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

|

DEPARTMENT OF COMMERCE

BUREAU '8
: EHB

Registration District No. .20

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
- Primary Reg{strauon D:suict No.. .__1 O (J_3_.

31921

State File No.

chi;!}ar's No

i. PLACE OF DEATH:

{s) County.
sSt...Louls

() City or town e
(Ir outzids city or town limita, write “RURAL" and nama of township)
{c) Name of hospital or institution: .

_Firman.Delege. hospital O

(I not In hospital or Institution, write street number or location)

{d) Length of stay: In hospital or instltution._..,"”.mﬁ_.__..w.e,e.kﬂ .........
{Specily whather

In this community-.
years, months ar days)

8532
2. USUAL RESIDENCE OF DECEASED:

(@ Stateoee MO e () COUH".Y.....M__..-__.-... .

St _louks /3-

{if outside city or town limits, write “RURAL™)

(d) Street No Baden Station ReR 66

{If rural, give Jocation}

(¢} Cityortawn

/ years.

{e) If forelgn born, how long in U. S. A.?.

L

MEDICAL CERTIFICATION

3. (g) PRINT
FULLNAME.. .. MRTY FARAce
Ty 20. DATE OF DEATH: Month__m s day 2
EAN ()] :;:‘e;:'::- 3. ;‘;L Sacial Security year. /9 9’& hour. minute..ﬁé.........daM-
. 21, I hereby certify that ! attended the deceased l'rom.._._A. 175 T ol A
} Color or 6. (g} Sinxl.e. widowed, niarﬁtad, 3/ 1942 to et /3 1953 =
1. s.Female [/ ndfhite | /dlvuread_M.a__-...r_r.‘.......e....... that Tast saw b8 P __aliveon_. T &L L2, 1092
6. (b) Name of husband or wife...___ . 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Dominick Farace 6. years|| Immediate cause of death i raii
7. Bir dateof deonsed— embar__B_Ih“lBQE Metastatic Carcinema of
Modt) ey |l Ca AJMJ ‘L_Aﬁ_:.l_b ey iJ_t_;__&u_‘t}um Uheertas
8. AGE, Years Months Days If less than one day Due to
48 —mme-- l =-={5 -= e, i, x
Due to
9, Birthplace ILL ’ R /f
{City, town, or county) {State or foreign conntry) h r; j
10, Unual oocapation. ... HOUB ewife Ol(laer‘ogninr sty within 3 maathe of death) _/’/ hadl
11, Industry or business. & PHYSICIAN
g { 1. vame. IgnAL214  Spicuzzl || Mol nding: o
" B fil ine
S 13. Birthplace ... _J._talv b — the cause to
P (City, town, of comnty) (State or forelgn country) which death
E 14. Maiden name. jYi . Of autopsy. should'ge
S{ 15. Birthplace I ta’ ly 5 - Ilhﬂmﬂy_
= (City, town, or connty) (State or foreign country) 22, If death was due to external causes, fill in the following:
16. (o) Informant Nuncio Farace (a) Acddent, suicide, or homicide (specify)
o atoen. BAGOD._Station R.H 88  TOAZ| o Due of oomence
17. (2) __Burla,l____- (%) Date thereof_.. JTL_"%h {c) Where did injury occur?
(cs town) (County) (State)
Burisl, cremation, or remarval onth) 7 £ (Year {d} Didinjury occurin or about home, on fann, in industrial place, in puhllc place?
(¢} Place: burial or cremation Calvary c emeter y
18. {a) Signature of funeral director 2 dasrmadh_1C b . While at wor (Spacity :’v-,;;:;;:g, tnjory. 2>
(b) Addmu...__ _ )
Lo Wﬁaz 23. Sigmaturd
) (nmmummn - ‘Ad ____ Date ngned/_ﬂ_l.!;sfl

(Licensed Embsimer’s Statement on Reverne Side)
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T ° . STATEMENT BY|LICENSED EMBALMER

[ '

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. {

Registered Apprentice No

working under my personal supervision,

i ' - P ' Llcensed fnbalmer No 2 é 7 7

:‘ . Cor . ’ o . P. O. Address..._ 7 ................... S e CLG’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Fal[

the above constitutes grounds for revocation of license.)

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

comply with

e s - . _.. s Lo



