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& Wellare STANDARD (EH'FICAT! OF DEATH STATE FILE NUMB "
1003 675
h Service HI_ED AU G 2 8 195&"0“0“ D|s1r|c1 Ne. e 3 8Pr|mury Rﬁgﬁ"ﬂ“°" D'“f'cr No. RSdMWENd - R’Q“"‘" 5 Ne. -v—-u—-ﬁn I e
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rnscl[donce b)d[ore
OUNT . STATE . b. COUMTY admi ssi
S. 300 a. COUNTY ¢ Missouri 7
- 1-57 b. ClDTY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. Cgr\:( Inside Limits
R
o Towm __St, Louls v el Ton St Lonia Yerlg N0
c. FgLIL.I NAIP_J\E OF {If NOT in hospitel, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
SPITAL OR 1 DRESS
2 Swstnution Ste bouis City Hospital #1 22 2 ¢DG 1317 S.8th Street Yes [ Mol
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) : OP
Lucinda Matthews pEaTH  §=5=58
5, 6.,COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE Q1 r» JF UNDER 1 YEAR] IF UNDER 24 HRS.
é‘OMIO GO]..OI'Ed MARRIEDDNEVER MARRIEDD . Nant (bi:t:;:y; Manths | Days Hours l Min.
. 3 muowen&] S oivorcen[]| J2.28.9% 66 L M+
% 100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or couniry) 12. CITIZEN OF WHAT COUNTRY?
= during most of warking life, aven if retired) INDUSTRY d
S Hous Farzmington,lo. UeBuh
= 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ®
> .
"
2 unknown
E 5. WAS DECEASED EVER IN L), 5. ARMED FORCES? 15. SOCIAL SECURITY NO.f 17. INFORMANT Address
= (Yas, r%gmnknqwn) {If yua, give wor or dates of sarvice) nona Lucine H.Brm 1317 S.Bth Str”t
-]
18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and {c}.) . INTERVAL BETWEEN
PART I. DEATH WaS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (o) vy

above cause (a),
stating the under:

Conditions, if any, } DUE TO (b)

which gove rise to
BUE TO (@ CorchsL d/\;ﬁu, MAMW\

lylng cousa last.

standard nomenclature in item 18.

"USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z
- ,g PART Il. QTHER SIGNIRICANT CONDITIONS CONTRLBUTI TO DRATH bug not related to the terminal diseoss conditien nivtn in PARE ! (a) 19. WAS AUTOPSY
5 bl r PERFORMERY 3
< o YES[] NO
- =] 2a ACCIDddT SUICIDE  HOMICIDE 20b. DESCNIBETHOW INJURY OCCURRED. (Enter noture of injury in PART lor PART il of item 18.}
= w
~ 5 © | 4 J
53 Q We. TIME OF .Hour  Month, Day, Year
§ 2 -2 INJURY  a.m. .
< ‘5'. "X p.m.
gE 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE
gz WHILE AT NOT WHILE ) form, factory, street, office bidg., etc.)
% & WORK AT WORK 8 L
E.'E - 21. | ottended the deceased from ?-23’58 , to 6-5-56 and last sow tr;l alive on -b-bo
% E Death oecurred o 10: hO P.M. - m on the date stated above; and to the best of my knowledge, from the couses stated.
=3 220, SMGNATURE {Degree or title) O | 22> ADDRESS Z2c. PATE SIGNED
© -
23 C,‘ . D. ¥ 15 LAFAYETTRAVE 8/6/58
230, BURIAY, CREMATION,] 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATICON {City, tawn, or county} {State)
REMOVAL (Specify) .
-Qakdale Cemetery Jouis Co,

24. FUNERAL DIRECTDR ADDRESS vAmeLE 25. DATEijD.fY LO“SBEEG. Z:Zs REGISTRAR'S SIGHATEfE ~ :
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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 M@, OF DY oo e et e , Student Embaimer No. ...,

working under my personal supervision, .

Student oo e e, Signed.%...ﬁm 1.7 A T

- s '-""-"E'i&:gnsed Embalmer No.,..7/" 5 ........

T P. 0 Addressf?{/ﬂ ............

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

If embglmed by a STUDENT, he also shall’Sign in his OWN handwriting. T = Erern e
If this body is not embaimed, fact should be so stated above. e . .
R I S .




