. THE DIVISION OF HEALTH OF MISSOURI 034 1=
5o N JE’QU JUL 15 1952 STANDARD CERTIFICATE OF DEATH_ State File No ~1762

v. 10.48 -l Qﬂa
BIRTH NO. REG. DIST, mo. _ | PRIMARY REG. DIST. NO._ Registrar’s No, .......621..8.
I. PLACE OF DEATH i 2. USUAL RESIDENCE (Where d d lived. 1f iastl idence befare
a. COUNTY STATE b. COUNTY adiaialon),
() . e Missouri "
b. CITY (U outside corpurate limits, write RURAL and give t. LENGTH OF c. CITY (it outside oorporats timits, write RURAL and cive townehip)
OR townahip) | STAY (in thie place) OR Q 2 5"" /
TOWN at, louis : TOWN St. louis
d. FULL NAME OF 1t hoapital or instivuti dd losation) d. STREET th 3
frf A g o (If not ia hoapital or n, give strect or ADDR 1 (I roral, {ﬂ Ioen on} ‘/é’
INSTITUTION.  Josephine Heitkamn Hoeplital Q.% 817 Cole Street
SDNEACNE‘ESOEFD a. (First) b. (Middle} . {Last) 4, DSTE (Moanth) (Day) (Year)
{ Twpe or Pring), Vita - Bommarito OEATH June 29, 1952
5. SEX / l 6. COLOR OR RACE | 7. mf&%&)’. rgie\ygscngénmm. 8. DATE OF BiRTH .:.GE (o years| If UNCER | VEAR | F DR 34 HES.
' . (Bpecity) 1] W) Months | Days | Hours | Min.
| Femele White Married / Dec.27,1881 , ' |
10a. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (5tats or foreign country) - 12, CITIZEN OF WHAT
dona during mosts of working lifs, svas If retired) DUSTRY 5 "]
Housewife ——— Italy , a
13a. FATHER'S NAME 136, MDTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE \
o Orlgnde Angela (Cavatalo Giusen
15, W‘ASL DEC:EASH%D EVER IN U.5. ARMED roncssv 16. SOCIAL SECURITY |17 INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes,bo, ot unknown) | (If yeu, give war or dates of NO. J—
ack Bommarito 3744 Lawler Dr
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enteroniycnecaussper | 1. DISEASE OR CONDITION ONSET AND DEATH

Jine for {a), (b}, 6ad (6} DIRECTLY LEADING TO DEATH® (5 :

*Thiz does not mean ANTECEDENT CAUSES %f ! F : :

the tmode of dying, such | Aforbid conditions, if any, giring DUE TO (b)

s Beart failure, asthenda, | Tite to the above cause (a) W‘W 5
de. It memns the dis- the underlping couse last. é ’ ¢ , ¢ ,é o él ¢ :

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

ease, injurt, or complica- sz= - DUE TO (c) N e
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS © ot et
) Conditions contributing to the death but not
related to the disease or condition causing death. .
1Sa. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION  -: % = 7“7 3 adeT ¢ v - Y| 200 AUTORSY?
TION
.. . N L T R . . . YES. No.l:l
21a. ACCIDENT (Bpweity) 21b. FLACEOF INJURY (s.5.,Inorabeat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) | | . (STATE)
SUICIDE homs, farm, ngtory, street, offios bldg. #1a.) Ch et R . .
HOMICIDE .
21d. Tg'f__lE tMenth) {Day) (Year) (Hour) 21e. INJURY OCCURRED | 2. HOW DID INJURY OCCUR? . -
* HILE AT NOT WHILE il e e e ey >
. INJURY wwomc AT WORK ) . ‘l l O J F
2. I hereby cemfy that T auended the deceased from . . 1974 18 , that I last saw the deceased
alive on , and !ha; death occurred at 7S / 5 [ Jrom the causes and on the date staled above.
. SIGNATURE ar tlt.]e) 23b. }(\)gms @Z, Zic. DATE SIGNED
2ol oo CQasd . |“775,
ua BURIAL. CREMA- | 24b. DATE I 24c. NAME OF CEMETERY OR CREMATORY .| 24d. LOCATION (Clty, town, or county) MFE {Btnte)- -
'nou.gmow. e 4 L
urial 7J J’ulv 3=52 Calvary Cemetary St, Tonlg Mmj ss’gj!gé -
DATE REC'D BY LOCAL . 75. FUNERAL DIRECTOR'S $iGMATURE ADDRESS
G.
f-JuL 1 185% . Miceli & Sons 1 N, Kinechiclhs

{Licensed Embalmer’s Staternent on Reverse Side)




- .~ STATEMENT BY LICENSED EMBALMER
. i

- -

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

~ ; Student Embalmer No.
working under my personal supervision, '

Student s.ieaisnasaes semsasansasanray weunaas

Student ERbainer Licenséd Embalmer No. 4?7 7 -

P. O. Address..._.. -

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

If this body is not embalmed, fact should be 5o stated above.




