th,
ifare

diseases in Port | must be casually related. Coroner cannot certity to a death due to notural causes.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED AUG 2 61957

Registration Di

BEREL W T 1 AIATY A TR

STANDARD CERTIFICATE OF DEATH

istriet No. .. 3.18. Primary Registration Distriet f1003....._

Lt el

- OF DEATH ~e SOV

STATE FILE NUMBER

a2

Male

C

White

7 uAR?(EoEI NEVER MARRIED []

wioowep []

oivorcen [

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Resid ;..In{.ou,
. aomissian
o. COUNTY a. STATE Missouri b. COUNTY .
b. CITY (lf outside corporate limits, give TOWNSHIP only){ Inside Limits c. CQITY Inside Limits
OR OR
TOWN St. Lﬂui s *'3X Ne O TOWN st. LO\li s Y-esx No D
c. Elo.l!s_ll;nle:r%gF {1f NOT in hospital, givelocation)]Langth of stay in 1b 4 EET (” sutside, give location) | . Reside on Farm
O/ wstution 2619 A Towa “) 3, AODRESS 2619 A JTowa YesO HNoD
0‘ = T
3 :::l:‘:l :‘r First Middle Last 4. Ds;rs . ~Month Day Yeor
D .
(Type or print) JOHN G SANDERS sarw  7=29=1957
5. SEX 6. COLOR OR RACE 9. AGE (fn years | IF UNDER | YEAR hF UNDER 24 HRS.

Houre | Min,

8. DATE OF BIRTH

ﬂbiﬂmw M?.l 12.5

[ 10z, USUAL OCCUPATION (Give kind ojwork done

rin, of working life, even if retired)
cYVT{dR Vg

104 KIND OF BUSINESS OR INDUSTRY

Met. Police

12, CITIZEN OF WHAT COUNTRY?

U.S.AI-

11, BIRTHPLACE (City nnd atote or country)

St. Louis Mo

a2

13. FATHER'S NAME

Anton

Sanders

14. MOTHER'S MAIDEN NAME

Catherine Wolken

(Yea,

. of unknown)

es

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
UIf yes. pive_wor or dates of service)

L Adk

16. SOCIAL SECURITY NO.

4o4-38-9716

17, INFORMANT Addresy

Lillian Sanders 2619A Iowa

18. CAUSE OF DEATH [Enter only one cause per

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ONSET AND DEATH

ig INTERVAL BETWEEN
L4

[] for (&), (!J) end (¢).]
Qﬂwww (O CueCur ©

g

Conditions, if any. DUE TO {b)

which gove risg o

above caugze 8}

stating the under- "
= Iping cause lasl. DUE TO (¢)
=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDATION GIVEM IN PART I{a) (EN '\;\élﬂi ég;g:?’
™=
S / ﬁ X ves [ no X
E 20a. ACCIDENT SUICIDE HGMICIOE | 206, DESCRIBE HOW INJURY QCCURRED, (Enter nature of infury in Part I or Part 1 of ltem 18.)
g O 0 O
:f 20¢c. TIME OF Hour  Month, Day, Year
o INJURY a. m.
a p.m.
at
X | 20d. INJURY OCCURRED 20, PLACE OF INJURY (2, ¢., in or ahou! home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE

WHILE AT 0 NOT WHILE Jfarm, facloryr, street, office Bidyg., ete.}
WORK AT WORK

2l. I atrended the deceased from

¥ /T

¥ ¥
. /W /J--j and last saw :’:"1 alive on

on the date sun:!nbove ‘ﬂd to the best of my knowledge, fro

K

y 78031957

esurrection Cem/,

Death occurred at _MM_R.M._ the cadvses stated.

2. smru/d’ (Degree or title} 0 22b. ADDRESS : r 22¢, PATE SIGNED
M 22034 /,%/uu-&,/ 7/ /1~

23a. BURIAL, CREMATION, B3, DATE | NAME OF CEMETERY OR CREMATGRY 23¢. LOCATION (City, fowcn, or counly) £ (sthey J

St. Louis Mos 4

24, FUKERAL DIRECTOR

WINGEERMUEHLE 3819 So Grand Hlvd

ADDRESS

25. DATE RECD. BY LOCAL REG.

5157

tgtemant on Raverse Side

26_fREGISTRAR'S SIG ATURZ - , :
M
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.. STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was
byme, OF by ...ttt e Tl i e Th e .., Student Embalmer No,....

working under my personal supervision..

Student....coviiieiiiiiiiii it iriccrcasraienaas i -;'l ..... i S /ﬂW

&ignature of Student Embalmer
. . /é

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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, 18 not embalmed fact shoulcl be 80 - stated above, (. ;- Toeowe 2

.,

VD T - .




