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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disecses in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

HLED JUN gigmgam»aoq District No.

iD= 041923

STATE FILE NUMBER

Primary Registration Dmncf No.. hﬁ_%j ________ Regisirar's Ne._.... Z_m.._

~3/7

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived, If institurion: Residence ﬁ
COUNTY o. STATE b, COUNTY ission
SAINT LOUIS Migaouri St. Louls
C&Y {If outside corporate limits, give TOWNSHIP only) Ingide Limits €. CE)TRY #/3? Insida Limits
TOWN JELITNINGS Yesm Ne [ TOWN Jennin‘,’ﬂ O Y“[E. Na E]
FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b d. STREET {tf outside, give location) Reside on Farm
HOSPITAL OR ADDRESS ¥ D N
[/ insmTution 2521 Shannonaire Dy, 4 yre. 2521 Shannonaire Dr. s o [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) [+]
EMMA CHARIOTTE FORSEERG DEATH MAY 21 1959
5. SEX 6. COLOR OR RACE 7'MARRIEDmr€EVER maRRiED[ ] 8. DATE OF BIRTH 9. AGE (ln'z;a;; ;:.T;?EQ[‘;Y:AR |;£:&DER 2;iHRS.
El a L ] o L] n.
Female ¢ VWhite f_wiooweD[] ovorcerJJ| Dee. 23, /ZE/ j E‘ I
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE{City and state or countey) 12. CITIZEN OF WHAT COUNTRY?
during mosr of working life, even if retired) INDUST
ougsewoTk Ovn Home Ljusne Sweden b USA
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
7 Hallgren Unknown Charles Foererg

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no. wunkmwn)l {If yas, give war or datas of service)

18-

Unknown

S0CIAL SECURITY NO.

17.

Mr.Walter Forsberg, 501la Queens Avenue (15)

INFORMANT Address

INTERVAL BETWEEN

ONS/E'T%SH
’

18. CAUSE OF DEATH (Enter only one cause per ling for {o), (b), and (c}.}
PART I. DEATH WAS CAUSED BY: %—M,r
IMMEDIATE CAUSE (¢} m

Qesleemo
el ez

5‘%

Conditiens, if any, DUE TO (b)

which gave risa 1o

above cavie (o). } 0
stating the under

lying couse last. DUE TO (c)

z
,?. PART Il. OTH IGNI NT CONDITIONS CONT a DEATH but not related to the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY 2.
5 4 PERFORMED?
L 20( YES[] NO
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item i8.) »
w
u cl & d
5[ 20c. TIMEOF .Hour Month, Day, Year.
a iNJURY a.m.
" p.m,
20d. INJURY OCCURRED Ae. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, fcc!nry, stroet, office bldg., efc.)
WORK AT WORK A
21. | antended the deceqased from '/‘7( /Q’z and last Sow, h' alive on ¢7/¢/<,/§:

Death accurred ar

,f&&/?%? 1o

™ on !ho dau/:tutad (bovn, and to the best of my knowledge, the cuu,{s stated!

22a. SIGNATURE {Deagree or title) @7 22b. ADDRESS 2c, DATE, SIGNED
% M @ - ) / ()z—p-?_ %,_& S5 S5y A ;
23a. BURIAL, CREMATION, | 73b. DATE . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) “(State)
EMOVAL {Speclfy}
i Mgy 25,1959 Memorial Park Cemetery St. Louie County, Missouri.

24. FUNERAL DIRECTOR ADDRESS

CALVIN F.FEUTZ,4828 NA‘I"L BRIDGE BLVD.

25. DATE RECD. 8Y LOCAL

S =234

RE REGISFRAR'S SIGNATURE

S

{Licansed Embelmer’s Statement on Reverse Side}

/4




OO =T 'GP

« Lounoo ut eT1g
feptag ¢-T pue gT-0T °SIH

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded-en the teverse side of this certificate was embalmed

BY M@, OF DY oottt it et s e s san e b s , Student Embalmer No. ........cooveeree.

working under my personal supervision.

Student .oooiiiiiii e
Signature of Student Embalmer

Licensed Embalmer No%?r.)S'_
P. O. Address....%’...i.. - cr.—ﬂ.—p“:au/ /J?

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 handwntmg

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




