MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _.63_’045472
OERSATMENT OF nuau:w::::‘-r:“:: :o "f_l: :_ ﬁ&  primery Reiraton Diawic Nl 00 d S N11._2..4--.--___ STATE FILE NUMBER

DO NOT WRITE AMENDED e e
ON THIS STUB It NUY /_'T‘IDT-:'J
1. PLACE of DE"[H 2. USUAL RESIDENCE (wmrq deceased lived. If institution: Residence beafore

a. COUNTY & STATE - b, COUNTY admissfon)
Mo.

VS 300
Rev. 4/59

b. CCIJI"!Y (If ourside corporste limits, give TOWNSHIP anly} Length of nay in 1b ¢, CITY Inside Limite
OR

O St. Louis TOWN st Touis Yes [ Ne 3}

c. FULL NAME OF [If NOT in haspital, give location) Inside Limits d. STREET (If eutrida, give locatian) Raside on Farm
HOSPITAL OR AODRESS

INSTITUTICN Incars te Hol:d Hoﬁﬂitﬁl Yer Q- No (O 5617 N, Mg.g;nolia. Yes O No DD

A. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Yeor

{Type or print} MARTON E. GIANINO DEATH Nov,. 13 1963

5. SEX &. COLOR OR RACE 7. Moarried M) Never Morried [] {8. DATE OF BIRTH | - AGE [fast birthday} | IF UNDER ) YEAR IF UNDER 24 HR
- Widewad [ Divorced [] Months | Days Hours Min.

Female White 9-25~1928 - 35
10a. USUAL OCCUPATION [Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and stale of country) | 12, CITIZEN OF WHAT COUNITRY
during mosr of working life, evan if rerired)

ework At Home Kennett, Mo, U.5.,A,

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Frank Scott Ersie Nunery - Frank L, Gianino

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, no,ﬁbunknown)l {If yes, giveﬁvoar ar dates of aerviral Frank L. Gianino 5617 N. M&Sﬂ,oli&

18. CAUSE OF DEATH (Enter only one cause per ~ ~ - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY — . ONSET AND DEATH ’
IMMEDIATE CAUSE () &A": loeos (£ L%Mz@l Pz‘“p@—"-’@‘aﬂ-‘“" [t~
e ¥ 4

-

DATE AMENCED

ey

-
Z
w
z
3
w]
O
o

Ceonditieny, if any, DUE TO {b)
whith gave rite to

above causa (4,

stating the under- 2 & /

lying cauvse laar, DUE TO (<) ’

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not celsted 1o the terminal PART Ull. i deceased was femate  was
disesse condition given in PART | (a} there a pregnancy in last 70 days.

I_D Yer IXN:; I 0 unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HCMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enfer nature of injury in PART I or PART LI of item 8.}
PERFORMED? [m} O u]
YES o

20c. TIME OF  Foul  Month, Day, Yoer |
INJURY a.m.
p.m,

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., atc.}
NOT WHILE AT WORK [J

21. | atended the decessed from. - q— l!‘-" 2 ,lr_lg__é_s and {ast saw :f;_g.live on Ilh / 3‘ 6_:3

Daath occurred st 8: 20 Al m on the date stated above, and 10 the best of my knowledge, from the causas stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22c, DATE 5IGNED

225“15_|amtuuﬁ 7 a’ f?’“ir titl € ‘ [et* b 22:1209&555; L ie 23 u_ﬁ [(‘-i 3-63

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (State)

Re:;ggv (Spectr Nov. 16, 1963 Resurrection Cemetery St., Louis Co. Mo,

24. FUNERAL DIRECTOR ADDRESS TE D, L REG. 246, REGISTRAR’S SIGNATURE -
Kriegshauser 4228 S, Kingshighway Blvd. ﬁfUVfﬂ mg . j )d /y

rlivv

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

{Licensed Emhalmer’'s Statement on Reverse Side}




PUBID °S 2¢94

UTOTY MeIpuy °JIa

A2

0226~ *14

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

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

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

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




