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-WRITE. PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD --SG,‘

IFIE WAVINWVIY W ICARLIF U MIDASURI

STANDARD CERTIFICATE OF DEATH
'B.M SEP IE ]951 REG. DIsT. Mo. D10

PRIMARY REG. DIST. NO.

State File No....
5058

Regirtrar's No....../.f? .....

heas sty

a. COUNTY Gt

1. PLACE OF DEATH

Charles

2. USUAL RESIDENCE (Wbaw 4 d Ured. 1If 1

T Missouri > SO St

: reidence before

. cha?,@%

b. CITY (If outalds corpurate limits, write RURAL and give

o St. Charles.

towzabip)

¢, LENGTH OF
STAY (in this place)

. Cg'g (If outside corporate Limits, writs RURAL sad give township)

50 yrs +

TOWN

st Charles

¢ 933

d. FULL NAME OF (If not In hospital or institation. give strect sddrom or loaunu)

d. STREET If rorsl, give looation)

i Henry Amptmann

llary Sachs

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY

17. INFORMANT' S SIGNATURE OR NAME

14. NAME OF HU%BAND OR WIFE

[Margaret Drlller)ﬁmptmann

HOSPITAL OR
KBIANSS | 1822 North Fourth Stroely P™51822 North Pourth Street
3 gz%héﬁ S%FD 8. -(First). b. (Middle) ¢ {Last) = 4 DATE (Month)  (Day)  (Yean
(Typeor Print) Vil liam H. Amptmann 'mmuSeptember 12-1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATEQF BIRTH —""" 9. AGE (In years| mmvesswsmwey | ioek o s,
) . Wl?OWED DIVORCED (Bmd!.v) taat birthduy} Month-[znm Hours | Min.
Male thite Yidoy Z2 1867 |84 |
10a. USUAL OCCUPATION . = 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ]
Qo durisg mor of workia e, evea f reieed | arm o FIc S0USTHY (Fata o orsen ey { e GUNTRYS T AT
Lahorer Hise — viork Josephville, Hissour US A B
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME

ADDRESS

. Enter only onecauss per
line for {a}, (b}, and (c)

*This does not mean
the mode of dying, such
a8 heart fallure, asthenta,
ee. Il means the dis-
eaae, fnjury, or complica-
tion which caused death,

L. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giring DCUE TO (bJ
rise to the above catae fa) dating

the underlying cause last.

MEDICAL CEiTIFECATION 3 !

il it Vo's bl I V5 ©) " lirs Regina Aug(c.iaughter)l1822 N, 4th
18. CAUSE OF DEATH o ‘tg'ltxvtl.ts‘m{m
NSET AND DEATH

;?‘”‘7

DUE TO (¢)

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing Lo the death dut not
related to the diseqse or condition causing death.

e

e g o o

(f- 3 Frhal, s S

182. DATE OF OPERA. 196! MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
_ | Y2 X | wlwd
218, ACCIDENT (Bpecity) - | 215.PLACEOF INJURY (s.2..tnorabont | 2le. (CITY, TOWN, OR TOWNSHIP) {COUNTY)- (STATE)
SUICIDE boma, farm, fagtory, wireet, ofBow blds..ena.)
HOMICIDE
21d. TIME (Mozth) (Dsy) (Year) (Houn | 2le. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK " AT WORK
2. 1 heroby certify {hat I atiénded the decedséd from — _Jee L _ 19X 9 to 28, 198/ that T last saw the deceased
alive oy &, 19_X1, and that death occurred at8 220 Pm., fro;n the causes and o3 the dafe etated above.
234, SIGN RE . a: (Degres of t| e) ?3b ADDRESS ) C ﬁ sZz z? DATE SIGNED
- K< )f ~ /A /7=
%%.Na}il ch MI SMLCREM 24b. DATE, . 2%, NAME OF CEMETERY OR CREMATORY m LOCATION (Oity, town, or county) (5tatef
. ¢ . .
__Burialvs>. [Sept 15,1950 St. FPeter Cemetery| St. Charlea Missouri
DATE REC'D BY LOCAL :ﬁmmssmumune AX¥ — zs,gnz L @\RECTOR' S SIGMATURE  » B .Zé,o_
FI~/3~ 5] 00 x .
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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 by me, or by___ ..

Student EmMBalmer NoOu.isscensnsoansesnsacncnsness

Signed.%ﬁf_‘toﬁi"i_m_ng-_* JI AL

I
51 Bevassssnsvvsannosennnns ressransanena .
vane Student Embalmlr Licensed Embalmer No ‘f—gl‘{-c'\
’ P. O. Address_fs&t GLNLO-W _.qf‘_/\{}

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.)
‘H this body is not embalmed, fact should be so stated above.- . T .
t .

working under my persona! supervision.




