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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
F![EB DEC 27 1948 STANDARD CERTIFICATE OF DEATH .

State File No......0..

1080

-

BIRTH HO. REG. DIST. NO. ___— — -~ PRIMARY REG. DIST. 0. Repistrar s Na s o e eemsesssesss
_1. PLACE OF DEATH 2. USUAL RESIDENGE (Whers decrased fived. [f iostitotlon: resideccs befors
a. COUNTY R a. STATE s R b. COUNTY —M-ammm.
i = P WV Misgouri : S g
b. CITY (If cutzide to Limits, write RURAL snd g ¢. LENGTH OF ¢, CITY (If sutmids oorpeswte limity, write RURAL and township
OR . wt fmﬂ tn"l.-hip] STAY (in this place} o s cive ! f;}
TOWN S ouls 20 TOWN St Louis Mo. )
.
d. FHOLéPrTAﬂ_EOOF (If not in hewpital or In-:ism.lan du street addrem or locatien) d. ASEaREEESTS 2936(11 ];;f.l, 1:'. Ioﬂ:ingt £ ?2
INSTITUTION HQm I G Eh] ] ] j ps Hospital ickson
3 NAME OF a. (First) | b. (Middle) c. (Laat) 4OME  (Moth) (Da) (Yemn
{ T¥pe or Print} George Sanders DEATH Dec., 14 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH o 9, AGE (o years| & 1xOfR 3 YEAR | 7 UNDER 3 wES,
] WIDOWED, DIVORCED! (8pacify) last birthday) |Months l Days | Hours | Min.
Male Col. married 3-21-1903 A8 |
10a, USUAL OCCUPATION (Qivekind of work | 10b, KIND QF BUSINESS OR [N- | 11. BIRTHPLACE (Stata or forelgn } 12, CITI
dooe during most of working lifs, wmi!rnrnd) * DUSTRY . ore i COUN]Z’ERN ‘?FWHAT
e rnd. Packg. Co. Edwards Miss. .S.A,
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR W|FE
Randolph Sanders Lucy Foster Josephine Sanders
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes.no.or unknown) | (If yes, give war or dates of servics) NO.
None 489-07-0877 Josephine Sapders 2936 Dickson St,
18. CAUSE OF DEATH CONDITION MEDICAL CERTIFICATION Ig:ggrvhgm
. Enter only onecausper | J. DISEASE OR :
Ltae for (&, (b3, and o | DVRECTLY LEADING TO DEATH+(;, _ Cerebral Hemorrhage 6 days
. ANTECEDENT CAUSES
*This docs not mean r H Dic
the mode of dying, such | Morbld conditions, if any, gleing DUE TO (b) Hype tensive Heart lse_?‘sg Undet.
| ar beart fatiure, asthenia, | rise to the above cause (a) tinting . :
ete. It means the dia- | fhe underlying caure lost.
ease, infury, or complice- DUE TO (¢}
tion tohieh coused death, | 1. OTHER SIGNIFICANT CONDITIONS
Condithons condributing to the death but not
related to the diseare or condition causing death. . ..
19a. DATE OF OP'FI%‘;I. 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
- None YES D wot X

21a, ACCIDENT

21b. PLAC

EOF INJURY (e.g., in orabout

LJEC 17

T A

——

~ (Licensed Embel: e

ACCIDENT (Bpecity) 21b. PLACI JURY (o, tnorabont 21e. (CITY, TOWN, OR TOWNSHIP) (COUNTY) 4(51:\,1‘_5)\ P
HOMICIDE ;
213. TIME (Moath] (Day) (Yww) (Houwn) | 2le. INJURY OCCURRED | 21f. HOW DID IMJURY OCCUR?
St - e ) Yot N 3.9 D,

2. ] hereby ccmfy that I pended the deceased Jrom 12-8 19_49, 1o _M___ 1949, that 1 Iaat sow the deceased
alive on 19_.15_9_ and thal-death occurred at .ll...L m., from the eauses and on the date stated above.
SIGNATURE 5 ( {Degree or titl)) | 23b. ADDRESS 23. DATE SIGNED

07 : M. D..- 2601 N Whittier St- 12-15-49
ag&gL CRENA- b, DATE 24Z. NAME OF CEMETERY OR CREMATORY.~" | 24d. LOCATION (Oity, town, or county) = =~ (5tate)
g (Bpaelty) - - . .
uria 12/19/49 i_Washineto Park Cem'iy -l St Louis Countvy Mo.
DATE REC'D BY LOCAL 'S SIGNATURD . FUNERAL DIRECTOR'S SIGMATURE 'ADDRESS

Ellis Funeral Home 2820 Stoddard St.

ots Reverse 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, or by e

working under my personal supervision.

Student Embalmer No.
StUd Nt vovavenssascearovsssacaresntonsisnns

Signed ut 2 ; a( /Mq_‘ "
Student Embalmer -

S BN ' } Licensed Embalmer No..ﬁ(é? Y

P. 0. Addres LA

Note: . TheaboveWSTBESIGNEDBY'I‘I-IELICBNSEI)MAU&ERmhuOWNHANDWRITING (Fcilm:ocomplymdn
the sbove constifites grounds for revocation of license.) .

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




