. Mo, 300
. 10.48

S

ITE PLAINLY—USING 1INFADING BLACK INK—MAKE A PERMANENT RECORD

W,

rBIRTH KO.

}HLED MAY 14 1958

THE DIVISION OF HEALTH OF MISSOUR]
STANDARD CERTIFICATE OF DEATH

.58-015791

ALG. DIST. NO, im_pnmmv REG.MMRW:JHMJNo ....... @ﬂ@ﬂ

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. 1f i id befors
a. COUNTY a. STATE b. COUNTY adinimion).
MISSOURI o
b, CITY (It outeids eorpurats limits, weite RURAL and give ¢. LENGTH OF c. CITY 4. Tn Residence within limits of
OR nabip) | STAY {in this ] OR 1 mpor- wn!
Towi  St. Louis T e TowN St, Louis | TR /
d. FULL NAME OF (1f not in boaital or i ion, give streot add or locatlon) ..EREET (I rural, give locstion) bl
HOSPITAL QR DRESS
R INSTITUTION St Louls Chronic Hospgl) 7" 4,828 kSssuth
- NAME OF a. (First) b." (Middle) @ ¢. (Last) | 4. Ds}'g (Month) (Day)  (Year)
(Type or Print) Frank G Forsing a5 7 1958
8, SEX D 6. COLOR CR RACE | 7. ‘h‘mj%%gb ISR:'ERCESRRIED. 8. DATE OF BIRTH 9.;\.551&:;:?:- n.[: UNGER | YEAR | o vNOER M HeS.
. €= ¥} ] ¥, ontha| Days | Hours | Min.
| __white Single ‘¢ 1 Jin, 16, 1889 69 f |
10a. USUAL OCCUPATION (Givekind of wor 10b. KIND BUSINESS OR IN- | 11. BIRTHPLACE ; : -
Gona durlng moet of workina lferwvan i ecirad) | IND OF BU DUSTRY {Giey and State or Foreign Conntry) "c&bﬂ%ﬁ'\‘r?”""‘”
RETTRED Mo. 2 .S A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND'OR WIFE
i GEORGE FORSING . HATTTE HUBER J ==
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, 0,07 unknown} | (If yes, give war or dates of cervice) —— NO.
N/ ANNA EVERHARDT 4820 XOSSUTH AVE

18. CAUSE OF DEATH

. 1, DISEASE OR CONDITION
- Koter only onecntseper | By 2P CTLY LEADING TO DEATHS

WMAM#&A&A'J“ 2 Keo.

line for {s), (b), and (c)

*Thiz does nol mean

ANTECEDENT CAUSES
the mode of dying, such | Morbld conditions, if any, giving PUE TO ()

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

as heart failure, asthenia, | rise fo the above couse (o) stating

de. It means the dig- | the underlying ca

use last,

1810

ease, Injury, or complica- DUE TO (¢}
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditiona contributing (o the death bud not

related Lo the dizease or condition causing death.

13a., DATE OF OP'IEI%}N; (190, MAJOR FINDINGS OF OPERATION /

sclavetss | [ Aveo .

2. AUTOPSY? 2.

vu O o (B

21a. ACCIDENT (Bpeelly) 21b. PLACEOF INJURY (o.g.,inorabeut | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fagtory, street, offios bldg.,etq.)
HOMICIDE
2id. TIME {Maoath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
Ny WHILEAT[—] NOT WHILE .

WORK AT WORK

, 18 , that I last saw the deceased

2. I hereby ceﬂi;y that I altended the deceased from L-7-58 19 to 5=7~58

alive ond= /= , 18

, and that death sccurred at H 8., from the couses and on the date slated above.

23a. SIGNATURE

a. BURIAL. CREMA- | 24b. DATE
WAL (Spwel:

"] 5/9/58

(Degres or mié‘) 23b. ADDRESS

Ay . [

Z3c. DATE SIGNED

5800 Arsenal St, 5/7/58

S.S. PETER & PAUL CEMETERY

24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION {Oity, town, or county) (State)

ST LOUIS MISSOURT

DAﬁEA'?ECBD BY'SLQ&CAGL REGISTRAR- SIGNAT? f n‘ ’9

25 FUMERAL DIRECTOR'S SIGNATURE ADDRESS

STROOT ~ CARROLL &600 NATURAL BRIDGE

(fu:mud £mbalmer’s Statermneut on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

by me, OFr BY «oovemvniiiiiiiiiiaa e edmaseasammarameeecssssasssresrennses feaennan , Student Embalmer No........--..
working under my personal supervision..
L ATT: U3 1 SO S1gned7n'w'J(€J£:(J ........
Signature of Student Embalmer
Licensed Embalmer No... 7. L4

: P. 0. Address.%..wﬂ!‘.’f&‘ﬁ.‘

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

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

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



