THE DIVISION OF HEALTH OF MISSOUR|

38-0383'78

Health, -
&p:;il-h" STANDARD CER""(A“ OF DEATH STATE FILE NUMBER
ic
Service ’LED NOV 14 1958?9“"""“". District No. 3 12 Primory Ragistration District Nm.___}iéj .............. Registrar's NUv.égs..X.g.--a._"-
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence before
. %0 o. COUNTY St,Louis o STATEArkansas b. COUNTY Mj 551 58Py
1-57 b. CITY (li outside corporate limits, give TOWNSHIP only) Inside Limiss [ chY Inside Limits
TOWN University City Yos 1 No [] Otown  Leachville Yos (X No[]
c. Egls.é.l_!rﬁl:t\%ROF (1 NOT in hospital, give location) | Length of stoy in 1b F S f\.{J%EEEES {If outside, give location) Reside on Ferm
/ insTITuTion. 1060 Vermon Ave. 3 mos. ocel_ Yes [J No [
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print) OF
Mary Ann Bugg peatH October 31, 1958
5. SEX 6. COLOR OR RACE| 7. maRRIED[ JNEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (In ;",; :‘cUN'I‘)ER;YEAR l:aUNDER I;HRS.
» losybirthda nths ays ure in.
Female /| White wooweo [} 3 oivorceo[ ]| Octo 12, 1872 g5 I
E 10a. :ISUAL OCCL:PAT':ON EGrlv- kind :! wor:d;lon- 10b. :(Igg OI:“;BUS"IESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
uring most of warking lifs, aven if ratir . . . .
Housework . . AT "Home Winfield, Missouri. ¢ U.S.A.
130. FATHER'S NAME 135. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Robert Rohland

Elizabeth Semands

(Sam U, Bugg

5.

(Yas, M,N’ unkngwn)

WAS DECEASED EVER IN U. 5. ARMED FORCES?
(i yeu, gNQ or dates of rervice)

L]

16. SOCIAL SECURITY NO.

None

17. INFORMANT

George Bugg, 7060 Vernen, Ave. U.City,Mo.

Address

&,

18. CAUSE OF DEATH (Enter only ona cause per line for (o), (b}, and (c).}

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a}

unknown natural causes

INTERVAL BETWEEN

ONSET ANQ DRATH £

MEDICAL CERTIFICATION

Conditions, if any, DUE TO (b)
which gove rise to
acbove couse {a}, } ;}/
atating the wnder- 7 ?
lylng cowss loxt. DUE TO (¢}
PART (). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not retated to the terminal diseass condition given in PART I {a) 19. WAS AUTOPSY
PERFORMED? =%
ves(] wofbec
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
O | O
2c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED

m}!l.i ATD NOT WHILE O

20e. PLACE OF INJURY (e.g., inor about home,
ferm, .ctory, street, oifice bldg., etc.)

201 CITY, TOWN, OR LOCATION

COUNTY STATE

21. 1 attended the deceased from

. to

Death occurred at

ond last 'sowa." alive on
mon th. dote lmhd cbove; and to the best of my knowledge, from the causes l!a!od

All dizeases in Port | must be causally related.

220. SIGNATURE MW 22b. ADDRESS ﬁ
Herbert omke , cal Reg strar 801 S. Brentwood, Clayton, Mo. /ﬂ
230. BURIAL, CREMATION,] 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ¢r county} fStm)
REMOVAL (Specily)
-~ j._Remov " | 10-31-58 Stanfield Cemetery Clarkton, Mo.

24. FUNERAE DIRECTOR

ADDRESS

Albert H. Hoppe L700 ¥Ylashington, Blvd,

/10-3/-43¢

25. DATE RECD. 8Y LOCAL REG.

26. REGISTRAR'S SIGNATURE

{Liconsed Embalmer's Statament on Reverss Side)

Lo ¥ /3, M%g
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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
Dy M, OF DY oririiiiiiiie e e , Student Embalmer No. ...........coienin

working under my personal supervision.

Y T (=311 SRR PP PSPPI Signed )
Signature of Student Embalmer

Licensed Embalzgr No..g: q_o(

'P. 0. Address 1. 9.

Note: The above MUST BE SIGNED BY THE LICENSEL EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of lic_ense).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. =~

If this body is not embalmed, fact should be so stated above.
* L




