FALEDOCT 13 1943 THE DIVISION OF HEALTH OF MISSOURI | 32 145

1 Frdaal. >

. Mo.300 .
STANDARD CERTIFICATE OF DEATH State File N
. 10.48 - . - 8.’ 1
. - {
BIRTH NO. REG. DIST. MO, a 18 PRIMARY REG. DIST, wo.fd o Registrar's No il
L. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdecoased lived. If institution: residence before
a. COUNTY . a. STATE b, COUNTY adinision).
. Mo, s 24
b. C&!‘Y (I outoide corpurate limits, write RURAL lnd‘:'i'v;m o §T AL‘."E::EL}; DS;) c. CBTF}’ {If outside eorporate limita, write RURAL snd give townahip) ~ / 7
TowN  St, TLouls TOWN  8t, Louls
g d. FHOLIS. NAME %F {If uot n hospital or instiwtion. give strest address or location) d. Sr',rgggl"s {If reral, give location) i
0 INSTITUTION 3939 Lafayette Ave, / }7— 3939 lafayette Ave, N
8 = NAME GF ™ o (Fin) b. (Middie) 7 < (Last) CDATE  (Mat) (Den  (xew
) (Typeor Prie)  LOUIS - : E. SANDERS Jr, pEatTH  Sep't.29 1949
g 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . AGE (In years| & UNDER | YEAR | O e u ums,
Z WIDOWED, DIVORCED (8pecify) last birthday) Monl.ha] Days | Hours | Min,
3 |Male A1 White Married / Mar, 23,1920 29 |
103, USUAL OCCUPATION (Ciive kind of work i0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (9tste or forelgn sountry) 12, CITIZEN OF WHAT
5 done during most of working lifs, sven i retired) DUSTRY COUNTRY?
R |[Meat Salesman Unemployed sincel948| St. Louis, Mo.
< ’lSa. FATHER'S NAME 13b. MOTHER™ 5 MAIDEN NAME 14, NAME OF HUSBAND OR IIFE
m plouls Sanders Sr, .__|Dorothy Sansouer ___ Illucllle D, Sanders
% [5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
- (You, 8o, or unknown} | (Il yes. xive war or dates of servioe} NO.
= No : 492-16-8673 Louls Sanders Spr. 3938 Iafayette Av,
| 18, CAUSE OF DEATH . MEDICAL CERTIFICATI lngEER}IiL"gEgE\:EEN
2 || Enter only cnecauseper | 1. DISEASE OR CONDITION TH
Z 1ine for (8), b), and (¢) -] DVRECTLY LEADING TO DEATH® ()
M *This does nol mean ANTECEDENT CAUSES g ! C
g the mode of dying, quch A.fortbfibmngg:m' if a(nﬁ.‘gu{g{ng DUE TO (b) mw MM
. . heart fallure, asthenia, rise to the above couse (a g s - B .
g :‘ nfm:i M::;:_ the underlying cause last. MMM\-" 2
o care, Infury, or complica- _DUE TO (&) . _"dg.ﬂs_
e tion which cauzed death, | 11. OTHER SIGNIFICANT CONDITIONS . LI |
= Conditions contribuling o the death but not . I-/ ;@ ‘
2 related to the disease or condition causing deatfh.
; - |l 182. DATE OF DP_FE)A’i 190. MAJOR FINDINGS OF OPERATION : ’ 20, AUTOPSY? *
= - : : ves S [
v 21a. ACCIDENT . {Bpediy) 21b. PLACEOF INJURY (eg.. lnorabous | 2Jc. (CITY, TOWN, OR TOWNSHIP} - - (COUNTY) A . ’
© SUICIDE bome, larm, Instory. street. offon blds..wa.) o / ?
Z HOMICIDE . _ . :
g * I 21d. TIME {Month) . igu)' (Yonr} (Hour) 21e. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
S e mnea ]
b -
g 2. [ hereby certify that I altended the deceased from 23‘_'L__ 1912 o zﬂj_ 19&& thai I last mtn !M deuased
= alive on M, 19____, and that death occurred atl_;m m., from the causes and on the date stated above.
ﬁ Zh, SIGNATURE . (Degres of titly) | 23v. ADDRESS nc DATE SIGNED
: N MY 607 :0
|4 24s. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY - . LOCATION (Oity, wwn.oannty)
Tl%. REiOVAL (Bpweliy) - 7
& urial Oct, 3,1949| St, Peters Cemetery Louis Co, Mo.:
T DATE REC'D BY LOCAL | REGISTRAR'S SI TURE 25. FURERAL nlatcml s slsnnua! ‘hBDRESS
- SEP 30 & E ﬁm . Kriegshauser 4228 8. Kingshighway Bl .

on Reverar Side)




™\
- &
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0f by,
- . .. ' Student Embalmer Noweseeenessennns tretisasies
working urder my personal supervision.
Signed,....mméf/zﬁ _){é M
Py PO e ressearannoan - 007
A Student Embaimer . i . L:cenacd Embah‘ner No éfé ‘
' ) ' © P 0. Address

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

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

LY




