AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
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INSTEAD OF

SHOULD READ

ITEM NO.
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BY AFFIDAVIT OF
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Registrar's No. __________________

STATE FILE NUMBER

Registration Dnan t '&'/]-'ﬂjﬁél 8_-_.anory Registration District Nolmﬁah__-_
L4 )

HoEE' 2

i

L IJVE
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceasad lived. If institution: Residence before
». COUNTY a. STATE Missourdqurty Miller admission)
b. Cé'LY (If outside corporate limits, give TOWNSHIP only} Length of atay in 1b c. COILY Inside Limits
TOWN St. Louis, Mo, TOWN Eldon Yos (X No O
<. FULL NAME OF {If NOT in hospital, give location} Insicle Limizs d. STREET = {If cutside, give location) Raside on Farm
HOSPITAL O ADDRESS
INsTrUTioN. Deaconess Hospital Yer (X No O 1402 No. Mill, St. Yer 0 No [X
3. NAME OF DECEASED First Middle Last 4. D(;)AFTE Month Day Year
{Type or print)
Amos Branson cEATH  April 15, 1961
5. SEX 8. COLOR OR RACE 7. Married (1 Never Married [0 8. DATE OF 8IRTH | 9- AGE {last birthday) [IF UNhDER 1 YEAR { IF UMDER 24 HR
- 1 Manths Days Hours Min.
Male White widowed 0 Dhocedig |10/26/1897 63 I

10a. USUAL OCCUPATION (Give kind of work done

Rgltili?rngga ﬁi&milxl{c, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

jRock Island R. R.

1.

BIRTHPLACE (City and state or country}

Compton Hill,

Mo. UsSaA,

12. CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
[Yes, no, or unknown} [ {If yes, give war or dates of service)
No. Nil.

16, SOCIAL SECURITY NO.

13b. MOTHER'S MAIDEN NAME

17.

INFORMANT

14. NAME OF HUSBAND OR WIFE

Rose

Address

Donza1ld i i ri

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per lins fo
I. QEATH WAS CAUSED BXY:

i/

ERVAL BETWEEN
CONSET AND

EAT]

Yo — 1[1576/

Mmﬁewmwwﬂ@/
S/ EGNE

19, WAS AUTOPSY

20b. D]

PART 1L if

deceased was
there a pregnancy in last 90 days.

fermale was

[ov]

O No

[3 Unknown

Ll
W INJURY OCCURRED. (Enter nature of

njury in PART | or PART |1 of item 18.)

PERFORMED?
YES [] NO [P
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., eic.)
NOT WHILE AT WORK [ ) .
21. 1 attended the decessad from % i { Lo l 1o, Y I , ’ (OI and [ast saw live on t{{f? ! [0 {
Death occurred -r_—_g,.go.ﬂ 1—} {g {Di m on the dm mted above. and to the best of my knowledge, from the causes stated.

Degree or title) '

DER

[jJDATE ZIGNED

E OF CEMETERY OR CREMATORY

23d. lOCATIONf{Cﬂy, rown County)

\@me) [l

v
24, FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe Inc., 4,700 Washington,

25. DATE RECD.

B1vd, APR

e
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v STATEMENT BY LICENSED EMBALMER

| hereby cerfify 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. % %7
Student Stgned \M‘V\)L_ % - fmﬂz%/“\

Signature of Stuvdent Embalmer
Licensed Embalmer No. =< 76/ /

; P. O. Address. A@L—}’

.
<

Nofe: 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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If_this body is not embalmed, fact should be so stated above. R

.
r



