THE DIVISION OF HEALTH OF MISSOURI

Nc. 300 O
> |l FIEDMAR 31 1855  STANDARD CERTIFICATE OF DEATH e 15 18] &
BIRTH NO. / 7 ( 77 \5-’5 REG. 0IST. NO. 31 8 PRIMARY REG. DIST. NO. 1003 Registrar's No. ..-..2;228_..
a 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decessed lived. If institution: reskdence befors
a. COUNTY ‘ . ] a. STATE Mi SSOD.I'i b. COUNTY sdinimion),
b. CITY (I outalds corpurata limits, write EURAL and give c. LENGTH OF || <. CiTY . 4, Is Besidence withtn Lmits of
OR STAY " Tcorpara
a TOWN St. Louls . MO. townahip) (in this place) TO‘WN St. LouiS ggcb Nohé_]wnj
d. FULL NAME OF (f Bt in hoapital or § jon. give strect sddress or location) «. STRE tursl. xive location)
HOSPITAL OR £ - o/
S NsTution ST ADLRE °’"§ Hos ADDREJSS 6711"9 Alabama ol %
§ 3. DNE%PEE s%'i-:: . (First) b. (Mlddle). c. (Last) 4 DATE (Montt)  (Day)  (Year)
E (Typeor ity JUAY Lymn DeFlurin ‘ o Mar., 20,1955
E 5. SEX 6, COLOR OR RACE | 7. m\RRIED NEVEECESREIED 8. DATE OF BIRTH 9. ﬁm:;:. el
(Bpacit, L Dann | H “Mig,
3 female ‘| white IR A" T Mar. 3, 1955 K] it e
10a. USUAL OCCUPATION (Qiwekind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE ; 12, CITIZEN OF WHAT
do of working LIf if | DUSTRY (City and Stats or Forsige Cnﬂntryo
E ﬁméon orking UUfs, even If retired) none St . Louis , I"IO . C([)]UN;RYA
p 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR wIFE
N Walter DeFlurin | Evelyn Grills none
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCI ECURITY | 17 INFORM g
= (Ywe, 10, 07 unknown) | (If yea, give war or dates of service) AL S NO. © ANT 5 SIGNATUR£ OR NAME ADDRESS
-3 no none none alter DeFlurin 6?!-}9 Alabama
.| ' cause oF peaTH : , ] MEDICAL CERTIFICATION -, Aot T\ INTERVAL BETWEEN
¥ || Enter only onecausaper | |- DISEASE OR CONDITION _ A R ‘S ONSET@ND DEATH
Z || tinetor (s, (b9, and () | DIRECTLY LE:ADINGTO DEATH® (g) i Y -
Y *This does not meon | ANTECEDENT CAUSES {_
2 [Vine mode of aving, ouch | Adorbia conditions, if ang, gioing DUE TO () £ D Afarn O «unriz\
3 . || o# heart fatlure, asthenia, rise fo the obove cause (o} stating \)
| ) de. - It means the dip- the underlying cauae last.
© case, injury, or complica- DUE TO ()
5 || tom obieh coused deash. | 11 OTHER SIGNIFICANT CONDITIONS
& " | - Conditions contributing o the death but 7ot )
- related to the disease or conditlon cousing death,
[ 19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION e . ] 20. AUTOPSY?
= TION : co : . ;
[ Yes m no L]
¢ /212 ACCIDENT (Specity) 215 PLACEOF INJURY (s, o orabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
-SUICIDE bome, tarm, fagtory, strest, offios bldg., at0.)
Z HOMICIDE ..t o
g 2149. ngE (Month) (Day) {Year) (Hown | 218. INJURY OCCURRED { 21f. HOW DID INJURY OCCUR? C
| INURY - - . Waork L] "sTwoRk 763 S/
o] ‘
E 2. I hereby certify that I attended the deceased from _._3.._5___. 19.&1’ to _g_la_ 19_1{ that I last saw the deceaced
;: alive on , 1 9..5[' and that death occurred al m., from the causes and on the date slaled above.
ﬁ 2. SIGNATURE or m-.B 23b. ADDRESS /qp ﬁ l Z3. DATE SIGNED.
“@heitn (. wilii DOl 5209 0. Kol 13 a5s
E % mEURIAL CREMA- | 24b, DAT#J 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) = . (State)
. ; NV @Rl 3-21-55 National Cen, Jeff.Brks.,Mo, @
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATHRE :g EHL un: élg ? g«rm ADDRE 8%
REG. n ome “
MAR 2 1 {958 *;é) ,J'nwd?h % Grgﬁ BlvdS

mmd Embalmer’s Ststernent on Reverse Side}




Dr, Lynxzxwiler
. at Desloge Hospltal after 930 a.m,
in/c Childrens Heart Clinlc at Hosp.

’||

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my personal supervision..

Student.......... Spature of Seadent Babainer T Slgne%"f{ =2

Licersed

P. O. Addressé{.i&.z:;g:;z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),

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

< this body is fiot embalmed, fact should’be so stated above.

S, -




