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

LD 2R 15 15

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. E; I

58-015703

State File No, .

,_8___ PRIMARY REG. DIST.% Registrar's No."".ﬁ.@;ﬁ“@;ﬂ.

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Whers decossed lived, 9

If Ioathotien: reside; befare
fin .
a. STATE Hissouri b, COUNTY /Pn;l-loa!

(Yasn. orunkoown) | (If yem, xive war or dates of service)

none

b. CITY (1 cuteids corpurats Umite, writs RURAL and give %T AI.YENlSB; ..:OF <. Cg;{ d. I Restdence within Limits of
township) i nce) . s city qr incorporated fown?
oWy St, Louis ’ 1own  St. louis Ve % O
d. FHé.é. :‘AAMLE QF (1f not in bospital or instisution, give strect add orl jon) . 'ASTngEEgS ¢If rural, give locatlon)
2/ INSTITUTION  St, Louls State Hospital 7.2 /Bf 1827 Franiklin
3. NAME. OF 8. (First) b. (Middle; €. (Last)
DECEASED ¢ ’ O ( 4. DATE (Month} (Day) (Year)
{ Type or Print ) Rose Davis oeaw April 9, 1958
5. SEX \l 6. COLOR OR RACE | 7. #{\R%EB, rélsvggc%mlsn. 8. DATE OF BIRTH 9. AGE n yesn| i vece .Dv‘m Ir uNOER u WES,
., (Hpacily) > ¢ oni ays | Hours | Min.
Female White Widow J Dec, 20,1888 %‘S L |
10a. USUAL OCCUPATION (Citvekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - . . 12 CITI
done during moat of working U!l,v:.nl:l' :.L:'d) - DUSTRY {City and State or F""!n Country} COUN%E'SHOFWHAT
- Housewife Home England  1ondon
13a. FATHER'S NAME 13b. MOTHER 5 MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
Marco Nacelll Susan Byrgess Cha
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sacuagg' 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

James Nacelli 1727 Tongfellow

18, CAUSE OF DEATH
. Enter only onecnttse per
line for {8}, (b}, and (¢)

*This does nol mean
{he mode of dying, auch
as heart fallure, gsthenta,
elc. It means the dis-
cane, injury, or complica-

MEDICAL CERTIFICATION

1. DISEASE OR CONDITION . s
Atypical pneumonia

DIRECTLY LEADING TO DEATH® (5)

INTERVAL BETWEEN + ,
OKSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, gicing DUE TO (b)
rise fo the abose couse (a) sating
the underlying cause lasi.

DUE TO (c)

YG2 A

tion which coused death.

11, OTHER SIGNIFICANT CONDITIONS

Conditiont eontribuling to the death but not
related to the disease or condition causing death.

Arteriosclerctic heart disease -comp,
Schizophrenia-chronic undifferentiated type _

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2, AUTOPSY? f_;'-’.--
TION
ves L] wok]
2ta. ACCIDENT {Bpeciiy) 21b. PLACEQOF INJURY (o.x..inorabeut | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, fnctory, street, office bidg., et0.)
HOMICIDE
21d. Té?E (Month) (Day) (Yesr) (Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
WHILEAT [ NOT WHILE
INJURY = | "work L] AT woRK
2. I hereby certify that I attended the deceased from __..2_-L7.__._, 192_2_, lo __li:9_._._._, 19..5.&, that I last saw the deceased
aliveon __L=9=____ 19_58 and thei death occurred at _6:10a ,m., from the cauzes and on the date stated above.
2. SIGNAW (D%r ftle) | 23b. ADDRESS 2%. DATE SIGNED
(Lilre Dl 54,00 Arsenal Street 4~10-58
24s. BURIAL. CREMA- | 24b, DATE L4 24z, NAME OF CEMETERY OR CREMATORY 24d, LOCATION (Oity, town, or county) (State)
Tlog. REMOVE- (Bpecity}
uria Apr 11 58 . SS,Peter & Paul St.Louig Mo

DATE REC'D BY LOCAL

APR 11758

/4

o 2

25. FUNERAL DIRECTOR' S SIGNATURE

REIZEZR'S SIG:ATURZ - ! !

ARDEESS
E.J.Schnur 3125 Lafayette

(licensed Embalmer’s Statement on Reverse Side)



Y
I
4
K

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision,.

Student..-o.oiiiiiiiiiiiii it arieaaaaaan
Signature of Student Embalmer

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




