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SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Whare decessed lived.
o. STATE M s 50U COUNTY

i institution: Residence before

admission}

b. CITY [if outside corporate limits, give TOWNSHIP only} Length of stay in 1b [A C(I)TY Inside Limits
R . P
rowwn oSt, Louls Life owy Ot. Louis Yool No OO
¢. FULL NAMEOOF (If NOT in hospital, give location) Inside Limits d-:gJ“EETSS (if cutside, give locatien) Reside on Farm
HOSPITAL OR - . DR
wstmution . /R to City Hosp. Ye3 NoQO 2110a S. 9th Yes ] Mo X
3. NAME OF DECEASED First Middte Last 4. DATE Month Day Yesr
(Type or print) ) OF
CLOVIS (CLOVAS) LUCAS DEATH Dec. 29, 1961
5. SEX & COLOR OR RACE 7. Married [] Never Morried P (8. DATE OF BIRTH | 9 AGE (fast birthday) [IF UNDER ¥ YEAR | IF UNDER 24 HR
Male thite Widowed [J] Diverced [ 8 5 76 Months { Days Hours | Min,

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

BIRTHPLACE (City and stata or country)

12. CITIZEN OF WHAT COUNTRY

durintm t of working life, aven if retired)
aborer Retired Unknown USA
134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknewn Unknown None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, S0OCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, ar unknown) l (If yes, give war or dates of service) Mildred Mathi s 21103 S 9th
, g hd

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and [¢).

QﬁbJuEN\LQ_ \hhAich C AN

° ?

INTERVAL BETWEEN
ONSET AND DEATH

Gadlonie

2]

%&Mu::

Cenditions, if any, DUE 1O (b)
which gave rise to
above cause {a),
stating the under-
lying cause last. DUE TO (¢}

Kozl

PART IL
disease candition given in PART | (a)

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

PART

"o of

deceased  was

female wa

thera a pregnancy in last 90 days.

F‘fe! | 1 Ne | O Unknown

z

o

-

<

o

2 | 7%, WAS AUTOPSY | 202, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of Item 18
= PERFORMED! O [u] [a]
o YES [0 NO

=

& | 20c.TIME OF ~ Hour  Month, Day, Year

& INJURY a.m.

wl p.m.

ES

200. PLACE OF INJURY (e.g.,

20d. INJURY OCCURRED
farm, factory, streat, offi

WHILE AT WORK [
NOT WHILE AT WORK [J

in or about home,
ice bildg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. 1{ attendad the deceased from

Death occurrad at,

-

Q_Ah-:

and last saw :f;.l alive on.

.-/
rm on the date stated above, and to the best of my know|edge:_!mm tha causes stated.

225, ?REE

~

23b. DATE

[23c. NAME OF CEMETERY OR CREMATORY

Mt., 0live Cem.

St. Louls

23d. LOCATION' (City, town, or county)

Co., Mo.

/(Slnte) 7

1/2/62
24. FUNERAL DIRECTO ADDRESS
McLaughlin,2301 Lafayette

25. DATE RECD. BY LOCAL REG.

DEC 30 18/

26. ;‘?5 SIG, TU% ” p .
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STATEMENT BY LICENSED EMBALMER

1 hereby cerfify that the body whose name is recorded on the reverse side of this cenificale was cmbalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICE EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he also shall sign in his OWN handwnhng
If this body is not embalmed, fact should be so stated above,






