THE DIVISION OF HEALTH OF MISSOURI ..
1331')

Ng ., 300 T =i . % - ;
-2 ’ FILED MAY 13 1955  STANDARD CERTIFICATE OF DEATH State it Ny IR
- Bt . .
Ve
"BIRTH NO. REG. DIST. NO. ;.:; I 8 PRIMARY REG. DIST. NO.___O_(BRegurrauNo ......... 3628
. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where detcased lived, If lsstiiution: residence balote
v a. COUNTY a. STATE _ . . b. COUNTY ., . sdiimfon).
\ Missouri Steme du
b. CITY (1t outeide corpurato limits, write RURAL snd give ¢. LENGTH OF c. CITY . d. Is Residence withln Limits of
. townahip)| ST, (in this place) OR . a city or lncorporated town?
TOWN St.Louis yearg TOWN S+t,louis Ye e
d. FH‘ISIS.P?#ME OF (1f not in hoapital or instivutlon, zive strect address or location) AS'DFDRREES (It rural, give focation) ;I (O "
INSTiToTIon Convent of Good Shepherds gA 3801 Gravois
| 3IJNECEES%FD X 8. (First) b. {MIiddle) e, (Last) 4. DS‘II_'E (Month) {Day) (Year)
5 (Typeor Print) Sister Magdalen of St.Ambrose (Laura Flanary) DEATH ppril 23 1955
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (1o years| F vNDER | YEAR | ¥ UNDER 4 HEs.
Wi_DOWED. DIVORCED (Bpecif; last birthday) Monthll Days | Hours | Mis.
single - Y | O |
10a. USUAL OCCUPATIDN (Ghmkiud fwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12, Cr
done dusing montof -o:kinxlifa.avanﬂritirod) ) DUSTRY [City wnd State cr Foreign Country) Cguﬁ%‘f?{f?FWHAT
Religious Relipgious Springfield Missouri - U,S.4A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Flanary Frances Stolecup | gingle
15. WAS DECEASED EVER IN U,S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no,orunknown} | (If yes, mive war or datea of service) NO.

no no no igter Mary St.Francis 3801 Gravois

18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onsceusaper | I. DISEASE OR CONDITION CE h S i m “& M W ONSET AND DEATH
Yine for (#), (b), and () DIRECTLY LEADING TO DEATH'(a)

*This does not mean | ANTECEDENT CAUSES

the mode of dying, such | Mforbid conditions, if any, gleing DUE TO (b)
as keart failure, asthenia, | rite to the above cause (a) stating
ee. It means the dis- the underlying cause laat.

cane, infury, or complica- DUE TO {c}

tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS - A { ]
, Comditions contributing to the death but not

related to the direase or condition cousing death.

19a. DATE OF OPERA- | i5b. MAJOR FINDINGS CF OPERATION 20. AUTOPSY?
TION
: ves (1 o (2
i 21a. ACCIDENT {Hpecity) 2tb. PLACE OF INJURY (e.x..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homae, farm, faotory, sireet, office bldg., s10.) o
HOMICIDE
: 21d. TIME tMouth} 1{Day) (Yesr) (Hour 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
! iy | o | e 4300
2. I hereby certify that I altended the deceased from édm‘__, 1855, to _!ﬁ_-_?_a_, 19_2.1., that I last saw the deceased
alive on _‘“_..ZJ_ 195; and that death Soburred at _T__ A m., from the causes and on the date siated above.
: 238, SIG TURE (Degros or Itle)q 23b. ADDRESS i 23, DATE SIGNED
' - - e -
VL D, 1 _sof N | 42355
24a. BURJAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION {Oity, town, or county) (State)
TIO% REMCg’iL (Bpacty) .
L~25-1955 Calvary Cemetery St.Louis

WRITE PLAINLY—USING UNFADING BLACH INE—MAEKE A PERMANENT RECCRD

25. FUNERAL DIRECTOR" S SIGNATURE ADDRESS

810 Lindell Blvd.

DATE REC'D BY LDCAL REGJSTRAR'S SIGHATUR

L_APR 25 {55
Wé




A

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
BY T8, OF DY ittt ettt et aa , Student Embalmer No...........

working under my personal supervision..

Student..ooioi e
Signature of Student Embalmer

P. O. Address agj ..........

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

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

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



