MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬁ63—041988
DEPARTMENT OF PU B|.l:eg::.:::;m:;E?:EIE;‘:?_—“M.W Registration niL&) ' 09'?8 . STATE FILE NUMBER

DO NOT WRITE AME )
ON THiS STUB NDED i

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE Missourib. COUNTY adminslon)

Inside Limits

OR
T
OwN St, Louis - TowN G¢, Louis Yo O No 3
. FULL NAME OF (if NOT in hosplal, give location) Inside Limin d. STREET 1 i i
HOSPITAL OR naise Himin ADDRESS (F cutide, give location)

INSTITUTION Homer G. Phillips |™=0 %O 772 No. Euclid Y NeD
) rnrl:::smo:r ir;o:)cussn First Middie Last L4. D&re Menth Doy Yoor
James Sanderp beam 11 2 63
. SEX 6. COLOR OR RACE 7. Married 0  Never Married [J qa. DATE OF BIRTH | 9- AGE [last birthdey) [IF UNDER ¥ YEAR | IF UNDER 24 HR
Male Negro Widowed @5 Diverced [] 9/3/89 74, MomW[ Days | Houra | Min.
T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (Cily and siate or country} | 12, CITIZEN OF WHAT COUNTRY

durlo moll of wor| fe, Mn if retired) o . . N
RY £ b o) none Victoria Miss, UsS oA
13a. FA]HER £ NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Harrison Sanderw Sarah Allen Deceased

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NOQ. |17. INFORMANT Address

e s o s e WAk e F1 Algeber Guy 1831 Castdlia St,.

18. CAUSE OF DEATH (Enter only one cayse par |ine INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QNSET AND DEATH

IMMEDIATE CAUSE {a} Respiratory Arrest Undet.

V$ 300
Rev, 4/5¢

b. COHI? (L outsida corporate limits, give TOWNSHIP only) Length of stay in 1b e. CITY

Reside on Farm
7|

2/

DATE AMENDED

-
Z
w
=
2
v}
[0}
o

Condirion, if any, DUE TO (b} Cerebral Thrombosis

which gave rise 1o
above cause (3}, :
stating the under- 5&
lying causs last. DUE TO {c)

PART il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 111. If deceassd was female wa
diseasa caondition given in PART § (a) there a pregnancy In last 90 days.

|7D Yes I O No I [0 vrknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OGCURRED. {Enter nature of injury in PART | or PART I of item 18.)
PERFORMED? a O O .
YES[] NO®

20c. TIME OF Hour Month, Day, Year
INJURY am,
.

20d. INJURY OCCURRED 200. PLACE OF INJURY (=.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] farm, factory, street, office bldg., atc.)

NOT WHILE AT WORK []
10-1q-63 10____...._1 1 -—__12-63 ind last saw ﬁnliu on 1 1 -2_63

1 1 3 ].5 A. m on the data stated above, and to the best of my knowledge, from the causes stated,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

ME.DICAL CERTIFICATION

or tltle) 22b. ADDRESS 22c. DATE S'GNED

2601 N. Whittier 11-4-63

T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) (Stare)

. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL ngff;%%gl’n B T
Grant Johnson 2615 Marcus Ave. NOV R 19R2 4_?

{Licersed Embalmar’'s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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ede CELD T
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. Fabnl

FPUIT VY
afzrcs21 'V ISTATEMENT BY LICENSED EMBALMER'

hereby certify that the body whose name is recorded on the reverse side of ‘this cerfificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Stedant Embalmer

Nofe: The above,MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitiies grounas for revocation of license). . :

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

U fhls body is not, embalmed fact should ‘be s0.statéd above..
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