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cior, coronef, atc. must.use only standard nemenclature in item 18. No symptoms will be listed. Al!

diseasos in Part | must be casually related. . Coroner cannot certify 1o a death due to notural causes.
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THE DIVISION OF HEAL TH OF MISSOURI
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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceosad lived. If insli!urien.chudnn:..h.{or;
a. COUNTY a. STATE Missouﬂ. b. COUNTY admission})
b. C(IJLY {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. C(I)TY Inside Limits
R
town ST,LOUIS Yestl Nool TOWN 5t .Louis Yes(JL MNoO
e. FULL NAME OF (lf NOT inhospital, give locatien)|Length of stay in 1b I 4 Resi
OSPITAL O TREET outside, give location) eside on Form
12 herunionST. LOUIS CITY HOSP| #l. M 4BDRESS 11 N Broadway YosO NooX
3. NAME OF First Middle Last 4. DATE Month Day Year
DECEASED OF
(Type or print) SAM ARCURE DEATH MAY 17, 1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (I yeara { IF UNDER | YEAR BIF UNDER 24 HRS.
4 maseieo (3 wever madaico OBy | oot 'g!hd‘uv) Manita | Dam | Houre | Min.
Male White winoweo [J ovoreen )| S€PY 29,1880 7
-[V0a. USUAL OCCUP.}TbNt(Gbe kind nfwfart ?aréﬁ 105, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atalc or country) 3 TZ. CITIZEN OF WHAT COUNTRYY
ur of works e, even if retire.
Retired Labo Railroad Ttaly UsSe

13. FATHER'S NAME
Joseph Arcure

14. MOTHER'S MAIDEN NAME

Frances Margian

15, WAS DECEASED EVER IN U. S. ARMED FORCES?

No Unimown

16. SOCIAL SECURITY NO.
{Yea. no. or unknown) ] (f wo. oive war or dates of service)

17. INFORMANT

Oscar G.Schaefer,

Address

P;A.,. .StQLOUiB,MO -

18. CAUSE OF DEATH [Enter only one couse per line for (a) (b). and (c) 1
PART I. DEATH WAS CAUSED BY: -
IMMEDIATE CAUSE (o@

INTERVAL BETWEEN
ONSET AND DEATH

Sk .

@: Pt M‘«*M“’W

Conditions, if any, DUE TO (4)
which gave risg fo ~. B
above c:uae al, :
stating the under- .
- lying  cauze lest. DUE TO (¢}
[=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL CNSEASE CONDITION GIVEN N PART I(a) |18 WAS aUTOPSY
- 52 PERFORMED?
3 s L DEHX ). w0 D)
E 20a. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED: {[Enter nature of injury in Part I or Part IT of item 18.)
§ . O 0 O
) ai 20c, TIME OF Hour  Month, Day, Year .
h] INJURY  a.m. - -
g s i
E ] 204. INJURY QCCURRED 20¢. PLACE OF INJURY (e. ¢., in or about home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT {] not WHILE O Jarm, factory, street, office bidg., eic.)
WORK AT WORK "
.
1 21° 12ttended the deceal %6 ? b/b/b ( , to bl 'L(/b{ and last saw :":; alive on 3]17/57
Dasath occurred at m on the date atated above;: and to the beat of my knowledge, from the causes stated.
22a. MIGNATURE (Degree or title) - G 22b. ADDRESS 22c, DATE SIGNED
n,UD *1515 LAFAYETTE AVE. B /20/57

Morrell Funeral Home,3710 N.Grand

25, DATE ﬁﬁ? QLTQW

23a.-BuRiAL, cnwnpu\. .ot - [} - 23c. NAME OF CEMETERY OR CREMATORY 3. LOCATION (City, totcn, ‘of county) (Stater
EMOVAL {5 —" PR
Hefoval™” | 522 morial Park Cemetery St.Louis Co.,M3.
24, FUNERAL DIRECTOR ADDRESS

?Gl TRAR'S SIGHATURE .
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{Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

1 v
. 1

I hereby 'c.ertify that the body whose name is recorded on the reverse side of this certificate was em
by me, or by- Fervereaies . _ » Student Embalmer-No..

T

- workmg under my personal supervision..

) Student

Loy L P. O. Addfes's',é__/,_rﬁﬁ-ﬁ

. -‘

. Note ‘The above MUST" BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING. {
,—to comply with the above constitutes grounds for revocation of license). . -
! if embalmed by a STUDENT; 'he also shall sign in his OWN handwntmg
If gus body 13 not embalmed fact should be so, sta.ted above. o
LR S [a ]}




