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DEPARTMEN‘I‘ OF COMMERCE
BurEau oy THE CENEUS

LED JUN 25 199 ; o

STATE BOARD OF HEALTH COF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

Stats File No. 1 !yg 8 1
Registrar't No......... ._5.52.9...

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

19. (o)

{Dxta roceived tocal resistrar) {Reglatrar’s signsture} L4

8 (a) County ; {0} State... Missouri ... .. ® County -}w
&= () Cityortown.._._. St.Louis ;
=] (If gutside ity or towu limits, write "RURAL" and namse of townahip) {¢) City or town St.Lounis
E () Name of hospital or institutipn: ﬂ (1f outside city or town limita, write “RURAL")
& St.Johng Hospital! (d) Street No..__ 6440 Smiley
= (If aot in hospital or tnstitotion, vriual.ru: Bumber o1 location} I rurel, give locstion)
5 () Length of stay: In hospital or Institution » .
. (Spocily whether ]l (¢} Citizen of foreign country? No ....(Ves or No)
Z In this community Life 7
E yoars, munthe or days) . If yes, name country.
= MEDICAL CERTIFICATION
3. {a) PRINT
€3]
FULL NAME__Jameg Kenneth. RBufenacht
: — — 20. DATE OF DEATH: Month 3 day.....15
X teran, . Social =
5] & veleran s No 3 9 NO Ly year 4.’\ hour. '}'0 mlmun-l ﬁ A - M.
NAME WAT..c.mreerees No .
E' 2t, 1 hereby certify that 1 attended the deceased from. 3=~ 22 — ‘/3
= 5. Color or 6. () Single, widowed, married, 19___. to /Z 19.%‘3
hlﬁ 4 Serdizle race...... 4. adl"OTCCd-»Singlem«« that | last saw h. /J\A aliva on !- -~ 25 19.._.;
Z 6. {?} Name of husband or wife.........ocoreeccreueee. 6. (¢} Age of husband or wife if {| 20:d that death eccurred on the date and hour stated above. Duration
; alive.. .. years immediate cause of death
@ " 7. Birth date of d d 7 29 1942 e vcgnaen
5 {Monthy (ay) (Yoar) j M
s A A
@ 8. AGE: Years Montha Daya If less than one day
g 0 10 18 h i %
r. min.
CH J 1.2
A (Y Bmhphce___.s.h-LD.ulS_ﬂQuIﬂi}[___- ...... _Missourit/ [ U~
Z. {City, tawn, or eounty) (State or foreign eguntry) J M I
=] " Tnfant Othcrcon tio
= 10. U'w socupation an {include p&smmy wittln 3 months of dexih)
o 11, Industry or buainess P PHYSICIAN
= = Major findinga: @ 944 —
>I- % (12, Name._ Ecward L Bufenacht .|| Ofoperations. = & “ eberncal Underline
[ . *
= |{=| 13. Birthplace Ohio Ohio / ;“,533;{;
E (Cll.y wwn, wmatﬁ) (State or forelgn country) shovid be
5 & { 14. Maiden pame - Hliza Mogsier f clharzeﬂ sta-
=1 tistically.
B B . T T -
o | 15. Birthplace enn ann
E 3 7o ——— Gtota or p—— " 22. I death was due to extemal causes, fill in the foltowing:
= 16. (@) Inf o Fdward L Rnfpnaohf {a} Accident, suicide, or homicide {specify)
E (b} Address___ 6440 Smi 'va i (d) Date of cccurrence,
17, () Burial ) Date theseol___ 6 _ l?.-j&a {¢) Where did injury occur? T s S
(Borial, eremation, ar removal) (Month} (Day) (Year) (d) Did injury oceur in or abaut home, on t'nrm. in ndustrial p!ar.e. in publ!c place?
(¢) Place: burial or cremation. Mt Hope
18. (@) Signature of funeral dinctor,ghw.ﬁ‘%& =, - While at ork?..........................(f..pd!, "T ﬁm Of INJUNY ereneeeeeeereeereenmeeeees
b

23. *Signature. M.D.orxehe®__

A .. 2301 Lafazett
SN Igaa,ﬁq}- DV

Y dd
Address._ / J é_é’ ‘/ h %M Datedzned.é._.J_é ij

(Licensed Embalmer’s Statement on hd(cr-e Side}



»t
»

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............. eeemeereemne et ran
T et o : A

toL - O Tt . : , Registered Apprentice No...._..

working under my personal supervision.:

| ‘ v L0
Vw . ‘ ‘ Sigﬁet{#\\é/? ! /p

_/

} ;

i P.O. Addre@,,f ] 3
Note: The above MUST BE SIGNED BY THE L1ICENSED EMBALMER in his OWN HANDWRITI

_ the above constitutes grounds for revocation of license.)

{‘ ‘ If this body is not embalmed, fact should be so stated above,

(Faifire to/comply with




