v, 5-17-39

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...............l‘Q.O«3

36501
8730

State Fils No

Registrar’s No

DEPARTMENT OorF COMMERCE
DEHEU or THE CENSUS

Registration District No..... 7 9 l
1. PLACE OF DEATH:

{a) County

{b} City or town.. .St.... LQUiS_

ar outside city or town llum.l ~write “HURAL" and name of township)
() Name of hospital or instituticn: 9

Homer Phillips Hospital

{if notin hospital or institution, write nrceﬁmmd:er or location)
{d) Length of stay: In hoapital or institution,

12 years

(Spocify whethsr
In this community.
years, months or days)

2, USUAL RESIDENCE OF DECEASED, o .
(¢} State MO. . @) County 7/ 5-‘ N
{r) City or town. St. L‘Sﬁ:‘ P "mmix? s % l"’
{d) Street No 903 0. :ur{oh Stree

(If rural, give location)
(e) Citizen of forcign country? (Ves o No)

If yes, mame country

3. (a) PRINT

FULL NAME Gussie Sanders

MEDICAL CERTIFICATION
26. DATE OF DEATH, Montn, NOVEDbEr . o 1, 1941

WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

16, (o) informant.. ... St SeefoP ooty ... .. o DN N e
(D) Address.... 3 G\\ \- )‘ﬂ-—# et
17. {a) ... 3..!-4 YA ﬁ_..l e () Date thereof , | Ao l-l- |
{Burial, cremation, or ré:noval) - . Month) {Year)

(¢} Place: burial orcrematinm.....

18. (g} Signature of funeral director....... . #

» Address......:...%..m.%........

19. m(i’)]l}“m&*fﬁ&}ﬂﬂ#] w K. /? - A

(Registrer's siguaturey

3. (&) If veteran, 3. (&) Social Security P m
I N — year. hour. minute 4 M.
name war. Dhavssssrsrrrrrssirrsrmrmssrssmsmm————
= 21. 1 hereby certify that I attended the deceasad t’rom.Qg..t'. 30..; lQAl“
.f)/ 5. Color ot , 6. (a) Single, widowed, married, 19 1o ovember 1, YA
E . =y
4. Sex L CNIAI® race.. Aﬁy” divorced..... \WAto ot/ thiit 1 last saw b_©L_aliveon_____NOvemh: e 19 ! 1
6. (8) Name of husband or Wife.......oowmoverooe 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
1o
Lo allve..........%7.......years || [mmediate cause of death
7. Birth date of Aeceased. ... oomors Wfnpaos. .......||.- Hyper Eﬁ!!&ive Heart. Disease........] unknown.
{Month) {D (Year}
8. AGE: Months Daya If lm than one day Due to "
b %az, 1 i )
ir, min, ) 7
A
-~ Due to .
9. Birthplace s ARK l ra ; ﬁ V
{City, town, or county) {Stuts or foreign country) ) . 3 / ] 3 - T
r ) Other conditions . .. o .Y e
10. Usual 0ceupation. .. ..vovocmrmreroe € AISPV_I[’OI e (- (Inetude pregoancy within B ha of a.n_w 0 N [ 7] St
11, Industry or business -~ i i 'ﬁn’di e 7 $-k PEYSICIAN
= ajor nga: e
2 ( 12. Name “ahie? o et Of operations : Yot Underline
E 13. Birthplace . PR A""' /t ) ' - l '" ! = :? h“ “i“" the cause to
{City, luwnwounty) (State or Toreign country) Of auto ey ; :ESOC‘I:-I%Q&':E
ﬁ{ 14. Maiden name. k” -l fl/ ?% pay {] charged sta-
=) tistically.
[ . z, ~ -
% 15. Bl"’hplam“""f'“fa‘;;:'mwn‘ e / (Sgate or foreinn country) 22. Ii death was due to external causes, fill in the following: : '

(a) Accident, suicide, or homicide (apecify)
(by Date of occurrence.

(¢} Where did injury occur?.
(&)

{City or town} {Couaty) (Stawe)
Did injury oceur in or ebout home, on farm. in industrial pIace in pubdlic nlace?

(Snar-fv type of place)

While at work?.. ... (e) Means of mju.ry . —

. {M.D.czasher) ...

.. Date mg-ned[z'&s '.ﬁl/

Sigpature

Addrem& é

. {Licensed Embalmer’s Statement on Reverse Sido)



1
- [ f
%
STATEMENT BY LICENSED EMBALMER
. '} ,4— .. . ) ) .
I hereby certify that the body whose name is recorded on the reverse side qf this certificate was embalmed by me, or by ool |
e e e Registéred Apprentice NO.._..ccoameicnn .

working under my 'perst:_ﬂa] supervision.

Signed._._

Lifensed Embalmer No. ﬁ? ’

¥

'- o - | : P.O. Addreﬁﬂ 76? S

T e

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




