RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
/_.zz_-__.}rimnrv Registration District No. _-[_?_Qéz__ﬂegiﬂrlr't No. --__.32(11

DED

sy JUL 17

DOCUMENT

BY AFFIDAVIT OF ~

g Registration District

itk

[ T —

99-025196

STATE FILE NUMBER

1. PLACE OF DEATH 2, USUAL RES|DENCE (Where decessed lived, If institution: Rl:ldcnce before
a. COUNTY a. STATE b.fCOUNTY sdmiision}
\j a,c,lis o 139 bur’y elesan,
b. Cg’RY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inzide Limits
o Town nsas 'u , o 10w \d‘m:‘ as C \Jw Yo 2 No 01
¢. FULL NAME OF (If NOT in hospital, glve lecari 1#3ide Limits d. STREET {If cutside, give lochtion) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Oﬁ'D\ G..‘ YergK No [ 'T l b e.u)'\-'a " Yes 1 Nfﬁ-
kR I::AME OF DECEASED First Mnddle Last 4. Dé\FIE Month Day Year
(Type or_punt) .
Xwfant yomay p gopEER o g e 7, 1959
5. SE o |68 co‘\ RACE 7. Married (] Newver Married 8. DATE OF BIRTH | 9- AGE (lant birthday} |IF UNDER ) YEAR | IF UNDER 24 HR
Widowed [] Divorced [ - Menths | Days Hours i Min.
o\e e 42859

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

BIRTHPLACE (City and state or country}

"1z CITIZEN OF WHAT COUNTRY

during mosl f working lifa, evan if retired) -{ a9 [ad
ntan nsas City, Mo .S A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
orman D. Woppec | Colleen Sallagher newe
15, WAS DECEASED EVER IN U.S. ARMED FOREES? 186, SOCIAL SECURITY NO, 17. INFORMANT Address
(Yes, rp, or unknown) | (If yes, give war or dates of service)
Mo | nene_ nne Normew D. 0
18. CAUSE OF DEATH (Enter only one cause per line for (a}, {b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: Pl " ONSET AND DEATH
IMMEDIATE CAUSE () /94&0’7‘1/ ~ W
i /
Conditions, if any, DUE TO (b)
which gave rise to
abave c}:uu d(a), M .
stating the under- #
lying cause last. DUE TO (¢} K . 7 L Or "‘7’ ‘e E‘ ‘621-4-
FART 11, PART IIl. If deceased wes female was

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro/ﬂe terminal

disease conditien given in PART | (a)

there a pregnanty in last 90 days.

] O Yes ] O MNe | [J Unknown
19. WAS AUTOPSY | 20s. AGCCIDENT  SUICIDE  HOMICIDE 206, DESCRIBE HOW INJURY OGCURRED. {Enter natare of injury in PART | or PART [ of item 18.)
PERFORMED? m] (=] a
YES O No/ef\
20¢. TIME QF Hour Month, Day, Year
INJURY a.m.
p.m.

INJURY OCCURRED

Death occurred at

LL

e date stated above, and to the best of my knowl

ge, from the causes stated.

20d. 20e. PLACE OF INJURY ({e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHEILE AT WORK [ , / . y)

21. | attended the decossed fro 6/ 2 ﬂb 3 S nd last saw 4o, alive en_é/ )—'57&7

220, SIGNAJUIRE

MumﬂmOﬁDlCAl CERTIFICATION

WJT v

22b, ADDRESS

5/%° & 9—%

oz mo [

7

Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIQN (City, town, or county)
Bt | 7-1-59_ 1" MY Olivet Comelon  Wamee s i
N, 7 il IVQ fsas LAty
24, FUNERAL ADDRESS '3 25, DATE RECD. BY LOCA REG. |26. REGISTRAR'S SIGNATURE

dy- e

lo-B 055 Thlra)

State)

Mo

4

(Licensed Embalmer's Statement on Reverse Side)




A

* -
- - oy s - . R 2

STATEMENT BY LICENSED EMBALMER

-

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

or by Student Embalmer No.
working under my personal supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

+ P. O, Address /v . /
”~

| Bl

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com

with the above constitutes grounds for revocation of license).
&1 If embalmed by a STUDENTyhe also shall sign in his OWN handwrifing. _ - ' .
I this body is not embalmed, fact should be so stated above. .

= . [ . P




