MISSOURI DIVISION OF HEALTH — STANDARD CERTlFlCATE OF DEATH . -6 GO0
‘7_—'-—'\._&&
DO NOT WRITE AMENDED ol T ﬁ,_m%lﬁ__mm Registration District Nlms___.,aegumr's No. _16( STATE FILE NUMaER 7

ON THIS STUB , oI
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wh-rc deceased (ived. If institution: Residence before

». COUNTY . a. STATE IlllIlOls COUNgt,. Claj.r admisaion}

b. CI'I'Y {If outside torporate fimits, give TOWNSHIP anly) Length of stay in 1b ¢, CiTY Inside Limits
. QR

15w St._Louis, Migsouri - TOMN __Fast St. Ioéuis [ Yl "0

€, FULL NAME OF (If NOT in hospital, give {ocation {nside Limit: . ST .
FULL NAME O ] 9 jon) nai mits d :DEE!EE‘ES (If cutslde, give location) Rexide on Farm

NSTIUTION. 70 ¢ o1 Hogpital Yafg NoO" 1627 Gaty Yes [1 No [X
3. a_lAME OF DE)CEASED First Middle " Last 4. 'I;.-ME Month Day Year
< (Type or. prin -~ OF
: Baby - Sanders DEATH 1 30 63
5. SEX ¢ 6. COLOR OR RACE 7. Married 1 Never Married ,E la_ DATE CF BIRTH | 9.+ AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Male | Negro wiowed O Bhorcsd 0 | 1-30-63 Rorka ] Daw | Hen T
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durmg mon of working life, even if ratirad) ) . . . .
‘ Ste Louis, Missouri U.8.4A,
13a. FATHER'S NAME : . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Darnie-Synders Minnie Hicks ‘
15. WAS DECEASED EVER IN 1.5, ARMED FORCES? 5. SOCIAL SECURITY NQ. |17. INFORMANT Address
(Yes, no, or unkncwrl) l(lf yes, give war or dates d Min.nie S'B:ndens 162? Ga-by

18, CAUSE OF RSTA'I'H {Enter only cne cauwa p . INTERVAL BETWEEN

I. DEATH WAS CAUSED b = ¥ / m ONSET AND DEATH:
' IMMEDIATE CAUSE (a] WW — X
T o7 toge
Conditions, if sny, DUE TQ'(b) V o
which gave rise fo -
| weon el Lg2:lB — 7bos

VS 300
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AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS
INSTEAD OF

o

DOCUMENT

shove coumn  [u),
stating the -
lying <auss  fast.

1
PART 1. OTHER SIGNIFICANT CONDI‘IIDN‘E comﬁ(mm TO DEATHLBUT not ralsted to the terminal PART Ji). ¥ decassed was female

e ;Momnm!nlmwdlyl.

disesss condition uimt 2"
i N MMW i toe . .IDYnIDNo]DUM

W WAS AU'I’OPSY l720I ACCIDENT SUI%IIDE HOMEI]CTDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emter neture of injury in PART 1 or PART 11 of item 18.}

NOEI

20c. TIME OF Hour Month, Day, Year
iNJURY &.m. P L
p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION QOUNTY
WHILE AT WORK farm, factory, sireet, offics bidg., eic.)

MEDICAL CERTIFICATION

NOT WHILE AT WORK (O

4 4 /4 /] . A
or— ofr>
2. 1 sttended the d ‘ﬁﬂrw : LM —and last saw iy, 8live on {/3[(’
 occurred ot i g — @M L _m on the dote stated abovse, and to the best of my knowledge, fromthemse:mt-d

i PN TEAIGNED
‘u title) 22b.7:30$% é E% M ;77; 723 -

23a. BURIAL, CREMATION; | 23b. DATE 3, NAME OF CEMETERY OR.CREMATORY K 23d. I.OCAl'lgt (ch , of chgnty) {State)

" REMOVAL (Specify)’ az Jy- g 3 Amtom,wal BOCBTd ] Mﬂu

24. FUNERAL DIRECTOR "ADDRESS . 25. DATE RECD. BY I.OCAI. REG. |20, REGISTRA!S 1 NATUR

Rowland Mcoriuary O ‘“cf/@ﬂ-bﬁ Ma']c"]ester .

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.

BY-AFFIDAVIT OF




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 . ‘ ' 7 _., Student Embalmer No.

working under my personal supervision.

Student M

Signature of Student Embalmer

Licensed Embalmer No

P O. Address.

- Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure fo oomply .
with the above constitutes grounds for revocation of license). - "
" If embalmed by a STUDENT, he also shall sign in his OWN handwrmng. o
12 fhns body Is not embalmed, fact shouid be so stafed above,




