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Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
EDRMS"B:E G:Iridgﬂn]3_61___--318Jrimuw Registration District No. _1_0_03__..Regutrnr s No. =2z = 0 o

1123954044454

DOCUMENT

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY 8. STATHi g Souri b. COUNTY admission)
b. Cé'LY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COI'IY Inzide Limits
R
Town St. Louis €7 vrs. TowN Zt. Louls Yo fd Ne D
c. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET {Iif cutside, glve location) Reside on Farm
HOSPITAL OR . R ADDRESS
INSTHUTION Homer G. Phillips Hosp'e® D 4235 Grove Street Yes O No J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print) OF
FREDERICK SHBOROSCH bEA™H November 20, 1960
5. SEX 6. COLOR OR RACE 7. Married I Never Married [J [8. DATE OF BIRTH | ¥ AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
Widowed Di ed R Months Days Hours Min,
Male vhi te dowe ] Ovoed 8 |3 _z0_ 1808 67 |
10a, USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mest of working life, even if retired) ’
CeemA /7 ¢ € R4 St. Louis, Missour [

13a. FATHER'S NAME

13b. MOTHER’'S MAIDEN NAME 14. NAME OF

Marie Geritz

HUSBAND OR WIFE

Alma Saborosch

F%ﬁm%‘%&an 16, SOCIAL SECURITY NC. |17, INFORMANT Address
(YnNno, or unknown)l(lfyu,gtq.wnmdlﬂl of servica) 494 07 8220 Alma Saborosch 4235 (‘,rove St.

PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c).
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disease condition given in PART | (a)
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lying cayss last. DUE TO (<) A \\ \G\-O hJ

PART (. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not utard'd to the terminal PART iIt. If deconsed was female wes

ara a pragnancy in last 90 days.
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20b. DESCRIBE HOW INJURY OCCURRED, {Enter natura of

njury [n PART | or PARY Il of item 18.)
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20¢. TIME eF Hour Month, Day, Year e —~
INJUR am ..
* pm \\"' \\-kb T E .
20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased from

WHILE AT WORK arm, factory, street, office bidg., etc.)
NOT WHILE AT WORK O [) W

her .,
and last saw hi.rn slive on

to.
1625 G

,r;/m the date ststed above, and to the best of my knowledge, from the causes slated.

OF EMETERY OR CREMATORY

22%. ADDRESS

L /' Fe o

22c. DATE SIGNED

/=22

23d. LOCATION (City, Town, or county)

John Cemetery Bellefontaine NeiczhbSagdri

(State)

Aiemo
f. FUNERAL DIRECTOR

BY AFFIDAVIT OF

Stock Mortuaries n11'?

%, Grand |Bl.

25, DATE RECD. BY LOCAL REG. |26. RE RAR'S,

NOV 22 1360

IGN RE

/]2.
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- - . STATEMENT BY LICENSED EMBALMER

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

or by

., Student Embalmer No.

working under my personal -supervision.

-
~ . .

Student

Signed

Signature of Student Embalmer

Licensed Embalmer No..m

- -
P. O. Address

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




