Flgll APR 7- 1938

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Registration District No.

3.7

. -___,",,58,:_0“126 _____________

STATE FILE NUMBER

Primary Re?isiru!ion Qistrict No.,__-____-:s_.-_'.’.'é_y_____ Ragislmr's No.._____ ?_Zé ______

. PLACE OF DEATH

2. USUAL RESIDENCE (Whero deceased lived. If institution: Residence be!om

COUNTY St.Louia a. STATE msaom b. COUNTY St.c gs“"
CITY (If outside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY [} 7,2/% Inside Limits
OR

town  Richmond Heights Yes (3 e [ TOWN Foristell Yes[ No )

FgLL NAM%OF (1 NOT in hospital, give location} | Length of stay in 1b d. SB%I}E?!EEES (If outside, give location) Reside on Farm

HOSPITAL OR A

insTiTuTion SteMary's Hospdtall 11 days Box 107A Yes 0 No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

{Type or print)

Joseph

QP

Roselli ceat  March 30, 1958

6. COLOR QR RACE| 7.

5. SEX ()
Ny White

le

marrteoZINEVER MaRRIEDCT
wipoweD [ | f

p1vorcen[ ]

8. DATE OF BIRTH

9. AGE (In yeors {F UNDER 1 YEAR| IF UNDER 24 HRS.
|4?§rﬂ!dey) Menths | Doys Hours I Min,

June 8, 1482

100. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stote or cauntry)

12. CITIZEN OF WHAT COUNTRY?

during of working life, even if retired) IN TRY
ArTer Dﬁ"‘anﬂ.ng Italy 5 UdSe
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME H4. NAME OF H_U'SBANQ OR WIFE
Unknown Unknown Julia
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, TB unknqwn)l (IF yos, qive war or dates of servica) Um'n Raymnd ROBBm’ hlzs word

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally ralated.

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

which gave rive to
above cawvse (o},
stating the under-
lying cowse last,

Conditiony, if any, } DUE TO (b)

DUE TO (c)

18. CAUSE OF DEATH [Enter only one cause per L3 for (o

”

, (b), agd

INTERVAL BETWEEN
ONSET AND DEATH

Vs /o

/51X

PART i, OTHER S5IGNIFICANT CONCITIONS CONTRIBUTING TO DEATH but not relatud 1o the termingl disease condition given in PART ! (a)

19. WAS AUTQPSY
PERFQAMED? /f
YES NO [

200. ACCIDENT  SUICIDE  HOMICIDE

O a g

0b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | &r PART 1l of item 8.}

20c. TIME OF .Hour Manth, Day, Year
INJURY  a.m.

p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED

WHILE AT NOT WHILE
WORK O AT WORK O

20e. PLACE OF INJURY (e.g., inor abouthems,
farm, factory, strest, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY STATE

. |at the daceased from z —d é
eath ocglrred at

ZEEM and fast huw hl " alive on 3 .!Q 5 ‘

m on the date stated above; and 1o the best of my knowledge, from the couses stated.

hip o

22c. DATE SIGHED

5.3/)38

. MAME OF CEMETERY OR CREMATORY

Local

23d. LOCATION (Ciry, town, or county)

Moberly,loe

{Stats)

24. FUNERAL DIRECTCR

ADDRESS

Harrigan-Sheahan, 4700 Waghington Blvd,

25 DATE RECD. 8Y LOCAL REG.

3-3/-

{L! 4 Embal [

on Revetae SM-]

26. REGISTRAR'S SIGNATU
N, L :
,
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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

Lo T - USRS

Signature of Student Embaimer

’ Licensed Embalmer No ’/llgs

e, I:}G: o bEised RIBEIMER 0. .. oy ST

P. O. Address _f2k., X Narg.,

!
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 siga'in his OWN handwriting. - - ==~

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