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PERMANENT RECORD

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A

THE DIVISION OF HEALTH OF MISSOURI
FILED JAN 6 1956  STANDARD CERTIFICATE OF DEATH

7’2 602/’\5- REG. DIST. NO. :Ei I I ; PRIMARY .REG. DI!’;T. NO-,_—.._1 003 Repistrar’'s No. 11443

State File Na ........................................

8IRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacossed lived. M Loptltution: reideoce befors
a. COUNTY a STATE b. COUNTY adinbion?,
issouri
b. CITY (If outslde corpurate limita, write RURAL and rive c. LYENGTH OF c. C|TY 4. Is Residence within Limits of
nabip) {in & el; tnco; ted fown?
TOWN St. Louis e P el b s T6WN St Louis | REETREY
d. FHé).ls.PrAME CE; (If not in boapital or institutlon, give strect address or Ir:au!.lam)1 ADDRE‘SS {1 raral, give location} Dur‘ \ o
insTituTiotlomer G, Phillips 1,853 Maffitt 2
3. NAME OF a. (First b. (Mlddle) ¢, {Last)
DECEASED (First) ‘ ‘ 4 DATE  (Month}  (Day) (Year)
* {Type or Print) S: ders DEATH 11 13 55
5. SEX -6, COLOR OR RACE | 7. M?D%T‘E’EDD E%SECESRRIEDM 8. DATE OF BIRTH 9-I:Gshfh::-;n 1:; l!x:-l ID‘I'-U.I IF UKDER & WES.
{Spacif. + ¥, on ays | Bours Miu
Mile Negro 11-12-65 : , l
102, USUAL OCCUPATION (Give kind of work 1. BIRTHPLACE

10b. KIND OF BUSINESS OR IN-
) DUSTRY

done during most of working life, evan if retired)

(City and State or Foreign Caunl.rylre
Missouri

12, CITIZEN OF WHAT
COUNTRY?

13b. MOTHER'S MAIDEN

Classie Hoyle =~ =~ |

13a. FATHER'S NAME

. Robert Sanders

NAME 14, NAME OF HUSBAND'OR WIFE

I5. WAS DECEASED EVER [N U,5.ARMED FORCES? | 16. SOCIAL SECURITY | 17, lNFORMANT S SIG’JAT RE OR NAME ADDRESS
(Yes. 0o, or unknown} | (If yes. xive war or dates of service) NO.
2601 N, Whittier
MEDICAL CERTI CATION INTERVAL BETWEEN

18. CAUSE OF DEATH
. Enter only onecanse per
line for (8), (b}, and (e)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH‘(a)

*This does not mean ANTECEDENT CAUSES

Premature blr'bh, n,ggn atdl death

ONSET AND DEATH

Morbid conditions, if eny, gising DUE TO (b}
rise {o the above cause {a) ctctiua
the underlying couae last.

the mode of dying, such
af Lear! follure, asthenia,

elc. It means the dis-

caze, injury, or complica- DUE TO ()

I1. OTHER SIGNIFICANT CONDITIONS

Conditione eontribuling to the death but not
related to the disense or condition cousing death.

tion which cauaed deoth.

7735

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION _?__?_é__ .
g YES E] ND D
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.x..inorabest | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, streat. offies bldy., e}
HOMICIDE . . . . -
21d. TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
ar WHILEAT ] NOT WHILE
INJURY WORK AT WORK
2. I hereby cerhjﬁfgi5 attended ggc deceased from .&1_2_1__., 1&5__, to _11:13-_....., 1985 _, that I last saw the deceased
alive on - and that death occurred atlo m., from the causes and on the dale stated above.
GNI\TU RE (Degme or lh.leb 235, ADDRESS 23c. DATE SIGNED
)‘7' é L — 2601 N. Whittier 12-1-55
24a. BUERMISVI'-ALCREMA Z4b DATE 24c. NAME OF CEMETERY OR CREMATORY l thLonTlmON {Cit, w1, Or county) (5tate)
TION, R (Bpacity) — 1 .
- S/ JIT _, Anatomen! Boare .

DATE REC'D BY LOCAL

RE ISTRAR'S SIGNATURE

DEC291955

N Y

{Licensed Embalmer’s Sme'mm on Reverse %m 10, Mo,

ER?:V i §KToF FIaHEdYY Servicaeoness - |




¥

]

STATEMENT BY LICENSED EMBALMER

I héreby certify that the body whosé name is recorded on the reverse side of this certificate was emb

by me, or by ......._... e is s iiatasnsssssiesuannatoansnnnnn et atran e ainesasan trassnas , Student Embalmer No...........

-~

working under my personal supervision..

Student.............. e esvesasssssessrazazazssansceraanan L3 - T P Y
Signature of Student Embalmer

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

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

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

.



