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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

IHLED MAY 26 19535-“:::"0“ District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

“Primary Registration Disteict Na.

29019726

STATE FI

Reg_i a7

27663

1.

PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Whorg deceased lived.
STATE M:LSBO\lrl

If institution: Residene, efo:a
b. COUNTY admi splon)

Inside Limits c.

b. CBTRY (If outside corporate limits, give TOWNSHIP only} CIOTRY |n;fde Limits
TOW ST, TOUTS, HISSOURT Yes I Mo O om St. Louis Yes [ Mo (]
¢. FULL NAME OF (If NOT in h:;spiful, give location) | Length of stoy in 1b d. STREET If oufstljde. give location) Reside on Farm
HOSPITAL OR ADDRE
i neniution BARNES HOSPITA) 3 days 005 Surburban Yes ] Ne[J
3. NAME OF DECEASED First Middle Lost 4. DATE Maonth Day Yaar
{Type or print) OF
SALVATORE NMN VENTIMIGLIA DEATH MAY 11, 1959
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE {la ywars JIF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEDJ] NEVER MARRIED[ ] 15 1885 GE (in yoors T g [ o i
Male o White 7 wioowep[] oivorcen[J|Oct ober N 3

10e.

USUAL OCCUPATION (Give kind of work done

durﬁge%v ef Iaif- Rnel y—lir.é)

10b. KIND OF BUSINESS OR

1.4¢féHe Gas Co.

Ttaly

11. BIRTHPLACE (City and state or country)

12 ﬁngEN OF WHAT COUNTRY?

e

130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME FHU AND-t_E) 1
Theodore Ventimiglia Vita Valenti, Rosaria Ventimiglia

e g a1y s o o duvs o semict |10 D-OBBINO | Mrs. Rosaria Ventimiglia 8005 Surburban

{Yes, no, or “ﬂkmwn}l (IF yes, give wor or dares of service)

no

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c}.}

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o) PULMNOITARY TDEMA AND ATETECTASIS

INTERVAL BETWEEN
ONSET AND DEATH

1-2

ACUTE CONGESTIVE HEART FAILURE

Condltions, if cny,

1 DAY

which gove rise to
above cause (o),
stating the wnder-
lying cause last.

} DUE TO (b}

DUE TO ()

ARTERTOSCLEROSIS

4§51k

SEVERAL YEARS

IéARE !!. gjﬂwcwiluq'ﬂuﬂ ISODLR*TB]N&JQIDEATN but net r-lv‘d to the terminal disease condition given in PART | (a)

19. WAS AUTOPSY
PERFORMED? /

MEDICAL CERTIFICATION

EOST-—OPERATIVE ABD "JAL AQRTIC GRAFT FOR ANEURYSM Yes[Z Nno [
200. ACCIDENT SUICIDE HOMIC!DE 20k, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Ii of item 18.)
O O [ :

2¢. TIME OF Hour Month, Day, Year

INJURY  a.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factary, street, oifice bldg., etc.)
WORK AT WORK

21. | attended the deceased from ILAYﬂJ 1956

co_MAY 11, 1959

Death cccurred at

1L'-3 P.M

m on the date stoted above;

and last sow tl'r;

alive on I'T-AY ll)

1959

and to the best of my knowledge, from the couses stated.

22. swwl / %. or title) }/“.

2> AOBRSRNES HUSPITAL

22¢. PATE SIGNED

5/12/59

230.

BURIAL, CREMATION,

[ su%&&pﬂ,)

23b. DATE

May 1L, 1959

23e. MAME OF CEMETERY OR CREMATORY

Calvary Cemetery.

£

LOCATION (City, tepn, ot eoumyi

Louis,

Missour

{Stare)

Bensiek-N:Lehaus Mort jcil

. FUNERAL DIRECTOR

POREY 14,31 UNHRODS

Wziobav, 5<§u. REG.
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STATEMENT BY LICENSED EMBALMER

1)

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

Student Embalmer No. ........c.ccievaenn

DY 0, OF DY ittt it et e e e ,

working under my personal supervision.

T R T [ £ | PSSP
Signature of Student Embalmef” * *

. P O Address

Note: The above MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure

to comply with the above ¢onstitutes grounds for revocation of license). N
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. . :




