO[J
: & | "B TIME OF  Foul  Month, Day, Veor |
a INJURY am.
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] farm, factory, street, office bidg., stc.)
| NOT WHILE AT WORK O
\
‘ 21. 1 attended the decessed from U.l 26 . |o_Ju_]-I_1Q;_lm-nd last saw muliw an J!l].v 30c 19&)
, Death occur ot . 30 DM, _m on the dats stated above, and to the best of my knowledge, from the causes stated.
] A A ( R 775, ADDRESS T2c. DATE SIGNED
‘ 224 SIGNATYRE or title -
e RNLS HUSFITAL
ke M. D. BARNES 8/1/60
<>:: Z3aJBURIAL, CREMATION, 2% DATE y 2%, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State)
a REMOVAL {Specify)
T Removal 8/3£1960 1on Cemotery St, Louls Cp.,Mo.
< 24. FUNERAL DIRECTOR ADDRESS . 25, DATE RECD. BY LOCAﬁ REG. % REGIFRAR'SAIGNA p
> / 7. .
@ Gebken-Benz 2842 Meramsc AUG 1 156 e, ;“’ : .

{Licensed Embalmer’s S1stement on Reverss Side)}

( (‘Jl
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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

or by _,ﬂ’?/f_// Student Embalmer No.___._
i

working under my personal supervision. 9?(& (/ % ‘
Student Signed / JM/

Signature of Student Embalmer / / 1
‘ Licensed Embalmer Ng. ﬂ'é’/

.o P. O. Address

Noteh:’ “The tabové MUSTS BE"SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. g@/(fe D @J

with the above constitutes grounds for revocation of license).’
. : if embalmed by a STUDENT, he also shall sign in his OWN handwriting. . ]
Tt M (f this bbdy is not embalmed fact should be 56 sfated: above. - L

\




