DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — i
FILED VS JUL 2 ¢ 1959 59-02485

—— STATE FILE NUMBER
Registration District No, -_j#___-_-__}'rimaty Registration District No. ________________Registrar’s No. _-ﬂ_a__‘_-_-:ﬁ-
rd
1. PLACE OF DEATH ] 2. USUAL RESIDENCE (Where deceased [ived. If institution: Residenre before
a. COUNTY Greene a. STATE 0]:] ahoma COUNTY Tulaa mission)
b. C(_SLY (If outside carporate limits, give TOWNSHIP only) Length of stay in 1b c. CéLY Al Inlymiu
owy Popd Creek Twpe. Accident Town P11 sa Yes i No D
c. FULL NAME OF (Hf NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR.E. v N ADDRESS v F(
wsorond mi, E. PP Hy. =0 Nogg 312 E 19th St. =0
3. H_AME OF DE)CEASED First Middle Last 4, Dé\FTE Month . Day Year
ype or print,
William G. Wood oA July 2, 1959
il S 6. _COLOR OR RACE 7. Morried b Never Married [J |B. DATE OF BIRTH | 9. AGE [laat birthday) [1F UNDER 1 YEAR | IF UNDER 24 HR
affe Vﬁﬁte Widowed [} Divarced ] q_10_1q14 1 Months l Days HW"T Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 1t. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

ting most of workipg lifp, even jf retired) .
et tenciy Sahent " Chenokee Laba. 1Brookluyn, New U, 3. G.

.
134. FATHER'S NAME T 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

\ ] . o
Jhomas Cantine Wood SLonemce @am% ]
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SOCIAL SECURITY NO. 17. FORMANT Address

{Yef) po, or unknown) | {Ifyyes, ive wt or datey of service) B e > .
&5 Wi B0~ 01-6243 : G4
- 18, CAUSE OF DEATH (Enter only ona cause per line for {a), (b}, and {c). NTERVAL BETWEEN
uZJ PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
— '
z IMMEDIATE CAUSE {a) ﬁuf’ TVRE oF I'/fﬂﬂ J s 2QA7T
o
Q
(] Conditions, if any, DUE TOQ (b)
which gave rise to
above cause [a),
stating the under-
lying cause last. DUE TO (c}
z PART 1. QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART 11, If decessed was female was
g disease condition given in PART | {a} there & pregnancy in last 90 days.
; I O Yes ' O Ne I {1 Unknown
E 19. WAS AUTOPSY 20a. AC(KNT SLIICEI]DE HOMEIJCIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter natyre of injury in PAF:\'ﬂl,_oréARI 1 2;|em 18.)
PERF; D? o
g e ﬁwmu HE w88 owE oF FivE FErSowS 7ad
-t
x| T20c. TIME OF Hour Month, Day, Yesr ot d
INJURY - b -
&ML 3122 om 2[5 | weongp ARED WEST 0F REPOG<, Mo,
20d. INJURY OCCURRED 20¢. :LACEf OF INJURY (u.qi.f,_ in olrdabom 'iIDITIO, 204. CITY, TOWN, OR LOCATION COUNTY . STATE .
WHILE AT WORK ‘arm, facigry, street, office . olc)] — -
NOT WHILE AT WORK 3 ] $A o Woods JEST 0FREPUI3(J<- G-AREENE M‘) §dopny
XXX X) PO 00000 COPIOP VIOV EI VI VOV V.V VI V.V.V.V.V I
21, | attended the deceased fro £ /W' d and Tast saw ;- alive on
Death occurred at : J‘ r L) m on the date stated sbove, and to the best of my knowledge, from the csuses stated.
P st § Fs [ —
. ﬂwﬂ;{ Ish 22b. ADDRESS ¢, DATE SIGNED
2 o # m\w y ! Y, .
- & : V/ 3 ' | Wetdanl  10Pul 195
<>£ 23a. BURIAL, 23b. DATE 23c. NAME OF CEMETERY OR CR TORY 23d. LOCATION (City,sw or gounty) 5tat
a REMOVAL (Specify} n . - ap o ’ Hamsdd
2| Rédoval™ |7-3-1959 I rdopeda;. Xansan Liden, Gt
< 24. FUNERAL DIRECTOR ADDRESS i 25. DATE RECD. BY LOCAL REG. [ 26. REGISTRAR'S SIGNATURE
>- - L]
% | Cantrell F.H. Republic, Mo; 2-12-59% j

({Licensed Embalmer’s Statement on Reverse Side) A_
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed b

or by Student Embalmer No.

working under my personal supervision. : P
. + . .

Student : - : Signed 1 AL M
Signature of Student Embalmer .
Licensed Embalmer No. %

P. O. Address

Mofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If 'this body is not embalmed, fact should be so stated above. Ce e e




