THE DIVISION OF HEALTH OF MISSOURI
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20a. ACCIDENT SUICIDE HOMICIDE } 204, DESCRIBE HOW INJURY OCCURRED. (Enfer noture of injury in F‘crt 1 or Part 1] of item [8.)
3 - 1%

20c. TIME OF  Hour  Month, Day, Year| - ‘ .

* INJURY a. m.

MEDICAL CERTIFICAT

aith, ALED MAY 924 1957 STANDARD CERTIFICATE OF DEATH
slfare 3 1 8 '1 00
blie Registration District No. w2000 - Primary Registration District 3
ervice
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence bafors
admi’ssion}
. a. COUNTY o STATE pro b. COUNTY /’
3c0 b. CITY (If outside corporote limits, give TOWNSHIP only) | lnside Limits c. CITY Inside Limirs
1-56 OR Yestl NoO o
town  ST. LOUIS, MISSOURI " ° tomm St. Louis Yes) NoD
Fgls_PLl_flzl:ME OF (If NOT inhaspital, give location)|Length of stay in 1b AL TREET (H sutside, give logation) Reside on Farm
= D 44 STlTUTlorﬁSARNES HOSPITAL A A@RE555)_|. oL Mi(hig&n Aves! v..0 neg
- 3 :::l:l so‘ro First Middle Laxt 4. DATE Month Day Year
o OF
@ (T¥pe or print) VIRGINIA ARLENE VOGT DEATH MaY 8 s 1957
: 5. SEX 6. COLOR OR RACE T 34 8. DATE OF BIRTH 9, AGE ({n years | [F UNDER 1 YEAR |IF (NDER 24 WRS.
s MARF{ED NEVER MARRIED [ ] 133 Test Kirthdaw) [tomie | Do Fome T
= Female White wipoweo [J oworeeo [} July S _tgz‘
* }10a. USUAL OCCUPATION (Giu kind of work done | 105, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atata or couniry) 12. CITIZEN OF WHAT COUNTRY?
E w uring most of working life, eoen if retired)
57 usewor St. Louis, Mo. ‘U.S.A.
E- = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
> v +
" 2 Joseph Augustin Fleorence Woods
15. WAS DECEASEC EVER IN U.S. ARMED FORCES? 16. SGCIAL SECURITY NO.|[17. INFORMANT Address
- l—l-- {Yea, ne, or unknown) U f yea, pive war or dates of service) ( Hu Sb and )
52w No . None _ |490-32-0062 | George Vogt 5L0L Michigan Ave.
E = B. CAUSE OF DEATH [Enter only one cause per line for (@), (b). and (¢).] INTERVAL BETWEEN
v x PART |. DEATH WAS CAUSED BY: . UTE . LURE . ONSET AN
; o (’) IMMEDIATE CAUSE (a) - AC RENAL FAIL - - 5[6 [ﬁﬁfg
C * Y
S L BLOOD 1OSS
2 b Conditions, if any,
o o which gare I’IEJ PUE TO (5) = K = v 7 S
RN EF A N sic '- -
= stating under- .
E = Iging cm:u "hm DUE TO (c) CESAREAN SECTION
E % =] PART Il OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1M PART I(n} - 3. WAS AUTOPSY
]
z
14
(%
<
-
m
: p.m. .
5 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (¢, ¢,, in or ahou! home, | 20f CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE AT NOT WHILE Jfarm, faoctory, street, office bidp., etc.)
by WORK AT WORK
=2

2, o
0 1, MAY O MAY
. 2t: J attended .t"ha deceased fro mddl , to L lyb { and last saw ":::’1 alive on 81 1957
Death occurred at m_on tha date stated above; and to the best of my knowledge, from the causes atared.

2c. SIGN ¢ of (itle) (3325, ADDRESS 22¢, DATE SIGNED
&W %y 9 w. D BARNES HOSPITAL [ 37a%y

2o, BURAL, CREWMATION, | 234, DATE 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Staze)

anuom (Spegifyd ay 13 1957 Mt. Olive Cemet GPY St Louié hCO -‘MO .

{iscases in Part | must be casually related. Coroner cennot certify to o death dus to natural causes.

24. FUNERAL mnsc‘ron ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATURE . !

Kriegshauser ;228 S.Kingshighway MY 9 57
on Reverse Side

Licensed Embalmet's Statement
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STATEMENT BY LICENSED EMBALMER e
T

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

£
R

byme, oF By ..o eree e ee e e SO SRR .-; Student Embalmer No........

o/

z- . - : oL - +

" working under my personal supervision..

Student ..o ocioi i iaaaas i . 2 oo e A T
Signature of Student Exbaloer .
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If embalmed by a STUDENT, he also shall sign in hlS OWN: handwntxng - oo
If tlus body is not embalmed, fact should be s0 stated above.
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