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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BuReaU oF THE CENSUS

701

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..m..]_Q.o_s

Staze File No 20 4 6 4
Regisrar's No... D 2.

1. PLACE OF DEATH:
{a) County.
(&)} City or town

St. Louis, Missouri

(If oataida city or town liraits, write “RURAL” and namae of tewnabip)
(c) Name of hospital or instltution:

St. Louis City Hospital #1 /)

(It not in hospital or [nstitution, writs street number or location)

{d) Length of stay: In hospital or institution....... 0. DEYA.
In this commutnity.

{Spocify whether

2. USUAL RESIDENCE OF DECEASED:
@ state.... Mingonurli @ coumr g 69
() Cityortown___._.._.._._..s_.‘_t._-.m /7%

{If outaide city or town limlts, writa "RURAL-Y%, 7

(d) Street No,____IEl_S_HQ%Bn__Bi-.—
I rural, give lnelt!on)

yours, months or days} {e) If forelgn born, how long in U. 8. A.? years.
3 @prny  Concetta Annarino MEDICAL CERTIFICATION o5
: 20. DATE OF DEATH: Month... S008 ?
3. (b I veteran, 3. () Social Security year. l9ll.l hour 11:30 minute Ae M
name war. H (o P9 No. H_Qn.e____- - J‘
21. I hereby certify that I attended the deceased from une
e/ 5. Color or 6. (a) Singl i dowed, married, 16, wihl o Tuxe 28, e bl
4. Sex__F_‘g.m.a.l_. mm...t._E_._ ..... Q.H._e.._d._.. that I last saw h__ar__ alive on Jtme 2 5 L] l9.~b~‘3’
6. (5) Name of husband or Wife. oo 6. {¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration

Leonardo
7. Birth date of d

allve .o .o L YERTS

u&&r—-—ﬂ%:,—lﬁ%%r

Immedlaz cause d{ death 9-1.‘_ Y/l <

3. AGE: Years Montha If less than one day
72 8 28 hr. min
9. Birthplace Italy A
. {City, town, or comaty) ™ {Stute or forelgn country)
10. Usual oc:npadon._____.__ﬂﬂllsﬁmge
11. Industry or business.
-]
E{ 12, Name .. ... .H.al.t.ﬁ.r__Minﬂ Tdi
2 013, Birthplace )
© {Ciey, T county] (State or forsign coantry)
5 14. Malden name nxino J —
'S{ 15. Birthplace
| {City, town, or eounty) (State ot forvign oountey)

16. (o) Informant . Mra.Ventimiglia =~

(%) Addresa i

f 17, {a) »..«.HEIRQIBJ.MW (%) Date thereof

(Barlal, crematian, or remaval}
{¢} Place: burial or cremation
18. (2) Signature of funeral director_ 4k
(3 Address__ S (UL ‘nn

19.
© IN-2B8AY

(Month) (Day) (Year)

< v
i| Due wlhZirtooclereeco

Due to.
FaY | f
Other conditions. ‘ 3‘; ’&
(1octuds pregnancy within 3 months of deatd) a '} AR—
J PHYSICIAN
Vg s \J Jv —
: N j e W7 | Underline
: e
Of auntopay. %‘M’ . c f thﬂldqbe
[ charged sta-
tistically.
22, If death was dut to external causes, fill in *ue following:
(8} Accldent, sulcdde, or homicide (specify)
() Date of occurrence.
(¢) Where did injury occur?.
(City or town) (County) {State}

Did injury oceor in or abont home, on farm, In indostHal place, In publlc place?

(Snodh(lm of place}

¢} Means of injury SN

While at wor]

23. (M.D. —
515 Lafayotte BYonucs e Lpeo/HL

{Licensed Emhlw'l‘éntamnnl on Reoverse Side)




STATEMENT. BY LICENSED EMBALMER

] -

I hereby certify that the body whose name is recorded on the reverse slde of thls certlﬁcate was embalmed byme,orby.

, Registered -Apprentice No

working under my personal supervision,

e .- -

e

" " - Llcensed Emba.lmer No //ré/

P. 0. Address......: :

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER' in his OWN HANDWRITING. (F: allure to comply wi
the above consntutes grounds for revocatlon of hcense.) e T

If this body is not embalmed, fnct should be so stated above.




