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WRITE PLAINLY—USING UNFADING BLACK INK-—MAEKE A PERMANENT RECORD

FILELNOV 15 1985,

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

34625
9202

State File No...

T . Y4
BIRTH NO. REG. DIST. NOD. _33&_ PRIMARY REG. DIST. NO-]_.U._._.(')_S- Kegistrar't No
1, PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decensed lived. If institution: residerce befars
a. COUNTY a. STATE l!:!.asouz‘i b. COUNTY adinimion},
b. CITY (1 outstde corpurate limits, writa RURAL and tive g:rAligNGTH OF c. CBI'Y wihin Umis of
hip) {in this place) iy e
TOWN St. Louis T A reeks own St. Louis "" ﬁmm"w ?h
d. FHéIS'PN‘IBMEo?RF (If ot in hoapital or inatitytion, give street addrees of location) . h%?l%gs (1 rusal, give locatlon) (K/ T
INSTITUTION F{ymin Desloge Hospitel 2 3019a North Jeffersan Ave,, Rear)
3. NAME OF a. {First b. (Middle] c. (Last
“DECEASED (rirst) ¢ ) {Last) 4 DATE (Month)  (Day) (Year)
(Tyoeor Print) Vo gy E Buoo DEATH /46 -~ /@ -
5. SEX O 6. COLOR OR RACE | 7. MARRIED, NEVESCngRRlED,f) 8. DATE OF BIRTH 9. AGE ‘I;:‘l)th I:' UNDER | YEMR | O UMOER 1 Kas.
foaths| Da .
Male white HBWBHOTCEC S| Peb, 25 1892 | Fuen [Meew| P | i
102, USUAL OCCUPATION (Qive kind of wark 11. BIRTHPLACE

done during most of workiog life. even if retired)

1@¢b. KIND OF BUSINESS OR IN-
DUSTRY

Blaters Trucking Co

Missourli

{City snd Scate or Forsign Country) C

12. CITIZEN OF WHAT
TRY?

13a. FATHER'S WAME

John Bugg

13b. MOTHER'S MAIDEN

ry Baker

IS. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SQCIAL SECURITY

14. NAME OF HUSB

Louise Bugg

NAME

I

0’'0R WIFE

Deceased)

17 INFORMANT ' ¢

5> SIGNATURE OR NAME

ADDRESS

1Y .or upkoown) | (If yea, wive war or dates of sarvice)
Wo ' 5L88-], Miss Mary Lou Bugg, 3019a N. Jefferson
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecauseper | |. DISEASE OR CONDITION _ . v . ONSET AND DEATH
line for (a), (b), aad (c) DIRECTLY LEADING TO DEATH (2)
*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, giving DUE TO (b)

as heart fafture, asthenia, | - rise to the abore cause (a) stating

de. It means the diy- the underlying cause lasl.

eare, infury, or complica- DUE TO {c}

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

' N -| Cvnditions contributing to the death but not
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION \
- YES D NO m
21a. ACCIDENT (Bpocity) 21b, PLACEQF INJURY (eg. laorabagt | 2fc. (CITY, TOWN, OR TOWNSHIP) f (COUNTY) (STATE)
SUICIDE homa, farm, fastory, sireat, office bidy.,ee.)
HOMICIDE
21d, TIME (Moath) (Day) (Year) (Hous) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE .
INJURY = | “work AT WORK

22. I hereby certify that I atlended the deceased from _.QTL._S_ IQ_S_S lo _Q_QL._IE_ IB_S_S that I last eaw the deceazed
Dok, 14

., from the causes and on the dale slaled above.

alive on , 19

, and that death eccurred at J

NATURE

h. Qlh. 4.0

23b. ADDRESS

{Degres or titlb

Farvminn M’f‘ \Weap-

2Z3c. DATE SIGNED

10-30-§§

24b. DATE

October

JAL, CREMA-
aiOVAL (Bpediy)

| 24c, NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

22,1955

St, Louis

24d. LOCATION (Qity, town, or county)

(Btate)

Missouri

DATE REC'D BY LOCAL

0CT 21 1955

REGISTRAR'S SIGNATURE |
Bael Jomatd DD~

25, FUNERAL DIRECTOR'S SIGMATURE

ABDRESS

Math Hermann & Son, Inc.,2161 E. Fair Ave

on Reverse Sld!)

Wﬁ(fﬁ] I Ermbali




- - - - -

STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
1 Y. Y I ceananan , Student Embalmer No........-

wofi:ing under my personal supervision..

Student......coouicioiie o ciiiiisiis i
Signasture of Student Enbalmer

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

to comply with the above constitutes grounds for revocation of license).
:. . lf embalmed by a STUDENT, he also shall sign in his OWN handwrltmg.
" " 17 this body is not embalmed, fact should be so stated above:

B
A . v




