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G UNFADING BLACK INE—MAEE A PERMANENT RECORD §

WRITE: PLAINLY—USIN

Al FEB 23 1949

'BIRTH KO.__

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH_

REG. DI1ST. NO. 31§_PRIIARY REG. DIST.
o

State File No......

6635

.................................

— == e Repistrar's No. ....1.1@)"1 esmnn

.I' PLACE OF DEATH ] ] 2. USUAL RESIDENCE (Where decomsed lived. }f inmtliution: residence beforn
- a. COUNTY ':Oi. - ) a. STATE Mi s SOUPi b, COUNTY f.i':;:l!:},)
b. %EY (If outaide corpurate imits, writa RURAL and give . g;m!?E.h:G:rhi I‘EF] ¢. CITY (Uf outsdde oorporate Himits, write RURAL anJ give townahip) /7
rown Sta.Llouis i R St.Louis 4
d. FH!..SLPI;\‘_I._M;\-E OF (If not in hospital or ibstitution, give streqt address ot locaton) ADDRESS rarsl, ghve locatlo ’
sriorion St .Louis City Hospital v 1829 So. 10th Ste ﬁ
3_NAME OF -, a (First) . b. (Middle) ©. (Last) 4. DATE  (Month) (Day) _(Y
DECEASED, £ L .
(oo P Mary Elizabeth . Sandlin | pEATH & 1971'@
\ 6. COLOR OR RACE | 7. MIARRIIED l'l\:l"E\\v"cE’sci\ElSRRlEg! S 8. DATE OF BIRTH “1,9. AGE (Iny.)". b: w::x lDaﬁ:: ;'wm o WIS
- {g, £ on ours | Min
Femal White “Wido A |Aug.13,1876 | |

10a. USUAL OCCUPATION (Qive kind of work

dona grring most of w

Ufe, sven if retired)

10b. KIND OF BUSINE’SS 'OR_[N-
; DUSTRY

11. BIRTHPLACE (State or forelgn country)
Crosstown,Mo.

0)

12, CITIZE?;?F WHAT

QusSewlie awle
13a. FATHER'S NAME 13b. MOTHER'S:MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Leo Sadler nmknown | William J.Sandlin

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yoo, np. or imkmown) | (If yes, give war or dates of wervice)
o
18. CAUSE OF DEATH
| Enter only onecauss per | 1. DISEASE OR CONDITION

line for (a), (b}, and (c)

*This does not mean
the mode of dping, such

ANTECEDENT CAUSES

o)

16. JAL SECURITY
NO.
Unknown
/ EDICAL CERTIFICATIO

DIRECTLY LEADING TO DEATH®

7. INFORMANT: § H SIG‘ATURE OR NAME

Oth St.

ADDRESS

SNocccorAr oot | To af

Sttt it —toetr

INTERVAL BETWEEN

ONSET AND 7:1\111
<eecclud

%&DUE ?

M
) it aditicdy R sl odile
e -«-'..L‘—v(-.._.‘.«./

Morbid conditions, ifgng, A s
as beart falure, asthenia, | rise Lo the above couse Jgo ) _Ut.c ..Ur) et 9D
de. It meams the dy. | heunderlying couse o sy Py f!
cate, infury, or complica- [\D EaTO () %J ?4‘9 ity AoaeZh Aj
tion ohich couacd death. | 11, OTHER SIGNIFICANTICONDIT of £l 79 ot As 2

- Conditions contributing io the ded bul"wt e o .

reluted to the Giseare or condition Fausing death. Ctes e . v o o endne
19a, DATE OF.OPERA- | 19b. MAJOR FINDINGS OF OPERATION @oectll _ccwde Ao ' o8- AUTOPSY?

TION : ; . - .
* %@u M—ch‘ ves [ wo [
21a. ACCIDENT . Epecity) 21b. PLACEOF INJURY (u.g.a orsboss | 21c. (cmr TOWH, ORITOWNSHIF) ~  (COUNTY) « (STATE) _
SUIC / fhomm, Exrma, ta ireot. offios bldg . #5.) - - -
Homcmza;[u.w & Aoy {
21d. TIME &mm D) | (Tan)  Fou zu..lruuav_‘ URRED, zu HO ‘m.‘lunv A? 050
g WHILEAT HILE
INJURY * = -2 “/7‘ f/ WORK RK

2N hereby certtfy that atlended the deceased from i
, and thal death occurred at"_'._._g'l_ig m. fram the causes and on the dale staled above ..-

, 18

, that I last gaw the deceased

alive on , 19
GNATURE - ,% {Degree or mle) 23b. ADDRESS 23c ED
ﬂ{ = (Fopr Eleccle : ,wg
. % BFLi’ERMI C;:E.r‘n 2.45 DA'I'E . NAME OF CEMETERY OR CREMATORY 244, LOCATION (Qity, town, or county) . (Slal‘.e)

)

ur | 2=9-49 - Crosstowm,Mo,

oAERREC P BY REGISFRAR NAT 25 FUMERAL DIRECTOR'S 5iGMATURE * ‘ADDRESS
CER.? j ﬂ M@ibert H.Hoppe , 4700 Washington Blvd.

Side)

t on R

(i_Jr'l_l' 'y S




(:":,.

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, or by...............:.....

........ . Student Embsimer No.

working under my personal supervision.

Signud ...................... svesasasessaans e Licenzed” Embalmer ’4'0 7]7' ‘

Student Embalmer

P. O. . Address ‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fm'lm-e to comply
the sbove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated sbove. ' - -




