5. No.300

v,

10.48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

31 8 PRIMARY REG. DIST. NO. .lQ.QB Registrar's No 7%0

FIED OCT ¢ 1954

32292

State File No... —

BIRTH NO. REG. DIST. NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacosssd Hved, If | Jotos befors
a. COUNTY . a. STATE b. COUNTY doimion).
. / Y : Missouri rem—
b CITY (It outside limite, write RURAL . LENGTH OF . CITY
OR oa corpurste fimia, wrte B m:i:m) 5 AY (in thia place) ¢ OR 4 '.‘,’E.";""i‘“w"“’:‘..."“‘w‘::%
ToWwN St, Louis yrs, TOWN St.Lovis Yer S
d. FULL NAME OF (f not in hoapita! or Institution, give strect addram of locatlon) (If rursl, give loeation) 3
HOSPITAL OR DORESS / 3
INSTITUTION St ,Louis State Hospital /3 54,00 Arsenal Street == /2
DECBEES‘)EFD 8..(]"‘111!.) b. (Middle) c. (Last) | 4. DSTE {Month) (Day) (Year)
(Typeor Print}  Vincenzo Venturella oeaTs August 26, 1954
.5, SEX 0 6. COLOR OR RACE | 7. #IARTIE% EF\VEEC l\éSRRIED 8. DATE OF BIRTH 5, :.Ggrg:‘ yesm| © wock | x| ¥ woon 4 W
. . : . {Bpeciiy, : t ¥, onthy | Days | H Min.
Male " | white Harried | March 21, 1880 B, | ° |

mmuu 3&?:’:?.1% \(Givekdnd of work -10b. KIND OF ausmzssD%E_r 2{\; M BIRTHPLACE (011 1as State or Foraige Gm":{ 12, c&'};}%ﬁ"}?':w””
- Retired . Unknown Italy B '

13a. ramea'_sfﬂuz 13b. MOTHER'S. MAIDEN

louis Venturella

15. WAS DECEASED EVER IN U.5. ARMED FORCES?-| 16. SOCIAL SECURITY

Rosie Salemo

I NAME OF HUSBAND'OR WIFE

94
IV;; irginia. Venturella

17. INFORMANT'S SIGNATURE OR NAME

NAME

ADDRESS

wm'rn PLAINLY—USING UNFADING BLACK INE—MAKE A-‘P_‘ERMANENT RECORD &

o'[| (¥eod. 8o, oz unknows) {-(If yes, xive war or dates of service). L . s Y .
: foe | ! .unknown irginia Venturélla 73738 Sullivan Ave,
18. CAUSE OF DEATH. - - MEDICAL CERTIFICATION :mﬁam'm_
B I 1 1.°DISEASE OR CONDITION D DEATH
ey P | "DIRECTLY LEABING TO DEATH ) Cerebral thrombosia 3 days
- ANTECEDEN'I" CAUSES
*This does not mean . .
the mode of dying, such | Aforbid conditions, f any, gioing DUE 70 (o ___Generalized arte clerosis
a2 hearl faflure, asthenda, | rise to the abore cause (o) stating
ede. It meens the dig. | Uhe underlying catse last.
eoue, injtiry, or complica- DUE TO {¢)
tion which caused deeth, | 1I. OTHER SIGNIFICANT CONDITIQONS
' Conditions contribuding to the death but not
related to the disease or condition causing death.,
19a. DATE OF OP_FI%FN 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
: ~Z.32 X ves U wo K
2ia. ACCIDENT (Bpaciiy) 21b. PLACEOF INJURY (ox..Inorabous | 2lc. (CITY, TOWN, OR TOWNSHIPM (COUNTY) (STATE)
SUICIDE bome, farm., factory; sireet, office bldg., ste.)
HOMICIDE .
214. TIME {Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
. WHILEAT[—] NOTWHILE
INJURY WORK AT WORK
2. I hereby ccrttjg that T attended the deceased from T=1=43 , 18 o 8-26 19_5_1}_ that I last saw the deceased
. alive on ’ 1954 , and that death occurred at&j.s.s_n.m Jrom the causes and on the date slated above,
23" 51 or $itd 23b. ADDRESS 23c. DATE SIGNED
. r O
@M AL 7 B . 5400 Arsenal Street 8-27~51,
a, BURIAL. CREMA- | 24b. JATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Otty, town, or county) (Btate)
TION REMQVAL (Bpediy)
buria 8-30-54 Calvary Cemete Jissouri
DATE REC'D BY LOCAL lSTRAR's SIGNATURE _ 25 FUMERAL DIRECTOR'S 8} GNATURE ADDRE S
8-27~54 VAT WYL VY. )/
[ =3 (Licensed Embalmer’s Statement on Reverse Side)



ad b

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.......

byme, or by covvreeriiniiiiieaaens et ieeeemasisnaseasesrasasaenroaneatsssaansnnses PO .

working under my personal supervision..

Student....covemmosniuciiiieiaiirieaiiaiiaaeecnaas i < AW o AR o A MR st oo
Signature of Student Enbalmer

P. O. Address-®~ __~

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fai
to comply with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. E
¥ this body is not embalmed, fact should be so stated above. )




