MISSOURI DIVISION OF HEALTH — ST, NDARD CERTIFICATE OF DEATH —65—0091'?5

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 2—[{1 ': STATE FILE NUMBER
DO._NOT WRITE oED Registration District No. e e e m Primary Registration District No. __ : Registrar's No. N

"ON THIS $TUB .
: - mﬁﬁbﬂﬁﬁﬁw— T3 USUAL RESIDENCE (Where decemad Tived. ¥ insfiotion: Residence Befors

V5 300 a, COUNTY a. STATEM_i,s Sou it COUNTY. edrmitsion)
Rev. 4/ 59 b. CCI)TRY (If ounside corporate fimity, give TOWNSHIP only) Langth of stey in Tb ¢, COIEY = Inside Limits
own  St., Louis , town St., Louis 7 Yes X1 No (O
<. FULL NAME QOF (1f NOT in houpltal, give Iocanon] |nsicle - Limits ~d. STREET [If cutside, give location) Reside on Farm

henmnion  Jewish Hospital vam ven || O 3012 Kossuth Yos O N

3. NAME OF DECEASED First Middle — Last 4. DATE Month Day. Year

(Tybe or print) . . . . OF
' Dorothy Cecelia Palermo pead  March 1, 1963
5. SEX &. -'__C_OLOR OR RACE . 7. Martied (I Never Married [1 [8. DATE OF BIRTH [3 AGE [last blrﬂ\dav) IF UNDER 1 ‘fEAR IF.UNDER 24 HR'
Female White Widowed [J, borced O | 8 1930 32 Months l Days | Hours T‘r;n.
10a: iJSUAL OCCQPAT!ON Give kind of -work done | 10b. KIND OF BUSINESS OR: INDUSTRY 11. BIRTHPLACE (C|}y‘ and -state of :ounﬂ’y). 12. CITIZEN OF WHAT COUNTRY
Hrm rost of w mg life, even if retired): ) '

usewif | St. Louis, Missounmi U. S. A,
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME ) 14. NAME OF HUSBAND OR WIFE
Zygmunt Ladda Stella Tyskiewicz Mariane J. Palermo
15. WAS DECEASED EVER IN US ARMED FQRCES? 17, INFORMANT L. Address
OREi@™ o vriknowni [ (1f ves; aive war or detes of warvice Mariano J. Palermo 3012 Kossuth

18. CAUSE. OF DEATH {Enter only une.cause per line for {a), (b), and [l INTERVAL BETWEEN
ART |. DEATH WAS CAUSED, BY: . A . ONSET- AND DEATH

IMMEDIATE CAUSE (e} - ‘ ) ) 7O MNR-S

Conditions, if any,]  DUE TO (b) j NLE é ?
} DUE TO} ;

whichigave rive ta
above cause (s),

PART 1). OTHER SIGNIFICANT CONDITIONS -CONTRIBUTING TO DEATH but not releted 1o lhe terminal = | ‘PART 111, I, deceasad “was femsle was
. disease condirion given in PART | [a) ‘thera:a pragrancy in last %0 days.

stating the under-
Iying cayse last.

lwl O No I || Unknu\m-!

19. WAS AUTOPSY. |:20a-ACCIDENT  SUICIDE. HOMéCIDE 20k, DESCRIBE HOW INJURY - OCCURRED. (Enter nature of injury in RART | or PART Il.of item 18.)

PERFORM a (m] s ) .

RATE AMENDED

DOCUMENT

INSTEAD OF

Hic. TIME.OF  Wouf  Month, Day, Year | )
INJURY . am, . ;
UR' b .

AMENDMENTSNON THIS. RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20d. IN.IURY&OCCURRED 203 PLACE OF INJURY (e.g.; in or about’'home, | 20f. CITY,-TOWN, OR LOCATION COUNTY

WHILE'AT WORK.[] . farm, factory, street, office bldg ete.)
NOT WHILE AT WORK [

21. | amended the deceased fro — o —6 OAL.L__._\-LM\:{ Ias‘\‘ saw»elwe on. 3 o /—. 6 >3

Death “occurred  at. d \r m é ! --6 m on the'date stated above, and ‘to.the best of my-knowledge, from the, cauvies, s!amd

223;-lSIGNA1'UIlE 5{ (Degree ar title) W_Q ;bf;l})k%_ W i . )A?GNED

23a. BURIAL, CREMATION 236, DATE 23c. NAME -OF CEMETERY OR CREMATORY ~23d. LOCATION {City,. town, of county) (Sfafe_)
REMO Al. pecify S ) . .
al Mar. 5, 196 Calvary St. Lou15, MlSSOuI‘l
24 FUNERAL DIRECTOR . ADDRESS i25. .DATE RECD: BY LOCAZE .

ST. LOUIS FUNERAL HOME 2

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

ITEM NO.
‘BY AFFIDA




~ STATEMENT BY LICENSED EMBALMER

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

\ T

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

- ' Licensed Embalmer No.__ y e A

H
P. O. Address L

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, factshould-be so stated above.




