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All diseoses in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

HLED FEB 24 1953 0o o e

________________ 990071014

I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resdiden:e b,nfore
. COUNTY . STATE b. COUNTY odmission
° . ¢ Mo St. LouWls",
b, CITY (if outside corporate limirs, give TOWNSHIP only) Inside Limits c. CITY . Inside Limits
OR OR Jd _
TOWN St. Louis Yes E Ne D TOWN Jemngs [/é& C’; YesK] Mo D
€. FgLII;I NAMEOOF (if MOT in hospital, give lecation) | Length of stay in Ib d. STREET (If outside, give lacation) Reside on Form
HOSPITAL OR R ADDRESS
C__inNsTituTion Chrdgtian Hosp. 1l day 9243 Leamont Yer [] NoX]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
CLARA M. FOERSTER DEATH Feb. 2 1959
5. SEX , 4. COLOR OR RACE| 7. MARRIED] ] NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE’ E_n';:;m; lz::lEERgYEAR I::.INDER 2;_Hns.
st birthday] s ays wrn in.
female white wiooweok])  owvorceo[| Jan, 7, 1888 7‘1 [
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote ar country) 12 CITIZEN OF WHAT COUNTRY?
during mo st of vﬁrking life, aven if ratired} ﬁNDUSTRV 1/
hous&wor: ome St, Louis Mo, UsSeAe
}3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 MAME OF HUSBAND OR WIFE
Bernard Ronge Katherine Glas { Charles Foerster
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yas, na, or unknqwn}] {If yes, give wor or dates of service)

none

Robert Foerster 9243 Leamont

18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b}, and (c))
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,

INTERVAL BETWEEN

bl— ONSET AND DEAT% -
M"T—é%—cauq 7 O leormcty

which gave rise o
above ¢owse (a),
stating the wnder-
lying couse laat.

!

DUE TO {c)

. 128 el
DUE TG (b) —_prbom..tls

7L 7?S @-“4

Z. Jdm

PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a}

19. WAS AUTOPSY

Death occunud at

Haoi 3L 5T DL 6F

m on the date stated o

g
E E
. MED?
g /9 5- 2. / vesZ wo [
£ 200. ACCIDENRT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of infury in PART | or PART Il of item 18.}
w
u O O |
S| 20c. TIMEOF Hour Maonth, Day, Yeor
3 INJURY  am,
3 pom.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inorabouthome,| 20 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, ctory, street, offica bldg., etc.)
WORK AT WORK
21, t attended the deceased from and last sow ﬁ:‘ alive on P

v

220 SIGNATURE

(_qmm or title)

cd

o; and to the best of my knowlodge, from the couses stated.
71b. ADDRESS

=LA Jé%umq- P kﬂg

230, BURIAL, CREMATION, | 23b. DATE

vurial™™ | 2/6/59

23c. NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

2. IUFION {Ciry, town, or :cnnry) (Srate)
St. Louis Mo.

24. FUNERAL DIRECTOR ADDRESS

Buchholz Mortuary 5967 . Florissant

25 DAE&C%BY L%g REG.

{Licenyad Embolmaer's Staterment on Reverss Side}

26. REGISTRAR'S SIGNATMRE
& . } 1D
» T
- "/ Z -




STATEMENT BY LICENSED EMBALMER

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

By I, 0T DY 1t et e , Student Embalmer No. ...................

working under my personal supervision.

o TTTs = 1| S TP Signed , AL Sl L A
Signature of Student Embalmer

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

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




