THE DIVISION OF HEALTH OF MISSOURI

No. 300 I
o FILED SEP 29 1955  STANDARD CERTIFICATE OF DEATHIOOB State File No... 3@%
BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. NO. T =" % ™= Registrar's No.... ...............
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decoassd lived. If Instisution: resilence before
D a. COUNTY a. STATE M b. COUNTY sdniseion?,
- aam e e o.
b. CITY {If outcids corpurats limits, write RURAL and give ¢. LENGTH OF c. CITY 2. Is Resktence within lalts ot
towuahip} AY fin this place) OR a dty or Inaorpur-ld town?
oM St. Louis 1 day rown  St, Louis :
d. FULL NAME OF (If not in hospits! or institution, give streot address or location) STREET (If rursl, give location) 0! @
HOSPIT APDRESS 02
INSTHUTION New Faith Hospital 1825 Madison St.
3 NAME OF a. (First) b. (Middle) ¢. (Last} .
DECEASED ' 4 DATE (Month)  (Day)  (Year)
(Typeor Print)  Frank Bova DEATH 8/26/1955
5, SEX . D 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo yesra| IF UNER | YEAR | & UNDER u st
LR | - W DOW'ED DIVORCED (8paciff) x g - “Laat birthday) Monun' Days | Hours | Mia,
Male White ted . |
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . !2 CITIZEN OF
done during most of 'orlduﬂ.h.l;qnnil :-dr:) DUSTRY . (City wd State c: F"H" C“""""'@ } WHAT
Foreman Edible Nuts Inde | St. Louis Mo, 1 U S.A .
. ¢ 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIF
138. FATHER'S NAME E SBAND Est, ouls Mo
dJ B : Bova . | S
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yoes, 00, or ynknown) | {If yes, xhve war or dates of service) NO.

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

Yes

18. CAUSE OF DEATH.

. Enter only onecause per

line tor (a), (b}, and {c)

World War #1 1,91‘_30.6]%? Jennie Bovwa 1825 Madison St. St, Louis Mg,
MEDICAL CERTIFICATION ) L NTERVAL BETWEEN

I. DISEASE OR CONDITION

"

A Peke

DIRECTLY LEADING TO DEATH* (5 _LJEEM

ANTECEDEN';' CAUSES

lgi@evﬁszva

ONSET At DEATH

*This does not mezn . j,
the mode of dying, such | Aorbid conditions, if any, giving OUE TO (B) Shefic ,7 et
as heartfailure, asthenio, | i fo the 1:3:; eatse (a) sating Covtlees UMreutbow .
etc. It means the dis- ¢ underty : < / ’ /0S .
Save infure o compllcn: BUE 10 () %A—M ¢ &‘ Sv;@_;_ S
tion whieh coused decth. | 1. OTHER SIGNIFICANT CONDITIONS LO L rres £ Mos .
Condilions contributing o the dealh bul mot ) ME/
related 20 the dizease oy condition causing death.
19a, DATE QF OP'FIROAN. 150. MAJOR FINDINGS OF OPERATION . ) 20, AUTOPSY?
Yz x ves [ wo 0 |
212, ACCIDENRT (Bpeciiy) 21b. PLACEOF INJURY (o.x..inorsbout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE homa, farm, Inctory, stroet. office bldg., eta.)
HOMICIDE
214, ngE (Menth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY QCCUR?
WHILE AT NOT WHILE
INJURY ™ | WORK AT WORK /
2. I hereby certifyphat 1 atlended the deceased from _‘MJL,’ 19 lo :” A 19-‘-"- , that I last saw the deceased
alive on , 19____, and tha! death occurred al L) m., from the causes and on the dale stated above.
23a. SIGNATUR Degree or til.le) 23b. ADDRESS l 2. D SIGNED
M M)?MQ /90 Iadacn, o e 7/,3—
24b. DXTE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, of county) (State)

2a
T|

8/30/55

DATE REC'D BY LOCAL
_ "~ REG.

REGISTRAR'S SIGNATUR|

St. louis Mo,

DIRECTOR"S SIGNATURE

ADDRESS



P - aigfig— . G- = el s, * T

STATEMENT BY LICENSED EMBALMER

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

by , or by . T T e e e e e e e , Student Embalmer No...........

working under my personal supervision..
A ',
. i y

Student ... .. i daiemaaaaaaaa. Signed &

Signature of Student Embalmer

_ Lice d Embalmer No.

P. O. Addreshﬁ.....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

J¥ this body is not embalmed, fact should be so stated above.




