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DEPARTMENT OF COMMERCE

1939 GR0SEP 7 1938 STANDARD CERTIFICATE OF DEATH Stat PitaNo
Registration Distriet No.... Primary Registration Distriet No._..,[.j_é.:_... Registrar's No. / 6~¢d

MISSOURI STATE BOARD OF HEALTH

30265

1. PLACE OF DEATH: . (2‘
(a) County. St " Iouis
) City or town ORI VOS1TY U1ty

(If ontside city or Lown limits, write “"RURAL" and name of township}
(¢) Namsg of hospi’t?nl or Institution:

55 Chamberlain
{If not in baapital ar institotion, write strest number or location)
(d) Length of stay: In hospital or Institution

{Bpecifly whether

2., USUAL RESIDENCE OF DECEASED:

!
(b Countyw.s..;..ams.____._.
University City

(1f outaide elty or town limits, write “RURAL")

7355 Chamberlein Ave,

(I rural, give locsthon)

Mo,

{a) State.

{¢) City or town

(d} Btreet No.

Inthis community. 57 Years. 57
years, months or days) {#) If forelgn borp, how longin U. 8. A.%...... years
&G MEDICAL CERTIFICATION
34&{?5&?0L9Angelina Constantino Aug ki ~ 29
20. DATE OF DEATH: Month hd day...
8. () If veteran, 8. (¢} Social Security 9
N . Year. hour. minutae M.
o,
mame T 21. I hereby cortlfy that I attended the deceased txom____q.wg_——
¥ 5. Color or 8. (a) Single, widowad, married, 19, to B8 £29 Zag —a 19
4. Sex hd race . divorced..2=% . .....|| thatTinstsawh er aliveon 8'/2R /3Q : 18,
b) Name of husband or Wife........ 6. (¢) Age of hu d or wife if || 204 that death cecurred on the date and hour atated above.
Dhur,
“¥rank Constantino mw__ﬁg vears|| Tmmediste cause of death ation
7. Blrth dte of deceased . APTLL 22 1868 || .Carclpnoma of stomach 6. mo,
(Month) {Day) {Year)
8. AGE: Years Months Days If tess than one day Dus to.
71 4 7 hr. min. A i ,f - e
. _ . Duse to. o ]
9. Birthplace_ .~ Itely. 75
(City, town, or county) {State or forcign eonnu-'y
16, Tsual tom Housewife ) Otberconditions_AT terinsclerotic cardip. .
" ol u {Iactudo preguancy withln 3 motiths of dutha 1
11. Industry or buxiness 7 vascular s8eas8 PHYSICIAN
M fAndings: -
E{WJ“““ Santo Foti A *BF Seereas No._operations ——
h t
=\ 18. Birthplace (s I?ai 1Y / 5 :;513:%:1:3
N 1 té OF country,
2 (14, Malden pame firyy Sl z0 e Of autopey Eil;ir&udy";
-]
§ 15, Birthplace PITN vy T Itﬁlym") 22. 1f death was due to external causes, fill in the following:
=) (a) Accldent, sulcide, or homicide (apecify)
16. (g} Informant’s own lgnatura
() Address 355 Chemberlein (5) Dato of occurrencs
- did 1
17. (a) Burial (&) Date thereo!ﬁg_E_z_._._l......;gi“. (c} Where njury oceur (City or town) {County) (State)
{Burinl, cremation. or remaval) (Mdnth) (Day) {Year) || (4} Did injury occur In or about heme, an farm, in industrial place, In public place?
{e) Place: burfal or eremation g alvary —
18. {a) Signature of funeral direioo ] e ‘While at wo, ns of injury}__________...
(D) A e 7717 ' f 28. Signature. (M. D. or other)
19. = b [LLAL) : XA
(a)(Dau received local rogistrar) @ (nuhl.f ‘s sigoatizre) T A Address_.. Date E{Knedgz.é_jg.—/é‘

{Lidensed Emb:]mer’- Satement on Reverse Side)




- o STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by ine, () 3+

, Registered Apprentice No

S,WPJM W anala 20
Lu:ensed Embaimer No. _Q /P é f

working under my personal supervision.

P. O, Address 3840 fwdz@z

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALMER in his OWN HANDWRITING. (Failare to comp]
the above constitutes grounds for revoecation of Hcense.) ) r
If this body is not embanlmed, above space should be left blank., * ’ i
T . .




