.5, No.300
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1

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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED APR 26 1957
REG. DIST. NO. :il:;

15405

State Fiie Nou e "

PRIMARY REG. DIST. NO-_lma Kegistrar's Na..;..3319.

BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, 1f institution: residence before
a. COUNTY “~a~STATE MO : b. COUNTY adininsion?.
L
b. CCI).II;Y (1 outside corpurate limits, write RURAL and give §'1»AL‘,-ENGT“ ofF || ng & I Residence within losts of
hi in this place’ . ac s
town  St. Louis . OB aishel N St. Louis oy S roorgrated iow

d. FULL NAME OF (If oot ia hospital or inatitution, give streot address or location)

{If rural, give location}

HOSPITAL O " DDRESS
23 etitonion ot, Johns Hospital ok j)ﬁr 8733 Annetta Ave.
3. gﬁ?:héﬁs%% a. (First) b. (Middie)  * ¢ (Last) 4. DSEE (Month)  (Day) (Yge?
o oo Catherine Vogel DEATH L I
5. SEX / 6. COLOR OR RACE | 7r WD%%EB' gfggﬁgggamsn. 8. DATE OF BIRTH s, AGE o yean| i uoce ' v i oo
L] E {Bpeci - | ¥, on A¥s ours | Min.
Female White Widowed Jan., 28, 1877 i "85 e , |
10a. USUAL OCCUPATION (Givekind of work ] 10b. KIND OF BUSINESS OR_IN- { 11, BERTHPLACE . . ar
:unadurin;mwtafwork!n;l!tfs.’:::a:ﬂdr:ﬂmdk) B ! 0 DUSTRY (City uad State or Foraign Country |ZC%J¥%§'§?FWHAT
Housewife Home Germany- e Dol

13a, FATHER'S NAME 13b. MOTHER'S MAIDEN

Frank Huenneks

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR:;I'OY

Anns Kline

14. MAME OF HUSBAND OR WIFE
George F', Vogel
i7. INFORMANT"S SIGNATURE OR NAME

NAME

ADDRESS

Conditions contributing to the death but not
related Lo the disease or condition causing death,

{Yea. no, or unknowa) | (1f yes, xive war or datea of service)
' None Theresa Busselmann, 8733 Annetta
18. CAUSE OF DEATH M 9|CAL CERTIFICATION INTERVAL BETWEEN
- ONSET AND DEATH
Fnter only opecauseper | 1. DISEASE OR CONDITION 5 e ra:,. hﬂnorrh . _
line for (a), (b), and () DIRECTLY LEADING TO DEATH'(a) f 7 ”_,ag )\ & /]- 2 ’/‘ g,
~This docs met mean | ANTECEDENT CAUSES }1’ tfHOS"le{ osis P R W
the mode of dying, such | Morbld conditions, if any, giving PUE TO (b) ) 2V id ; { 1 &2
as heart failire, asthenda, | 7ise to the above caure (a) slating . ‘ .
ete. It means the dig- | the underlying cause lasl. ertenszo% / 7 : :
caze, infury, or complica- DUE TO (&) y i~y \Jﬁ L~ Z Lo -
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS } '

19a. DATE OF OP'IE'I%AIG 19b. MAJOR FINDINGS OF OPERATION

2. AUTOPS
vu[ji§ﬁa

33/ ™

21a, ACCIDENT {Bpecify) 21b. PLACE OF INJURY to.x..incrabogt | 2tc, (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bomms, farm, Iagtory.street, office bldg., eta.)
HOMICIDE . 7
21d. TIME tMonth) {Day) (Year) (Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOT WHILE
INJURY WORK AT WORK

22. I hereby certify that I attended the deceased from
alive on —~ 19 8= 7 and that death

195F 10 =Y =19

4 that I last saw the deceased

m R., from the causes and on the date siated above.

E 'be -t, . {Degree or title;
Albert J :ﬁnmvillgﬁ~_t3 %

23b. ADDRESS 8321_ N.Eroadw ATE SIGNED
L2 o) ivad Lt l;’/)

24c. NAME OF CEMETER

Calvary Ce

1./8/57

Y OR CREMATORY 24d. LOCATION (Qity, town, or county)” /(Smte)
metery ot. Louis Mo,

DATE REC'D BY LOCAL ISTRAR'S SIGNATUR

APR5 51

=z X

25 FUNERAL DIRECTOR' S 51 6MATURE ADDRESS

Drehmann-Harral 1905 Union

=

(Licensed Embalmer’s Statement on Reverse Side)



§
N
Q .

&

DR L '.

: ' STATEMENT BY LICENSED EMBALMER

P ) R P |

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

, Student Embalmer No....cavvaviarnees

working under my personal supervision..

Student ...ooiiicireiirerem e ctaesansaraer e aan e - ¢
. ‘ Licensed Embalmer o?(—j‘
. ' - P. O, Addresst77 C%M _____

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

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
+ 77 this body is not embalmed, fact should be so stated above.

- . Mas



