MISSOfiRI DIVISION OF HEALTH — STANDARD CERTIF! | 005097 Z

DEPARTMENT OF PUBDLIC HEALTH AND WEHL " )
e N l 2905 —_STATE FILE NUMBER
Registration District No. ___ ——— - Primary Registratian Distri 0. . __Registrara No. Ay n_ A
oL d

DO NOT WRITE il
ON THIS STUB AMENTED Hii

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institlution: Residence belore
a. COUNTY a. STATE . b. COUNTY admission)

Moo

b. CITY {If outside corporate limits, give TOWNSHIP only} Length aof stay in 1b c. CITY Ingida Limits
OR

TOWN St,iouis TOWN ot T.onis , Yo O Ne O

. FULL NAME OF {Lf NOT in hospital, give locasion] Inslde Limats d. STREEY W oulside, give | [ i
HOSPITAL OR * i fon) v ADDRESS (W oulside, give locstion) Revide on Farm

WSWWTWON _ ¢ity Hospital YD Mo D 3230 8 JCompton Ye O Ne D
3. NAME OF DECEASED Firat i Last 4, DATE Month D.,-n. Yoor
(Ivpe o print} Emma Bandt pEATH Dec, 26 %1063
5. SEX 4. COLOR OR RACE 7. Meorried]  Never Marrled [J (0. DATE OF BIRTH | % AGE (lasr birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Female VMite Widewed [J Divercad [] 4/28/ 1883 80 Moaonthsy | Days HDU“T 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

ing most of ing lfe, even {f retired)
Holsewite Germany USA
T3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Unknoewm IInknosm Paul Bandt
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAL SECURTY MO |17, INFORMANT Addrets

(Yes, m;]tzunknown) | (1f yes, give war or datas of sarv Paul Ba_ndt 3530 S . C omp#on

18. CAUSE OF DEA‘I’H {Enter only one cause per line for (2}, (b}, and {c]. INTERVAL BETWEEN
PART |. DEATH WAS CALSED BY: CQNSET AND DEATH

IMMEDIATE CAUSE (2)

V5 300
Rev. 4/ 59

DATE AMENDED

DOCUMENT

Conditions, If any, DUE TO (b).
which gave rise to
above cauvie (s},
stating the under.
lying cause last. DUE TQ i¢)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART NI, If decaasad was  fernale wa
diseasa condition given in PART | (a) there a pragnnn:y‘_lg,hu 90 days.

] O Yet l E‘ﬂ l O Unknown

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in PART I or FART Il of Item 18.)
PERFCRMED? @] O [m]
YE NO O

20c. TI F Hour Month, Day, Year
INJUR a.m.
P

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK (O form, factory, street, office bidg., afe.)
NOT WHILE AT WORK [J

AMENDMENTS DN THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her .
and last saw ., alive on.

am. i [
21. | attended the deceased fr \53\9 ’-3 o.

Death occurred at m on the date stated above, and to the best of my knowledge, from the causen stated.

USE BLACK INK

SHOULD READ

22a. $IGNATURE (Degres ar titl 22b. ADDRESS Lﬂc DATE SIGNED

TYPEWRITER RIBBON

lonw X T by, é?rv—o—m-/ /304 ﬁyﬂé (L 2 763

T3s. BORIAL, CREMATION, | 23b. DATE m NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stl;ru)
REMOVAL [Specify}

Cremation | Dec.28-63 |Hillerest Abbey St, Louis , Mo

24, ;UNEEAL DIRECTOR ] ADDRE;S ; | ZBEA[T:E Réc% av1190§§ REG. EGISTHIR'S § ‘ /7 .p'

{Licensed Embaimer's Statament on Reverw Side]

BY AFFIDAVIT OF

ITEM NO.




Y

v

STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

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 OWN handwriting.

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

il



