URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS SEP 16 1959

Registration District No, - ____________________Primary Registrasion District No, ________________Registrar's No.z___gg.&

09-034018

STATE FILE NUMBER

NDED
7
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers daceased lived, If institutlon: Rul;?befur-
. COUNTY —— . STATE b, COUNTY ;
a a M/SSO(/RI i aginission)
b. C”RY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C‘S'LY "inside Limits
W STTLOUTS S5 YRS. ww S LOC /7S Yo @ No O
<. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location} Retide on Farm
HOSPITAL OR B/ ADDRESS
'NST'TUT'ON//VCARNA TE‘WOR.D-J‘IOSP. Yes No [J 34{33- OREGON‘ A V. Yes [J No
3. (P:AME OF ‘DEJCEASEIJ First Middle Last 4, DOAJE Month Day Year
ype Or prin
CLARA —— LAUBERSHEIMER A AYG, 30TH /959
5. SEX 6. COLOR OR RACE 7. Maerried [J sver Married [] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNhDER 1 YEAR | IF UNDER 24 HR
- i i Maonths D H Min.
PEMA L& WH/ TE Widowaed Divoreed [ 3-2 ?*}888 7/ YRS, ays ours i
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stata or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) - -
RETIRED ' WARDRODBE-as TRESS\MUN ICIPAL -OPERAV\DYERCE -C/T Y- MO, U, S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAM; OIB' US‘BqAND‘?ORgIFE /MER
- - ETER-P. LAUBERS HE.
JOHN ~DERKOS K/ SUSAN - KENS K/ g {pécdd
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, nwénknown),(lf v“ﬁ\bwgd““ of sarvice) 48 9- 05—_2535— MT}{!&VNA“BU&G”EQR: 34‘33_0&560”_(4%
= 18. CAUSE OF DEATH (Enter only one cause per line for'(a), (b}, and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: QINSET AND DEATH
£ IMMEDIATE CAVSE (8) Congestive heart failure 6 months
o
& Conditiony, f sny,]  DURFOXb) Cirrhosis of the Lover unknown
which gave rise to
abave c':ua d(o),
tating | nder-
lying - cause lost. Rug Joxsr Esophagenl wvarices "
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART (It. If decesssd was femsle was
g disease condition given in PART | (a) there & pregnancy in last 90 days.
§ . ]DYoa|[3'ﬂoI|:]UnknoWn
:__. 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART {I of item 18.)
it PERFORMED? | 0 (m} u}
] YES D NO @]
& | "20c. TIME OF  Hour _ Month, Day, Year
a INJURY a.m.
- P,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, strest, office bidg., etc.)
NOT WHILE AT WORK [
21. | attended the decessed fwm_Ap.nL'L_'T_,J_QEQ.__. m.A.u.gus_té.O_,lQ.Ble saw P alive on_A,u,g_us_té_O_’lggQ__
Desth oceurred at. \3 > 00 A m on the date stated abave, and to the best of my knowledge, from the cautes stated.
5 72a. SIGNATYRE (Dearoe or tita) 22b. ADDRESS 72c. DATE SIGNED
h N M.D. 4145 a South Grand Blvd. 8=31-59
; 23s, BURIAL, CREMATION, | 23b. DATE | Z3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION [City, fown, or county) {State)
a REMOVAL {Specify)
2l pimoval . |serrate/9ss.| MT.HOPE-CeMETERY LEMAY MO.
< 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. R RAR'YBIGN RE
-
@ Ul (o, 1827-HAGAN-ST. AUG 31 1859 % M .7 D.
P 'f J

{Licansed Enillmnr'l Statemant on Reverse Side)




ok

"

STATEMENT BY LICENSED EMBALMER

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

oy Student Embalmer No.

working under my personal supervision,
Student T Signed WM
Signature of Student Embalmer
L Licensed Embalmer No, : QI f\:’
\

P. O. Addres .

° - -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above éonstitutes grounds for revacation 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.




