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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

Registration District No. . 3 2

THE STATE BOARD OF HEALTH OF MISSOURI

FILED iﬂﬁé?]% 01946 STANDARD CERTIFICATE

Primary Registration District No,

OF DEATH
1003

Stale File No

Registrar's No................ 2&0

1. PLACE OF DEATH:

(s} County
(ty City ot town

8t.Louigp

{1f ovtside city or town limits, write *RURAL" nod name of lownship)
(} Name of hospital or Enstitution:

_Alexian Brothers Hospital.Z .

{1f not in hoapital natitution, wrile strest number or location)
(d) Length of stay:

In hospital or institution

{Specify whether

In this community
years, monihs or days)

2.

(a)
(c)

)

()

USUAL RESIDENCE OF DECEASED:
Misgouri ® comty.Macoupin 777
Benld

(1f ontside city or town limits, writa “RURAL") Mf/

(If ruranl, give location)
(Yes ar NOJ'ZJ

State.

City or town

Street No,

Citizen of foreign country?.

If yes, name country.

3, {a) PRINT
FULL NAME

Pete Macio Corgiat

3. (¢} Social Secutity

%45-05-2124

3. () If veteran,

No

nNAME Wir,

6. {g) Single, widowed, married,
divoroed__MﬂI.r_iAgAd.

6. (¢) Age of husband or wife ifi
a.hve......._,....a ...... years

25,.,._.. 1873 .

5. Color or

v seMale J| aihbite
6. (b) WName of husbandorwife. ... ..,

...sntonio Corgiat
7. Birth date of deceascdDeQemb_e.r

20.

21,

that I last saw h b_Ww. alive on
and that death occurred on the date and hour stated above.

Immediate cause of death

MEDICAL CERTIFICATION

___6_._. — —:ﬁ '
minufp’z "'6 M. .
X hereby certify fhat I attended the dmse'ii'-::om_t:k_&d\ .

DATE OF DEATH: Month___.M.a:.x_g}l._-.-...day..

year hour.

(Month) (Year)
8. AGE: Yeara Months Days If lesa than one day Due to, ;3 It Vesilion.
) ﬂ.u\-d/'-u & L‘--"f N_QA.M iﬂ,"“‘-&o
mg 3 11 hr, min ‘f
{—* 'Dite to rd ,1 34 L’M
9. Birthplace ((JC‘OI‘ io ) _E_I_‘b ‘i‘n————, . 7 T
ity, town, or coanty’ tate or foreign conntry) [ 5T T —t o
i CQB.]. M 1ner B PR B |t QOther l:onrhllnng ‘e F/ iv {N
10. Usual 0ceupation ... W31 e s (Inchds pregoonoy within 3 months of ﬁgnlh)
11. Industry or business AW 5 o~ o g bx PHYSICIAN
X . . . . ajor findings: A —_
G v vome.. - Bermard: orgiat .. 47| B o /ey Lt“'“"‘ Undertne
2| 13, Birthplace . Italy T the cause to
Duunl. (Sl.nu or foreign country) Of aut M—M hould b
E 14, Maiden name.. ..__._._,.qﬂ Lid Q_I_‘ f De R11 autapsy . . :;p:r;ed sg;:
= I t 1y 4/ .. Jtistically.
g 15. Birthplace P it m_?;mi“ pm— 22. If death was due to external causes, fill in the following;
16. (2) Informant.... Emil Corg gt .. .||t Accident, suicide, or homicide (speciiy)
® Addeess.... B enld Il linois, (8} Date of occurrence
17. (a) Removal . () Date thereof 3=T7=46 () Where did injury ocour? ey e
{Burial, eramation, o removal) (Maonth) (Day) (Year) (¢) Did injury occur in or about home, on farm, in industrial place. in pubhc pla.u:?
{¢) Place: burial or cremahon_._..___...B enl d Ill, .................. -
18] (a) Signature of funeral dlrei;ﬂ_élbert ...H.HQppB [ ' Whlle at “O,L? pecily "'m ot pl";; of i mJnrY - _ e
o— Maaninton 3iva. o s e
@ mﬁj 1&4&5 ton-Blvd il 2s. 'Sl."znalu (M.D.or olhzr)
19, i Lo ey — .- .
@ (Dratn received local resistrar) ) (Reristrar's signatare) Address N‘5 -'7' L8 eﬂ' D M Date 5|gned g"ﬁ

[

(Licensed Embalmer’s Statecment on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

» Registered Apprentice No...... .
working under my personal supervision. % #_’%L/
Signedy .

P. O. Address

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

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

P




