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N. B.—Every item of information ghould be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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DEPARTMENT OF COMMERCE

fl u ov THE Cfmw ,

Registration District No

1. PLACE OF DEATH:

(a) County.
(8) City or town___ 0 b+ LOULS

(1T outside city or town limits, writs “RURAL" and name of township)
(¢} Name of hospital or institution:

Faith Hospital-=-2800 N.Tavlor Ave,

(E7 not In hospital or inatitnilon, write street number or docetion)
(d) Length of stay: In hospital or institutio b

(Spocify whethor

In this community.
years, tmonthe or days)

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Diatrict No..__.ﬂ_
- T
2. USUAL RESIDENCE OF DECEASED:

15822
3991

State Pils No.

Registrar's No

T .

+

,’\ 4
() State. Mo. () County ol ‘:
(e} City or town St.lLonu i g 7
(1f outalde clty of town [imits, write “RURAL"™) f//i
(@ Street No___ 0082 _Ruskin Ave,
{If rural, give locatlon)
(e) 1! foreign born, howlong in 1), 8. A.? year‘n.

3. (a} PRINT
FULL NAME

Olivia Zolezzi

MEDICAL CERTIFICATION

(City, town, or connty)

16. (a) Informsnsownaignatore M1 38. FElle Zolezzi |

I
® Adm-ﬂiﬂ&l&lﬂ.ﬂﬁ%

S T ot PR 20. DATE OF DEATH: Monts AP ] day 1 5th
- (B} Il veteran, ’ ;? ° oeurty yeur. L 947 o houwr 11 tnute__ &0 , P, M
[+]
me = 21. I hereby certify that I attended the decessed fro
J 5. Color ofl Lt 8. (a)_Single, wldos;rgd. mmfaed 2-29 — 04T bf 1§ e— o 47
¢ s Femal raee LA LE  tvorced_ L0E2E | hat T tast saw b AL slivoon = ., 19.47
6. {(5) Name of husband or wife_____ 8. (¢) Age of husband or wife If and that death oecurred on the date and hou%uted lbofe. [P
alive______ vears || Immediate cause of death
7. Birth date of decessed_ QCL o 25, 1885 S '—l{/l‘lﬂfl
(Month) {Day) (Year) "
8. AGE: Years Months g.ﬁ If fems than one day Due to_ﬂﬂﬂ%_ﬁ%__ _‘7'_',&!,[47
61 5 hr. 1 x E *e 1 leard K
H/ .M '?.H Due t z"‘“""‘““—?
9. Birthplace. St - LOUl S, N I"{O Py - {J' . . -ﬂ_ r;
(City, town, or county) (Stats or forefgn country) = ﬁ"r
10. Usual occupation Hotel Emplove Other conditiom LA ind s o ool S
11. Industry or busine inen Room . 2 PHYSICIAN
8 { . Neme Louis Zolezzi . MR eperasions } larmg ? o e
2 |18, Birthptace (- - I‘Esaer J , '.}/ \./f‘: :‘;{,3:%;&’;
to or tats or foreign country, .
14. Maiden name. c’fﬁa i'-i a Zélla e of lntUWw 7 %ﬁz;e.gn;
y
{15 Birthpt Italy 2
{S1iate or foreign country)

22. 1 death wan due to external causes, fill !r—nﬂs:ﬂ;ﬂgj
{a) Accldent, suicide, or homicide (specify, -
(1) Data of oecurrence

(e} Whers did injury occur?.

17. {a) (%) Date ahmor._é_%l.&-_a,.?_ (Civy o T
{Buria}, cremation, o7 removal) (Month) (Day) (Year) || (&) DM4 injury occur in or about home, on hrm, n industrial phwe in publ!c phea'!
(¢) Pleee: burial of eremation s I = ~ .
18. (a) Signatare of directy While at work? (puclly typaof place .() .
(¥ Addr : 28, Slgnatur .D.or othu)gﬂ
(R;clnn.r'lahnll.un) Ad Date m%7

{Licensed Embplmer's Statement on Reverse Sidoe)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No R

Signed..... MM MM&RL .................................................

Licensed Embalmer No lf 2 J—-

P. 0. Address. 3. 5.0 foof le«(ﬁ.%

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 this body is not embalmed, above space should be left blank.

working under my personal supervision,




