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Doctor, "coroner, etc. must use only standord nomenclature in item 18. No symptoms will be listed.

All diseoses in Part | must be causally related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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STANDARD CERTIFICATE OF DEATH
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]

STATE FIL

-015514
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I -1. -RLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residgfice before
a. COUNTY - a. STATE Missouri b. COUNTY ogflission)
2
b. CITY (If outside corporate limits, give TOWNSHIP only} Inside Limits c. CIOTRY “Inside Limirs
10N St. Louis, Yes [] No[] Tom Ste louis, Yeos[[] No[]
c. FULL NAME OF {If NOT in hospitol, give location} | Length of stay in 1b d. STREET f outsi ive locoti )v.e Reside on Farm
PITAL O 23 P dlw?anlﬁ .4
o  HeionParklane Hospital, AbbRess 5523 Penfs  3vos [] No[]
3. (NTAME OF pE)CEASED First Middle Last 4. DS"I:'rE Month Day Yeor
ype or print
Amelia Ottenad peath April 29, 1959
5. SEX 6.' CO.LOR OR RACE| 7. MARRIEDE] NEVER MARRIED[ ] 8. DATE OF BIRTH 9, AtGE' (.::'z;:;; 155;35}2;;?»2 F:ullJ‘:i‘DER 2:“:.115.
Female, I White ’ { wipowep[] pivorcep[_] July 30, 1893 B‘)b ]

10e. USUAL OCCUPATION (Give kind of wark done

10b. KIND OF BUSINESS OR

1. BIRTHPLACE (City and staie or country)

12. CITIZEN OF WHAT COUNTRY?

king life, evan if retired ND s
BodkbfndeRr ™ ™" | Reti¥EY 4 Years, | St. Louis, Missouri, U.S.A.
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Kopp, Mary Benz, Walter W, Ottenad,
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 1. SOCIAL SECURITY NO.| 17. INFORMANT 3 Address
{Yes, ne, gc unknawn}| (I yes, give war or dates of servi
M ren g wererdemecfueied | 498-36=3544, | Waltér W. Ottenad, 5523 Pennsylvenia Ave.,
18. CAUSE OF DEATH (Enter ¢nly one cause per line for (a), {b}, and {c).) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE (a) Cerebral Hemorrhage
Condltians, if any, . DUE TO (b}
which govae rise 1o
bove co {a),
:rah:q ‘:h:.:ndor } 3 5/ x
é lying caouse lost, DUE TOG {c}
E PART Il. OTHER $IGRIFICANT CONDITIONS CONTRIBUTING TO BEATH but net related te the terminal dizease condition given in PART 1 {a) 19. Wer‘ls;éJR‘I'SEPSY 1
p ?
i YEs[] NO[W
Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
wr
o cl O ad
t_j 20c. TIME OF Hour Month, Day, Yeor
8 INJURY  am.
=z p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WH[LE AT[:] NOT WHILE D farm, factory, street, office bldg., etc.}
AT WORK
21. | attended the deceased from - - , 1o J...?Q_SQ and last sqwﬁ alive on h_? Q_SQ
Deoth occurred at : alie \‘ 1 on the date stoted sbove; ond to the best of my knowledge, from the causes stated.
220, Sl RE Degrae or title) \ 22b. ADDRESS 22¢. DATE SIGNED
. QKA(L N 1930 Lindell Blwd. st. Loni =A, "
730, BURIAL, CREMATION, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

Ff“ov'“' (1.:.:,)

Resurrection Cemetery,

St. Louis County, Missouri,

ERAL D
en-

27075;1/ 59
2&6{) ECTOR

nz Mortuary,

igﬁss}!e ramec

St. Louis,
(i

25 DATE RECD. 8Y LOCAL REG.
St.L PR30
18 R 9

d Ebalmar's 5

on Raverse Side)

26. REGISTRAR'S SIGNATURE :
.
f

7 i




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, O BY v e eee et eae s e e e veananan , Student Embalmer No. ......ocovvnnnnns

working under my personal supervision.

Student covnin e ea e reaans
Signature of Student Embalmer
PR - Llcensed Embalmer No........ 4249 ......
o 2842 Meramec St,
P 0. Address..... at '“‘Iauis, 18'

. 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).
[f-embalmed by a STUDENT, he also shall sign in his OWN handwriting, - .

If this body is not embalmed, fact should be so stated above.
_ [ 2

) . [




