wlth, THE DIVISION OF HEALTH OF MISSOURI 58_019628

W':IIfuu STANDARD CER."F!(AT! OF DEATH STATE FILE NUMBER
ublic
Service F”_E‘D JU N 1 1 TQI:&gutrulmn District No. . 3 18 Primary Reglstrutlon Dlstru:t No. 1003 —— Registrur's No.. ! ?gg,
| |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence’befare
300 a. COUNTY a. STATE M{ sgsouri b. COUNTY a?smn)
1-.57 b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits <. CBTRY Inside Limits
TOWN ST.IOULS ,HO Yes Kl Mo [] TOWN St Jouls Y“E' Ne []
FULL NAME OF fNOT in hosgfaci:ve |acahogP #Tﬂ-n of stay in 1b d, STR[,)%EETSS {If outside, give location) Reside on Farm
HOSPITAL OR
INSTITUTION é?’ 2317 So, 3rd St. Yes T No[X
5 NAME GF DECERSED mmy Discharge LUIGI‘“BIGIUGIOVANNS?' TOATE  Wewh Do Yeu
“’ LOUIS oo JUNE 1, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE FUNDER i YEAR| iF UNDER 24 HRS.
O MARR[EDmNEVER MARR'EDD fa ;':;:;‘; Months | Pays Hours Min.
) Male White winowen[ ] | owvorceo[ ]| NOVe J.&, 1895 6 l J
E 10s. USUAL QCCUPATION (Give kind of work dene | 10b. KIND QF BUSlkESS OR 11. BIRTHPLACE (City and state ot country) 12. CITIZEN OF WHAT COUNTRY?
= d 1 of king life, even if retired) li&gTﬂY
-g urlnm wor lng #, oven it retir B g & cmsl tﬁon Il 3 y U.S.
= 12a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF ﬂUéBAND OR WIFE
3 !
2 Unknown Unknown . Donnie
w
,‘é. = ] 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17, INFORMANT st Address
- DX Ve, K d £ sorvi
© B| o tegn|o e gy e 491050248 | Domnte Diqui, 2317 Sos 3rde Ste
4 o 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}.} INTERYAL BETWEEN
& ' PART 1. DEATH WAS CAUSED BY: 'E‘ ONSET AND DEATH
& E IMMEDIATE CAUSE (o) .
: & e
s g P N Lok \
P Condltions, if any, « DUE TQ (b) erienrati\S — {ubhevau \ousS
¥ b which gave rise to - .
| ?6 = above c:uso 50), M \ '—T l
2 z i .
2 Sk bring cutee. last. 3 DUE TO () AT\ Ugb exrc ulos\S
£ ZRF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT* but not reloted to the terminal diseese condition glyen in PART 1 (0) 19. WAS AUTOPSY
2% ©f« q PEREORMED?
3= S vES [& NO[]
-E - ¥ E 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART U of item 18.)
2= ZHu
E ] ¥ o o o
6§38 <5 20c TIMEOF .Hour Month, Day, Year
83 opo INJURY  a.m.
; § 5 "X . p.m.
2E Z 20d. INJURY. ©CCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
S PU— WHILE ATD NOT WHILE 0O farm, factory, street, office bidg., erc.)
5f 3 WORK AT WORK
‘g: E 21. | ottended the deceased from S 2?/58 to 6/]'/55 and lest saw ];er alive on 6/]'/5a
g 5 Death occurred at H moen thr\dou stated above; and to the best of my knowledge, from the causes stated.
u
£ 22a. SIGNATURE {Degree oritl W 22b. ADDRESS 22¢. DATE SIGNED
- 0
i MDD 1515 wraveree ave. . | 6/1/58
730. BUR!AL CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, ar county) {State)
EMOVAL {Specify) :
Hemoval 6=1-58 National Cemste Jefferson Barracgks,Mo.
} ]
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, B%’bCAL REG. 26. GISTRAR'S SIGNATURE
Calcaterra Funeral Home,51L0 Daggett JUR 3
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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
i
by me, or by

PO
9L icensed Embalm r N :3
P. O. Address.é’j . ...h.'g - 4?,/

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

« G ¢ tolifsembalmed by a STUDENT, he also sliall:sigh iff ni$OWN' Handwriting.” ~ - Eevem-,
If this body is not embalmed,.fact should be so stated above.
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