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Q‘ Doctor, corener, etc. must use only standard nomenclature in item 18. No symptoms will be listed. All

Yo diseases in Port | must bo casvally related. Ceroner cannct certify to a death due te notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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STANDAR

FILED OCT 30 1957

CERTIFICATE OF DEATH

A
Ragistration District No. ..___ / ...... 0 ieen Primary Reqlsmmon Di striet No. . \j.o 3

36420 .

TE FILE NUMBER

D . Ragistrer's No. . /05 !

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decessad lived. I institution: Rnid-n;'.nboforoj/
.o . STATE P b. COUN admissi
a. COUNTY Jofferson . & A Missourd COUNTY Jefferson
b. CITY (lf outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
OR OR
ToWN Festus YesX NeD tomw Festus p §7OA Yesog Moo
c. 58;&{:‘:{4%8': {l# HOT inhospital, givelocation)|Length of stay in 1b " STREET {If outside, give location) Reside on Farm
INsTITUTION 216 Adams St, 4 months AborEss 216 N. Adams St., YesO  Nowp
1. BAME OF Firat Middle Laat 4. DATE » L Month Day Year
DECEASED OoF '
{Type or print) LYDIA E, BUENNIGER veath - QOet, 13, 1957
5. sEX 6. COLOR QR RACE 7. 8. DATE OF BIRTH 9. AGE {Fn years | IF UNDER | YEAR if UNDER 24 HRS.
/ Marriep £ wever marrien [ I s birthian) |iromim | Dame e 24 RS
Female White %5  oworceo[) Jan, 6, 1891 I J

106, KIND OF BUSINESS OR INDUSTRY
Gen, Ins. Firmm

10a. USUAL OCCUPATION (Give kind of work done
during mosl of working life, even if retired)

Office Manager

11. BIRTHPLACE (City and atate or country)

Ste, Genevieve Co. Mo,

P2, CITIZEN OF WHAT COUNTRY?

U-S .A.

13, FATHER'S NAME
Adam Buenniger

14, MOTHER'S MAIDEN NAME

Lydia Bodner

15. wWAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.

{Fes, no, or unknown) {If yen, pive war or dales of sersice)

17.

INFORMANT

Address

Mo

“arl Sewald, 316 N. Admas St. Festus

No 085-07"‘3 566 MI'S .
18, CAUSE OF DEATH [Enter only one cause per line for (8), (), and {¢).] ° INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ﬁ é ONSET AND DEATH
IMMEDIATE CAUSE (a) Ca/e ¢ A AR Y Y ol L
Condifions, if any,
which gage risg fo DUE TO {b)
atbou c:uu :). :
stating the under- |
= lying cause laat. DUE TO (¢)
[=] PART 1), OTHER SIGNIFICAKT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I(a) 13 '\;VEARSFS:LCE"[’;’Y
=
§ "”9\ (s} / ves L] o,
E 20a. ACCIDENT SUICIDE HOMICIOE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Puart 11 of item 18.)
§ O 0. O
2 |20 TIME OF  Hour  Month, Doy, Year
9 IMJURY a. m,
E P.om.
X [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (. 9., in or about Aome, |[20f CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., elc.)
WORK AT WORK
2l. I attended the doceasred Ironvz’f & S /' . to and last saw ;':; alive on
Death occurred at ’6 / m on the date stated above; and to the best of my knowledge, [rom the causea stated.
Z (Degree or title) Z 5 2&5 f Z2c. DATE ?zo
Ba. 2%. ofTe 23c. NAME OF CEMETERY OR CREMATORY [ 23d. LOCATION (City, town. or county) /(Sfaf)
uria 10=15=57 catholic Festus., "o,

24. FIUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

10-/7-47

@EG"?? g #: -

Vinvard Funoral Hormg Ing Foatun .,
{LiceAsed Embafmer'% Stc

tatement on Reverse Side




HHLLSBORO EALT EP?

: Issoyp
5 DATE RECEIVED :
: 2, . - ‘L
_ 5 ' 0CT 22 1957
. ) .. [ ] B .
. " L i
v "é“ - N -. s - o -

o S’I‘ATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emkb
by me, or BY i eheia e aawsisrasaannes OO S SN Student Embalmer No.......... |

\.

* working under my personal supervision..

Student . ...oiii e icie e
Signature of Student Embalmer

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING {
to comply with the above constltutes grounds for revocation of 11cense) - e
If embalmed by a STUDENT, he also'shall sign in his OWN handwriting.
It this.body is not embalmed, fact should be so stated above. o :

-

. d




