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

v

DEPARTMENT OF COMMERCE
BUREAU OF TH.

=ILE

Reglstration Distdet Noweneeee..e.. 2_18 Primary Registration Distriet No.

THE STATE BOARD OF HEALTH OF MISSQURI

E2ES 5T 16 199BANDARD CERTIFICATE OF DEATH e e 1
3003 Regierar's H....... UL D_

35059

1. PLACE OF DEATH:

{a} County

® Cityortown.... St Louis

(It outaids city or town limits, write "RURAL" nnd name of townskip)

{¢) Name of hospital or institution: 0‘

St dukets Hospital Y

{If not in hospital or institulion, wrile street nember or location)

(@) Length of stay: In hospital or instiiution

In this community..

{Specily whother

years, months or doyn)

2. USUAL RESIDENCE OF DECEASED;
@ mae Migsouri. .. # County.

{¢) Cityor t.own_stlln’ouiﬁ

(If outaide ity or town limits, writa “RURAL")

@ Street No............ 5017 Keneington Ave..

(If rural, give location)

(2) Citlzen of foreign country?

3

(Yes or No)

If yes, name country.

full Name____Xenophon Dorbarakis
3. () H veteran, 3. {c) Social Security
name war. No No None
O 5. Calor or 6. {o) Single, widowed, married,
»sxMale U noWite]  svocaMaIried
6. (&) Name of husband or wife...vvcrvsmmmmreceeee 6. (€) Age of husband or wife if

Irene Dorbarskis alive__ D0 yea

7. Birth date of deceased.. N.OV ember 2 1882 . .

MEDICAL CERTIFICATION

20. DATE OF m-:.rm Month_ gz&- day. ,
year. / hour. minute. F M.

21. I hereby cemfy that l attended }? ecensed frm-n d OC 7‘

to... ¢7l

that I last saw hj......... aliveon é O c 7‘;

e 100

and that death occurred on the date and hour stated above.
M

. 19/ é

Duration

{Month) {Daoy) {Yoar)
8. ACE: Vears Months Days If lesa than one day
63 4 h i
11 ™ = Due to ﬁ\ ’}

-9, Birthplace M(ﬂ

{City, town,oc counly) =~ ° 77 (State or foreign country)
. Other conditions. /. Yoottt d 2w lclle B L 28 PH 5Bl | ...
10. Usual occupation ODBI'BtOI' g dtindede | [ (Inctuds pregnancy VILMnlmnnl#dnlb)
11. Industry or business. . ......... Shoe Machine . . Fereh . .o.| PIIYSIGIAN
or fin mgs —_—
g 2, Name.._.-_..'.....:..,.-....D._ﬂm.ﬁﬂ,i.t.iﬂ:.:nﬂrb.ar:ﬂ.kiﬂ_m{m; .- 'Of operations e \ Underline
[
S) 15, Bisthpace __Greecel?. the cause to
. £ ((.n. to!rn or E_)i U Suu ar frm:i.n country) Of autopsy. should be
g 14. Maider name. ... i - Un mn._ ... charged sta-
R tistically,
§ 15. Birthplace T Yepomertey E&I}EES;?;%— 22, If death was due to external causes, fill in the following:

16. (a) I
® Address______ D017 Kensington Ave. __ [|® Date of occurrence
17 (@ — ‘sececos () Date théresi.___ 10 .|| (@ Where didinjary oecur? Gy o town) | tCauaty) Gy
" (Burial, eremation, o removal) (Month) (Dey) (Yesr) (d) Didinjury ooctr in or about home, on farm, in industrial place, in public place?
() Place: burial or cremationS Lo MB tthewa Cemetery. p
18. (2)* Signature of {uneral director.. Alhe It _HaH ZORDE || . Whils at workPr Y {i '”:"’ "(“)” ﬁ‘é,_h; of in]my__________._.______‘_
®) Addre@ O = -tgzélo_ Washington Blvd . 2ﬂ
o , SO - (M D. or other)
19. S & .
{a) {Dato reccived local repistrar) (“E!’Iﬂtnr -nmtm) 2 Date mn{M?é

Informant______1Tene Dorharakis

(g) Accident, suicide, or homicide (specify}

(Licensed Embalmer’s Statemcent on Reverse Side)

7



W

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. o - i

Signed ot

) %nsed Embalmer No 4(—20 0

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER inhis OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license.) .

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




