No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECOﬁD

1. PLACE OF DEATH

THE DIVISION OF

FILED SEP 28 1954

BIRTH NO.

STANDARD CERTIFICATE OF DEATH
_!I:EE. DIST. NO. .:3 l ! PRIMARY REG. DIST. N.Qﬁ.- Registrar's No. ...J.gj.i.._.

HEALTH OF MISSOURI h

State File N03252?...

8t. Louls

a. COUNTY

2. USUAL RESIDENCE (Whers decoased lived, If instltution: residencs before
& STATE Mjgaouri b. m”“”St . Louig"="

b, CITY (1! cutside corporate limits, write RURAL and give ¢. LENGTH

town . Richmond Heightsg" ™"

“TaHg

OF

{A
s f’ldqirﬂ!mtl m?

HOSPITAL OR

#5 Thorndell Drive

d. FULL NAME OF (If not in bospital or [nstituticn, sive streot address or locution)

c. CITY ’
roun Richmond Height

(Ef rural, give location)

o TREEL :
#5 ThorndellDrive

INSTITUTION
3. NAME OF 5. (First) b. (Middle) <. (Last) I 4. DATE (Montk)  (Dey)  (Year)
(Typeor Pimy  W1lllam G. Buechner pEAnde pt 22 1954
5, SEX 0 6, COLOR R RACE | 7. MiARRIEDD NE\\;SQCP‘E‘SRR]EDJ 8. DATE OF BIRTH 9. AGE (Inri;n ;ﬂ:::: 1 YEAR | o moEm u m
Male White MEPRNE oD E=p | Ao 26,1866 | "BE‘“" [38 ™| ™
10a, USUAL OCCUPATION (Givekicdof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12, crrlZENonuAT
& ot of wariding Ufe, sven if » - USTRY (City and State or Forup Country) COUNT
RetTreqd frégsurer |{City St. Louls | New York City,N.Y.” //U.S.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
William Buechner | Regina Berle Amellia Buechner ,
53. WAS DECEA_SE,D E\(IER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
-, Ry, yws, give war or dates of ) . .
1 Al Rl "= | None Amelia Buechner #5 Thorndell Dr.

. Enter only onecaiss per

18. CAUSE OF DEATH - . -
. DISEASE OR CONDITION

Yine for (8}, (b}, a2d (6) DIRECTLY LFADING TO DEATH® ()

MEDICAL CERTIFICATION

} INTERVAL BETWEEN

IWMM ONSEI‘%‘

ANTECEDENT CAUSES
Mortid conditions, if any, giving DUE TO (b)

*This does nol mean
the mode of dyfing, such

9’M MMQ(M

rize to the abede calsde (a) mxﬂng

il
o heart fallure, asthenia, the underlying covae last.

ete. It memns the dis-

eare, infury, or complica- DUE TO (c)

II OTHER SIGNIFICANT CONDITIONS

fons eontnbutang to the death'but nof

tion which catsed death.
' Cumdil:
related to the disease or condition causing death.

AL

19a. DATE OF OPERA- ! 19b. MAJOR FINDINGS OF OPERATION , 20. AUTOPSYt
TION t *
Lo 33X | wlwl
215, ACCIDENT (Bpecity) "'} 21b. PLACEOF INJURY (e.g.. tnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . - | boma, farm, factory, strest, offies bldg.. st}
HOMICIDE . . - .
2td, TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF - . ) WHILE AT[—] KOT WHILE
INJURY =. | “work AT WORK
2. [ hereby certify that 1 attended the deceased from cﬁﬂ%_[ﬂ_, 1852 to x2 mﬂ, that I last zaw the deceased
alive on > 19_54 and that death occubbed ol _f£. 2S3F, m., from the causes and on the date siated above.
Za. HGNATURE ~ (Dogres or titl) yZ3b. ADDRESS I 3. DATE SIGNED
e FRaTTT D V0,0 o Coreosltinist Bng | G/24/5
24a. BURIAI.KLCREMA- 24b, DATE . 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (State)
(Bpwelty) - .
Bept 25 1954 Friedens Cemetéry St. Louie County MO -
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE FUMERAL DIRECTOR'S SIGMNATY DORESS
3 24. EG!- - D\ [ ?I.L.Zlegenheln & Sons ?02? Gravols
-_‘____ n TV " e N ArR a7 F Wa¥ W =




\'STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY mMe, OF By ... iiiiiiiiaierassaeseceeaaranesaaaaneees tovenaan , Student Embalmer No.............

working under my personal supervision..

Student ... cooiiaiiiiiiiiiiiiaii e iariaaeaaa
Sipgneture of Student Embalmer

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

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

7€ this body is not embalmed fact should be so stated above. .

-y e - I T - . ' T
{ . Lk



