THE DIVISION OF HEALTH

OF MISSOURY

2879

Health,
Walfore ALED FEB 6 1958 STANDARD CERTIFICATE OF DEATH 1003 Gire ot
Publi ii
s:";:. Registration District No. ________... 9 rimary Registration District No. =2 MW 00 Registrar’s No.=Re=lr. Q _1'.- .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institusion: Residence befora
300 a. COUNTY o. STATE Vg, b. COUNTY admis sion)
1-57 . b. CE)TRY (If cutside corparate limits, give TOWNSHIP onty) lnside Limits c. C{_JTRY Inside Limits
y Town ST. LOUIS, MISSOURI Yes [ No ] tom  St. Louis Yes[J No[]
ﬁgls.é_l{jl:{'fl%gF (If NOT in hospital, give location) | Length of stay in 1b \ 7] &TREET (If outside, give location) Reside on Farm
4( erirution BARNES HOSPIT A i DORESS 6828 Hancock Ave.| ve[] n[]
3 NAME OF DECEASED First Middle Laost 4. DATE Month Doy Yeor
{Type or print) QF
EMIL A, FILIPPINE peaTH JANUARY 28, 1958
5. SEX T| 6 COLOR OR RACE 7.“%50@“”“ warriep[ ]| & DATE OF BIRTH 9. AGE {In years IF UNDER 1 YEAR| IF UNDER 24 HRS.
; Male White wiDOWED[ ] pivoreen[ ] jJune 26 s 1899 mr)hg'dm Morthe | Beve | Hours I i
E 10a. USUAL OCCUPATION (lec kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City and state or eountry} 0 12, CITIZEN OF WHAT COUNTRY?
=] durin st of worki ||f¢ n if retir, DUSTRY 3
: briver-8 Y Farm DAify Co. St. Louis, Mo. U.S.A,
3 130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 Angelo Filippine Augusta Pedrolie Caroline Filippine
':i 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT rgs
£ (Fos, o g ggkresn)] 1 vos. siviipespy fgres o servic) | 18003 -9497 Caroline Flllpplne “8828 Hancock Ave

Doctor, coroner, etc. must use only standard nomenclature in item 18. No s
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Part | must be causally related.

MEDICAL CERTIFICATION

18. CAUSE QOF DEATH (Enter only one cause per line for (a}, (b), and {c).}
PART I. DEATH WaS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) HODGKIN'S DISEASE

Canditions, if any,

DUE TO (b}

1 _YEAR

which gove rise to
above cause (o),
stating the under.
Iying cause last.

i

LA

DUE TO (o)

PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof related to the tarminal dissase condition givan in PART | {a}

19. WAS AUTOPSY
PERFORMED?
ves[X no[]

200. ACCIDENT SUICIDE HOMICIDE
O O g

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART [i of item 18.)

20c. TIME OF  Hour Month, Day, Yeor
INJURY  aum.

p.m.

20d. INJURY OCCURRED

WHILE ATD N?ng::(LE |
A

20e. PLACE OF INJURY (e.g., inor about home,
farm, factory, street, office bldg., ste.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. 1 attended the dececsed from JAN lll' 1956 . to JAN .

Death occurred af _ A M.

26 1958 and lost suwﬁ alive on JAN 28 1958

m o the date stated above; and to the best of my knowledge, from the causes stoted.

22b. ADDRESS

Z’L“"‘WM%V v .

BARNES HOSPITAL

22¢- PATE SIGNED

1/28/58

230. BURIAL, CREMATIQN, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
RE oV, {Spacily)
al ™™ |Jan.?1,1958| Calvary Cemetery

23d. LOCATION (Clty, town, or counly)

St. Louis, Mo.

(State)

24. FUNERAL DIRECTOR ADDRESS

riegshauser 4228 S.Kingshighway]

25. DATE RECD, BY LOCAL REG.

JAN 2958

RE RAR'S SIGNATUR

{Licensed Embalmer’s Storemant on Reverss Sida}

s, e

//




o,

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY (i e e e e e ra s s ra g s a e .,» Student Embalmer No. ...................

working under my personal supervision.

Student ..ooriiii e Signed Q,’/AML?&(/ ..... h .................

Signature of Student Embalmer
'Licensed Embalmer NoZ<RAF L.,

P. O. Addresgrda

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

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




