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Doctor, coroner, etc. must use only stendard nomenclature in item 1B. No symptoms will be listed. All
disegsos in Part'| must be cosually relatad. Coroner cannot certify 1o a death due to natural cousaes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

0

‘ : THE DIVISION OF HEALTH OF MISSOURI

!
Y

"FILED APR 12 1957

Ragistrotion District No, ...

STANDARD CERTIFICATE OF DEATH

\Jl 8 Primary Registration Distriet N1 003

STATE FILE NUMBER 2 10

10024

- Registroer's No. e

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

I institution: Residence bafore

o COUNTY St. Loufs. o sTATE MO. b. COUNTY odmission)
b. CITY {If cutside corporate limits, give TOWNSHIP oaby) | Inside Limits .. CITY Insida Limits
T%?\'N St. Loula Yest NoD T?J%JN st. Louis Yesfl NeO
e FULL NAME OF (If NOT inhospital, give location)] Len]g-th ofsayinib]l o eeT (If outside, give locotion) | Reside on Farm

g wstitution New Faith Hosplta O‘Oé_? ooress 5866 Kennerly YesO Nom

3. :::I:lar:n Antoniﬁ“:i‘ Middle Cami nitdg’ 4. o;:z Month Day Year
(Type or prine) DEATH MaT,., 10 3 1957
5. SEX 6. COLOR OR RACE |7 manriED g NeveR MarriEp []] B DATE OF BIRTH 8. JoE Kin years :::‘:.ER D {T_UNDER 1L IRS,
[Female White wipowep ] oworceo (] Dec. 8, 1881 75 " ) l S

no b

santi Caminita

(Fes, no, or unknnmbl {1 prx. give wor or dales of service)

-F10a. 5suar.. OCCUPATION (Giee}:!’nd ofwfrk‘;_im;; 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City : 'ndnl:lieorcomlﬁ 1 12. CITIZEN OF WHAT COUNTRY?
i ) ipg Jife, even if retire - a
HoULeWirs 5 Y| ysa.
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME P tti
. B a
Vincenzo Messina Gloacehina
15. WAS DECEASED EVER IN U. 5. ARMED FORCES! 16, SOCIAL SECURITY NO.[17. INFORMANT Address

5866 Kennerly

18. CAUSE OF DEATH [Enter only one cause per line for (a)a(b), end ¢ INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) o
v *
Conditions, if any, T
twhich geve rise fo BUE TO (B} R
above cause (9, -] m. - E : - : ]
stating the under- w
z iying cause lasl. OUE 'TO (¢} M/ ¥ \—+& f s
o PART 1. OTHER SIGNIFICANT CONDITIONS Oom’mmv D DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN (N PART M) ;’-é»:‘ SF SELOPSY
=3
3 P 3/* ves [J Noi& e
E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INSURY OCCURRED. (Enler nalure of injury in Part For Part 11 of item 18.}
B D —_ O m) —_—
4 20c. TIME OF  Hour  Month, Day, Year
by INJURY  a.m.
= p.-m. e —— S
e .
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY ({e. g., in or ghout home, |20/, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE D farm, fectory, street, office bidp., etc.)
WORK AT WORK ey N
Y T S HA R
2l. I atrendead the decoased from@ . to M""‘-I. U [ ] and last saw :'e' alive on w,"
Death occurred at m on the date stated above; .lnd‘ to the best of my knowledge, from the causes atated.

Za. nc;@t’ U' - g%%l -. @

225, ADDRESS

LS00

0 b2

22¢, DATE SIGNED

N 2=

23a. BURIAL, CREMATION,

i . DATE
E RET‘H'](-SMU (Al

23, NAME OF CEMETERY OR CREMATORY

C lvary Cemetery

St. lLouls,

234. LOCATION (City, towrn. or county)

(State)
Mo.

r.14,1957
24, FUNERAL DIRECTOR RESS _
Miceli 1150 No. Kingshighway

25. DATE RECD. BY LOCAL REG.

MAR 13 '57

EGISTRAR'S SIGNATURE

{Licensed Embalmer’'s Statement on Reverse Sido)/ S 6




: E A
- [ “ : + - . \.'-
- * - o .
1] L-—j - - ° -
E ; -1 4 . f‘) . X ! e
. PO - 4 .1
chme e le Rl i_.' .. . STATEMENT BY-LICENSED EMBALMER -

.

1 hereby certﬁfy that the body whose name is recorded on the reverse side of this cert1f1cate was emb

- ) .
I3

by me, or by e R e, v PO , Student Embalmer No......-.. ..

working under my personal supervision..’

Student ... ..o it Sighed.....7> s
Signature o_f Student Embalmer . L_l ]

Licensed Embalmer No.. 57&1

.t - . Co : . ' - P. O, Addres;M(ﬂlA

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 lxcense)

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. B
- If thls body is ot embalmed, fact should be-so stated above. , & o o Feee




