THE DIYISION OF HEALTH OF MISSOURI a bé ‘b,g 58—016402

ealth,
Welfare F”.ED MAY 8 1058 STANDARD CEW“FICATE OF DEATH AD STATE FILE NUMBER
ublic o 4_639
ervice quistrmier\_ District No. e 3 18Prlmcry Reg!strurloﬂ Dlﬂllcf LCE B W . O A TRV Raglstmr s No. =SB s Do g
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bcfore
300 a. COUNTY a. STATE b. COUNTY udwssr/o-ﬂ
1"57% 0 b. CIT‘( {If cutside corporate limits, give TOWNSHIP only) Inside Limits c- CIOTRY Inside™Limits
T~ Tow ST, LOUIS, M, Yes L1 Ne [ tow_ST.LOULS,MO. Yes[J N3
\o c. FgLFl'-I NAII:\%F?F (1f NOT i in hespital, give location) | Length of stay in 1b d.@TREETSS {}f outside, give locotion) Reside on Farm
SPITA ODRE
| .S msutution St. Louis,City Hosp, #1 A2 2231 PINE Yos (] No[J
y 3. HAME OF DECEASED First Middle U Last 4. DATE Monih Day Your
Y (Type or print) DF
Baby Boy Sanders DEATH 3 27 1958
R I R e e < oy A R e T
E MALE NEGRO wooweo[] () oworceo[3] 3/26/58 ! s | "o
- ~ 100, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT. COUNTRY?
e during most of wnrkinﬁ'isﬂ avan if retired) INDUS'ane gr .Loms C I'I‘I HOSP - #n U.S.A -

CAWTMHE . W e I N M A T T T T T T e e o A A e

All diseases in Part | must be causally related.

+

et TR

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13a. FATHER'S NAME

SOLTOME SANDERS

13b. MOTHER'S MAIDEN NAME

MARLENE WILLIAMS

14. NAME OF H.USBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Ya3, no, or unknqwn)

{If yes, give war or dotes @

f sarvice} ST.wms mTY HOSP. #1.

PART L. DEATH WAS CAUSED

18. CAUSE OF DEATH (Enter only one cause per line for (g}, (b}, ond {¢).) INTERVAL BETWEEN
. BY: . ONSET AND DEATH
)] .

IMMEDIATE CAUSE (a

7

Coanditions, if any, DUE TO (b)
which gave rise to
bo (o),
o, S, ) } 116X
S {ying cause last. DUE TO (C)
= PART It. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase cendition given in PART | (a} 19. WAS AUTOPSY
3 PERFORMED? —2—
w YES[] NOBAL
51 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
i
© O a d
S| 20c. TIMEOF Hour Month, Day, Year
a iNJURY  a.m,
3 pom.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
WORK AT WORK " 4...8
1. | ottended the deceosed from 3[ 26[ 58 ) ., to 3/27/58 ond last sawg alive on 3/d llb
Death occurred ot 2 30 A. .H m on the date stated above; and to the best of my & tedge, from the stated.
22e. SIGHATURE ( ee or title) U 225, ADDRESS E SIGHED
2 o Z- S, . ,ﬂ 1515 LAFAYETTE AVE. ™3/ 21/%8
23a. BURIAL, CREMA&N, 23b. OATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county} (Srate) ~
REMOVAL if : 4 . . : .. .
{Specity) _-30 _.‘-J? Amtom;! Cal Board . . LOU‘I-S, MO. .

24. FUNERAL DIRECTCR

ADDRESS 25 DATE RECD. BY LOCAYL REG. GISTRAR'S SIGNATURE

Rowland-Aker Mortuary Service. APR 3.0 '§8
Li d Embal 's S #nt on Reverss 81 s}

4104 Manchesier Ave.
St. Louis 10, Mo.
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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 embalmed

DY M@, 0T DY oottt e —ee e ae e aaaaaas . Student Embalmer No,

working under my persona! supervision.

Student

Signature of Student Embalmer

Ed L
Y . AN

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 embalined by a STUDENT, he also shall sign in 1iis OWN handwriting,

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

-~ Licénsed Embalmer No.........c.ceevvnranns

P.O. Address..........coviviveieeninrannn.



