THE DIVISION OF HEALTH OF MISYOURI 24343

No. 300

o8 riiec UG 6~ 1954 STANDARD CERTIFICATE OF DEATH State File No..
BIRTH MO.____ " REG DIST. 31 8 PRIMARY REG. DIST. KO. 1!)_0_3 Registrar's No....... .?_"10...2
[ 1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Whare deceased lived. If institution: residence befors
a. COUNTY . ( a. STATE Misgouri b, COUNTY adwiwion},
b. CITY (If catcide corpurate limits, write RURAL and xive ¢, LENGTH OF {| ec. CITY . 4 I» Residence withis Loits of
OR STAY OR .
TOWN  St. Louls |7 {Te | 7Town St. Louie R
“d. FULL NAME OF (If not in hospétal or instltution, give strect address or location) . STREET (I rurl. give loeation)
HOSPITAL OR *’ ADDRESS 671 7
INSTITUTION. 6022 Shulte Avenue, 20, 6022 Shulte Avenus, 20, =
3.'3&!\&%5%% a. (Flrst) b, (Mlddle); T ¢. (Last) 4. DAT'E (Month) (Day) (Year)
e o ISABELIE MARGARET BUSSEIMARN oo July 30th, 1954
5. SEX 6, COLOR OR RACE ) 7. #1‘0%%% Bll-:\\;ggcrgskmsn. 8, DATE OF BIRTH 9.:.GE (Inv-;n ‘: :13:. 1 VAR | o DwDER m RES.
. . {Bpacity, t 0 Days | Hours | Mis
Female (| VWhite . Married Oct. 29th, 1890 63 | |
10a. USUAL OCCUPATION (G work-| 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . -~
dane during most of working il evenlt rared) | - DUSTRY 11 BIRTHPLACE  (ciry wad State or Foreipn Coustey? /) “cg{,’.q'%i’#?" WHAT
| Housework | Cwn Home St. Louls, Missouri
13a. FATHER'S NAME 13b.. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥{FE
Edward Wilcox Beligda Pord Psorge John Busselmann S
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘ 16. SOCIAL SECURITY | 17. INFORMANT' 5 S(GNATURE OR NAME ADDRESS , ..
(Yes. 00, or unknown) | (If yes. Kive war or dates of service) NO. e
No None : Unknown George J. Busgelmann, 6022 Shulte Avenue,
18. CAUSE OF DEATH ’ . . MEDICAL CERTIFICATION . . lmﬂ;g};il."gw
. Entar only onsoatise per I, DISEASE OR CONDITION * - -
inefor (a), (b, and {¢) | DI/RECTLY LEADING TO DEATH® )

ANTECEDENT CAUSES é :
*This does not mean 3 E
the mode of dying, such | Mortid conditions, if ang, giving DUE TO (b) A‘l 54&!—5 Mt"‘-dw

o8 beart fellure, asthenia, | rise to the above cause (o) stating

elc. It means the g | Uhe undelying coute lost. ﬂz; Z : ﬂ: / - o .
ease, injury, or complica- DUE TO (c) !

tion whick eaused death, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
_ related to the disease or condition causing death.

WRITE PLAINLY~USING UNFADING RBLACK INE—MAEKE A PERMANENT RECORD

19a. DATE OF OPERA- | t9b. MAJOR FINDINGS OF OPERATION . : 20, AUTOPSY? ’
TION )
- ves (] wo &1
2ia, ACCIDENT (Epecity) 21b. PLACE OF INJURY (e, inorabout | 21c, {CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, tarm, {astory, street, ofiee bldg..ete)
HOMICIDE —
21d. Tégs (Mooth) (Day) (Year) (Hour) 218, INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
TNJURY ' = | "ork L "KTwoRk. Y20
22. I hereby certify that I atiended the deceased from A0Cc /P 1053, 10 2=x3@ __ 195 thot I last saw the deceased
alive on _kLé__, 19 , and that death occurred at 92104 m. , Jrom the causes and on the dale stated above.
23a. SIG TURE Deg:l'a or title 6 23b. ADDRESS Z3. DATE SIGNED
' booo W. 7 e ad 7 &
%Illa. BU'R'(A;\L. CREMA- |“24b, DATE 24¢, NAME OF CEMEI'ERY OR CREMATORY 24d. LOCATION (Olty, town.oxoountyf {:]
, (Bpecify) ) ‘
Porial 8/3f Calvary Cemstery St. Loula, Misaouri

DATE REC'D BY LOCAL | REGHTRAR'S SIGNATURE 25. FUNERAL DIRECTOR' S SIGIATUR! ADDRESS
/4 . ‘ F B B 0

JUL31 195F | /

{Licensed Embalmer’s Staterment on Reverse Side)




£410 uy OTH

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY ME, OF DY . i it aairceeisstanesa e teas s mae e

working under my personal supervision..

Student oo e tiiiiinsisara e
Signature of Studenc Eabalmer

P. O. Address @Q;\Z(}-“‘.

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

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

¢ this body is not.embalmed, fact should be so stated above. '




