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10,48

WRITE PLAINLY—_USiNG TUNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF, HEALTH OF MISSOUR!

' | 2‘5340
FLED JUL 15 g5  STANDARD CERTIFICATE OF DEATH Stte Fite o !

BIRTH RO, REG. DIST. No._’_ﬂ_ PRIMARY REG. DIST. no._‘ia_t_. Registrar's Ne. /-.__5'.77

1. PLACE OF DEATH . : Z.;: USUAL S RESIDENCE (Whers decossed lived. II inativution: residence before
a. COUNTY a, STATE . COUNTY dnbslon).
St.Louis § TS L 2T
b. CITY q . URAL and . LENGTH OF CITY } . ; ol
oR oumd-.‘ en:punte lrlmh.a write R a r.::::;hlp) %TAY e st c. :H' n 7 O . d I.-;llgima "mrj::tedmw‘;:{
TowN _UhiVersitypzCitye MOnths| _TO%N Upiversity City B ==
d. FULL NAME OF (i not in hospital or institution, give streot address or locaton) [| : . ! STREET . i . a m3 tive location) " B
HOSPITAL OR . ADDRESS .
INSTITUTION 7017 Mel rose Ave _— - 7017 Melrgse Ave
3 NAME OF 8. (First) " b. (Middle) e, (Last) 4DATE  (Moath) (Dem)  (Yew
( Type or Print) Lucille Fadelia Buder DEATH  June 27,1956
5. SEX , 6. COLOR OR RACE | 7. MIAI‘)RRIEB' N[E;‘;’gﬁcbgsﬂm% 8 DATE OF BIRTH g‘l.:GEdrt;;:;)'“ ;‘F Ux:ll Ibg I UNOER 3 HRS.
. (Hp-c - t on Hours | Min.
Female White So ngfe [N - -B’une 53,1899 87 ' |
102. USUAL OCCUPATION (ﬂ:::::;i::‘ml; 10b. KIND OF BUSINESS OR IV | 11 RTHPLACE  (¢;01 wad State of Foraigs Gountry) O &STEEN oF wHaT
Retired Libre St,.L.Pullic -fibmr Eureka, M1 ssouri AR
138, FATHER'S NAME 13b, MOTHERbeAlDEN NAME 14. NAME OF HUSBAND OR WIFE ' '
' Reinhold Buder | Fmma Fadelia Scheele None
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL, SECURITY | 17. INFORMANT®S SIGNATURE OR NAME ADDRESS
{Yes.no, orunknown} | {(If yes, give war or dates of service} R
No None - &/P4. Mrs Vietor Walker 3010 Kemp Ave
1| 18. CAUSE OF DEATH : MEDICAL, CERTlFlCATlON lg:szgl\“:lhg%m
. Enter only onecatise per [. DISEASE OR CONDITION - - JEATH
Jine for (&), (b), and () | DIRECTLY LEADING TO DEATH'(a) h n M '

T s | MTECEDENT CAUSES _&‘;‘L_f._.LLf_LZC_H_Q £15 7
the mode of dying, such | Morbid conditiona, if any, gising DUE TO (b) ” i

at heari fatluse, asthenta, | rise to the sbove cause (o) stating
de. It means the dig- | the underlying cause last.

ease, injury, or complica- DUE TO (¢} -

tion which coused death, ]| 11, OTHER SIGNIFICANT CONDITIONS
Conditfons contributing o the death bt 20t R L /9 , 5'
relaied fo the divease or condition causing death L. ‘ﬁM 4 o f

19a. DATE OF OP;IF:)AN 19b. MAJOR FINDINGS OF OPERATION i 20, AUTO] 1

' VXZ/ ves [ mm

21a. ACCIDENT (Bpecity) 21b. PLACEQF INJURY (oq..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hotne, Iarm, lastory, strest, offics bldg..ete.) -

HOMICIDE
21d. TIME (Month) (Day) {(Year) (Heun 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOT WHILE
TNJURY m. | " worK AT WORK
2, I hereby ceﬂd I altended the deceased from 19” to 19..% that I last saiw the deceased
alive on and that death occurred at Lﬁ_ m., from the causes and on.the date stated above.

23a. SI%EA‘!’URE W ; <?Wr %) Anonsss é{] /; E 1 ' {

a, BURIAL, CREMA- { 24b. DATE 24c. NAME OF CEMETERY OR CREMATLOEy 244. LCT-ATIONT(O!W. town, ot county)
N REMOVAL ‘Speitsr oy .
Burial June 30,1956! Memorisl Park ™y uts*Co Mo, <
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR' S S1GNATURE . RODRESS H
-2 ?-—Jﬁe' A Alexander“& Sons 6175 Delmar Blvd

(Licensed 'y Staternent on Reverse Side) . . "I\/




' [ . T
’STATEMENT BY‘LICENSED EMBALMER
. i

-

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

by me, or by PRTPDRRTR rmeeereaneanaans RO reerenn , Student Embalmer No.

Licensed Embalmer No..z_f 2.4
P. O. Add:.gss-.g.z.z

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

T this body is not emba.lmed fact should be so stated above. :

working under my pe rsonal supervision..

Student..... et tecmesememeceeoisissmsisazereraneeenan
Signature of Student Embalmer

-,

- !

R [




