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WRITE PLAINLY—USING TINFADING BLACK INKE—MAKE A PERMANENT RECO

M MAY 1o 1357
u» /3 <

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. N.AL/Q__PRIWV REG. DIST. NO._MQ’Rmiﬂmr'lNa /J-?C

17677

State File No.

BIRTH NO.
I. PLACE OF DEATH Z USUAL RESIDENCE (Where deosassd lhved. 1f 1 ieoee baiore
. COUNTY . . STATE b. COUNTY 2 admipioa).
: St. Francois * Missouri St, Franco::.
b. C(;TY (If outride corpurate limits, write RURAL and give grAI.YENGTH OF c. CITg’ (I oatxide sorporate limits, write RURAL snd give townahip) *% ‘
place)
TOWN RURAL St, Francols . LM 993 , TOWN Farmington 0/ ﬁff/
d. FH%SLP#AT.EO%F (If not ia bospital or § cive street add th d. g&% (11 ram), ghve bocation) ’
INSTITUTION Missouri State Hospital No. h 341 Boyce Avenue
3 NAME OF ™ _"a (First) b. (Middle) — & (Last) 4. DATE  (Mouth) (Dey) “"_'l .
(Typeor prin) _ROY R. SANDERS DEATH  May 8, 1952
5.5EX /) |6 COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8 DATE OF BIRTH 5. AGE Gavunt @ u:.u ) v Em e
(8 oni ours
Male White Divorced December 21, 1894 o ) I |
10a. USUAL OCCUPATION (Givekiad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State o toreign sovntrr) 12, CITIZEN OF WHAT.-*
done during most of working lite, sven if retired) DUSTRY . uprgw, -
Salesman Missouri o.O. Aa

the mode of dping, such
a8 heost fallure, asthenia,
dac. It means the dis-

Morbid conditions, if any, giving
_ rige to the abore cauze (a) stating
the underlying cause last.

130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 140 Nz g ""MB Of, WEFE St;r"
John W. Sanders Nellie G. Hickman Eva Eaker o~ Second :
I3, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY Wm» SIGNATURE OR NAME -ADDRESS
e figino) | (M sl waror dates Unknown ecords, .State Hospital No. L,Farmington,Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION Igrmvnn TWEEN
 Enter only onsceuseper | 1. DISEASE OR CONDITION _ e e e e et e e e, m -
Jime fos (o), (b, and iy | DIRECTLY LEADING TO DEATH® ) Cerebral thrombosis ﬁfrﬂ. urs
*This does not mean | ANTECEDENT CAUSES Unlcnown

DUE TO {c)

oue To (¢ _ArTteriosclerosis and inanition

caae, Infury,or !
tion tohich coused death.

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

Psychosis with cerebral arterlosclerbsm -Se':narh,S

19a. DATE OF QPERA- | 19b, MAIOR FINDINGS OF OPERATION 2. AUTOPSY?
: o 23ax 17 O @
' ves L)
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (a.g.. Inorabont | Z1c. (CITY, TOWN, OR TOWNSHIP) * {COUNTY) (STATE)
SUICIDE bome, farm., fastory. street, offios bidx.. ew0.) : -
HOMICIDE =t
21d. TIME (Mcoth) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCURT?T
WHILEAT — NOT WHILE S
iNJURY = | WORK AT WORK i ph
22, I hereby cem{g that I altended the deceased from _D€C. 29 1 oh9 ¢ May 8 , 18 52 that. I last,; saw the deceased
alive og_,_aﬁL.____ 19 , and that death occurred at _Mﬂ ., from the causes and on the date stated above.

(Degres ot tie| 230, ADDRESS  State Hospital Noo L
Farmington, Missouri.

23c. DATE SIGNED

i G052

240. DATE
May 11, 1952

24z. NAME OF CEMETERY

Parkview Cemetery

OR CREMATORY 244, LOCATION (Oity, town; or county) . (Btate)

Farmmgton' Mi ssonrd

REGIS?AR ] SIGNATL@-AJ ﬁ j in

5. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
Cozean Funeral Home, Feamington, Mo,

(Licensed Eml#Ml Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

v
.

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by . oee...

e eeereves seeentaeeanmsantmes eeatteomeees s emossetasesbeaaben s s s teens omemmneeeesemaenne \ Student Embaslimer No. ,

working urder my persona! supervision.

Student ..oveaen besasentssrannsans taaeaneer
Student Embaimer

' : P. 0. Address

Note:- The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the above constitutes grounds for revocation of license.}

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

to comnply with



