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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECQRD\

BIATH NO.

FILED AUG 20 1949

1. PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 318 PRIMARY REG. DIST. WMO.

{"“ Registrar's N a.._“....;.!:?...(..:‘.g.;l-.i

State File N02784.0.

[2. USUAL RESIDENGE (Where deceassd lived. If inatitution: reskietios befors

2. COUNTY a. STATE b. COUNTY . sdmislon).
Mo. St.Louis
b. CITY (If outeide corpurate Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If sutsdde corporate timits, write RURAL and give township) b
OR townabip)} SEY ?ﬂanl OR -
TOWN sT. LOUIS TOWN Clayton -
d. FULL NAME OF (If not in bespital or institatida, give street. addrees of location} d. STREET (51 vursi, give location} -
HOSPITAL g R C .
INSTITUTION A 7502 Cromwell Drive 'y
I™3. NAME OF a. (First) b. (Midile) c. (Last) 1773
DECEASED 4. DATE (Month)  (Day)  (Yea)
(Typeor Print)  WARY RUBY RADARACCO oearH AUG 11 1949
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, _ | 8. DATE OF BIRTH 9. AGE (o yenrs| IF UROER 1 TEAR | F och 11 was,
/ WIDOWED, DIVORCED *{Spacity)” g-- birthday) u-m-, Dars | Hoann I Mis.
F W W, e 1884 5
10a. USUAL OCCUPATION (Gis kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE {State or forelgn sovntry)  ~-—. 12, CTTIZEN OF WHAT
most of working lde, even if retired) DUSTRY . ‘COUNTRY?
At Home St.Louis, Mo, /ﬂ T "
Iil:ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF/HUSBAND OR WIFE = ™ -
Unknown . . Unknown {Joseph Badaracco™ . .. .
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yeos.no.or unknown) | (1f yea, dve war or dates of sarvice) NO.
ne Stephen Boggizano, 375 N.Price Road
18. CAUSE OF DEATH 4 MEDICAL CERTIFICATION R INTERVAL
 Enter only onscauseper | 1. DISEASE OR CONDITION ONSET AND DEATH
Hine for (a), (by, and (o) | DIRECTLY LEADINGTODEATH"() __fcute pulmopnary edema
*This docs not mean | ANTECEDENT CAUSES -
the mode of dgng. such | Morid condisions, f any, ging DUE TO (&) _Arteriosclerotic heart disease | .
* rise to the above cause (a) dat . oot ‘e
&2 heart e asthenda :Mummdh,mmemﬂ’ g 'with auricular fibrillation 9 yrs.
eate, injury, or complica- - DUE TO (9) .
tion which cauaed death. | 11. OTHER SIGNIFICANT CONDITIONS
mwwdw:npummmw
related Lo the disease or condition causing death. .
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION 20, AUTOPSY?
TION |
ves L] w2

21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s... fnorabons |.21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (g' TES'\
. SUICIDE boow. farm, taotary, nn-:. bldg. et}
. HOMICIDE
21d. TIME (Monta) (Day) (Year) (Hour 2|e INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
I'HILEAT NOT WHILE|
. INJURY AT WORK %

alive on

2. 1 hereby certify that I allended the deceased from AUG 11
,19_49 ahthat death occurred at222b 8 :26 a m., from the causes and on the date slated above,

19K0, 10

I [

19 7",

49 that T laat saw the deceared

23b ADDRESS

Barnes annﬁnl

| 3. DATE SIGNED

23a. SIGNATURE ¢
24a. BURIAL, CREMA- | 24b. DATE '7

24¢."NAME OF CEMETERY OR CREMATORY

" 24d. i.OCATION | (Qlty, town, of county)

1] lalo)

UG 11 1549™°

“oghﬁgfl' Aug, 13 199 Calvary Cem - 5t .Louis,Mo."
DATE REC'D BY LOCAL RAL DIRECTOR S SIGMATURE ADDRESS

8L40 Lindell Blvd.




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 me, 0f by e

Student Embaimer No.

working under my persona! supervision.

StUdent ,.cureeccnneirsnassersnrsares saases Sigmed
Student Enballnr

chenaed Embaimer No......... 2 2.115
P. 0. Address. 4. 344 0

Note: The above MUST BE SIGNED BY THE LICENSED MALMER in his OWN HANDWRITING. (Failurt to comply with
the above constitutes grounds for revocation of license.)

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




