








Department of Health
Borough of Manhattan

Certifícate of Death
1940 Nov13 PM 1 13 Certificate No. 23351

1. Name of Deceased : Juan Miranda
-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐

(Print) First Name Middle Name Last Name Social Security No.

PERONAL AND STATISTICAL PARTICULARS
(May be filed by Funeral Director)

2. USUAL RESIDENCE: Borough:Manhattan, No. 140 Hester

3. SINGLE, MARRIED, WIDOWED OR DIVORCED: Widower

4.WIFE, HUSBAND (blank)

5. DATE OF BIRTH OF DECEDENT (blank)

6. AGE: 54 yrs.

7. OCCUPATION: A. Trade, profession or particular kind of work: Laborer

8. BIRTHPLACE : Puerto Rico

9. HOW LONG IN U.S. ( If of foreign Barth) 39 yrs.
9A. How long resident in City of New York: 39 yrs

10. IF DECEASEDWAS VETERAN NAMEWAR: (Blank)

PARENTS OF DECEASED
11. NAME OF FATHER OF DECEDENT: John

12. BIRTHPLACE OF FATHER (State or Country) : Puerto Rico

13.MAIDEN NAME OF MOTHER OF DECEDENT: Socorro Albarez

14. BIRTHPLACE OF MOTHER (State or Country): Puerto Rico

15. SIGNATURE OF INFORMANT: (Blank)
RELATIONSHIP TO DECEASED: (Blank)
ADDRESS: (Blank)



MEDICAL CERTIFICATE OF DEATH
(To be filled in by the Physician)

16. PLACE OF DEATH: Borough:Manhattan, No. 71 Jackson St.

If in Hospital or other institution, give (a) above, name instead of street and number and length of stay:
St. Roses Cancer Home

17. If elsewhere than in hospital or own residence, specify caracter of place of death – (Blank)

18. DATE AND HOUR OF DEATH : Nov 9, 1940 1:46PM

19. SEX:M

20. Color or Race :W

21. Approximate Age: 54

22. I HEREBY CERTIFY that I atended the deceased from Aug 15, 1940 to Nov 9, 1940, that I last saw
him on Nov 8, 1940 and that the facts stated in Items 16 to 21 are correct.

I further certify that death did NOT occur as the result of accident, homicide, suicide, acute or chronic
poisoning, or in any suspicious or unusual manner, and that it was due to NATURAL CAUSES more
fully described in the confidencial medical report filed with the Department of Health.

I further certify that death was not due to a communicable disease listed in Section 108 of he Sanitary
Code ( see over), which requires that the basket must be permanently sealed before renoval from the
place of death.

Witness by hand this 9 day of Nov 1940.

Signature John R. Davis M.D.

Address: 309 Decatur St. Brooklyn

22.PLACE OF BURIAL OR CREMATION: Calvary Cemetery,
DATE OF BURIAL OR CREMATION: Nov. 13, 1940

24. FUNERAL DIRECTOR: David G. Ryan
ADDRESS: 159West 13th St.
PERMIT NUMBER: 3603
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