MISSOURI. DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DO NOT WRITE AMENDED Regivretion District No. ______. ___Primary Ragistration District Node M AP = pooiars No.

ON THIS STUB ST —=Wilun l_tnn—-l
lmerfog-bg‘h it 2. USUAL RESIDERCE (Where decessed lived. If institulion: Residence bafare

a. COUNTY a. STATEMi ssOuri "b. COUNTY admissian)

V5 300
Rev. 4/ 59

b. CITY {If outside corporate limits, give TOWNSHLIP only) Length of stay in Ib c. CITY {nside Limin

9% St. Louis 92 yrs. TOWN St. Louis Y X1 No O

. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION Parkside Manor Nurs.Home |Ye@® NeO 5228a Jamieson Avenue Yes [3 No

1

2 XY
a

DATE AMENDED

3. NAME OF DECEASED Firat Middle Last 4. DATE Month Day Year

(Typa or print)
Py AMANDA HENRTEITA BLATT oAM  October 12 1963

5. SEX 6. COLOR OR RACE 7. Married [J MNever Married [] [8. DATE QF BIRTH | ¥ AGE (fast hirthday) | (F UNDER [ YEAR IF UNDER 24 HR
Female whit’e Widowed K Divarced (] 2/1/7'1- 92 yrs- Months I Days I Haours Min.

10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE [(City and state or country) | 12, CITIZEN OF WHAT COUNTRY

duri I workingalife, aven if ratired . : .
viee phGsew I Te oven 1 retired) At Hone St. Louis, Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Unk. Horstmann Unknown Carl Frederick Blatu (Dec?

15, WAS DECEASED EVER IN U,5. ARMED FO RITY NO. 17. INFORMANT Addrass
Yes, Yo ks If yos, d
fren gy ooy M e @ive ver ey Miss Henrletta Blatt 5228a Jamieson Ave.

IB CA DEAIH {Enter only one cause per line for (l). (b}, and [%)- INTERVAL BETWEEN
TH WAS CAUSED aY: ONSET AND DEATH

K MMEDIATE CAUSE (o fhcas M
/Condurioru if any, DUE TO {b) Urilbarun,

which gave rise ro
above. causa (a),

stating the under- ’ , F
lying cause iastf. DUE TO (¢) - ' J

PART |l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11t. If decessed was femnale was
disesse condition given in PART | (a) there a pregnancy in last 90 days.

Gnclrad mm Fraclice r » [Oves [ oline | 01 unknown
”
19.. WAS AUTOPSY 20! ACCIDENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURKED. (Enter nature of injury in PART | or PART Il of itam 1B.}
g

RS

DOCUMENT

20c. TIME OF Month, Day, Year I
INJURY X )

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
’ INSTEAD OF

20d. INJURY QCCURRED 20s. PLACE OF INJURY (e.q., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (]

21, | anended the deceased lrom_l—m-: to. pCf sz /£‘_.Z_and last saw whve on_&é._lé_ﬁ&_.__

Death occurred at 8 15 A m on the date staled above, and to the best of my knowledge, from the causes stared.

g,
7

22b, ADDRESS 22c. DATE SIGNED

72s. SIGNATURE . (Degres or ritla)} -
@AM M Ay. E £5r5 e Lok Lby. 19/72/6 8

T30, BUBTAL, CREMATION, [ 230. DATE Z3c. NAME OF CEMETERY DR CREMATORY T3d. LOCATION (City, fewn, or county] 7 (S1are)

REMOWAL [Specify)
Removsl Oct. 14, '63 Sunset Burial Park St. Louis Countv Missouri
74, FUNERAL DIRECTOR ADDRESS 75. DATE RECD. BY LOCAL REG. 2

Beidervieden F.H. Inc. 3620 Chippewa St OCT 14 1963 |

{Licensed Embalmer’s Srararnem an Reversa Side) +

USE BLACK INK

TYPEWRITER, RIBRBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




=
)
<
{
D
X

STATEMENT- 'BY 'LICENSED EMBALMER- “
.. . /

. . ;_ . - . " .j .

hereby cenify that the bedy whose name is recorded on the reverse side of this certificate was embalmed by me,

A ——————— -
or by Student Embalmer No.

. - N o o
working unider my personal supervision.: |

Student

Signature of Student Embalmer

772

Licensed Embalmer Na

. P. O. Address
Sy T ~ ., ,_‘..'- A .. R

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 embalmed by a STUDENT he also shall sign in his QWN handwrltlng
If this body i5s*not ‘efnbalmed; fact should be 56 stated: above.

~




