URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-038825
HLED %Sql! ration éler las.._g_____f.g ...... =—~Primary Registration District No.s_a__a__g._..ﬂegisrrar': No. Q__g_é_________ STATE FILE NUMBER

\ENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATW b. COUNT 7_ admission)
odpwin /ST Ut wlgome Ry
b, C(I)‘I"{Y (if outside corparate limits, give TOWNSHIP only} Length of stay in 1b Vinsids Limits
S ey eg b ks | Swtfor Tipence "3 te O
¢. FULL NAME OF (If NOT in hospital, give lecation) inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSSP‘II’T";KI:OOR . L ¥ N ADDRESS v N
ok |0 w0 Nine M
3. #AME OF DE,CEASED First Midd|e & 2 Last 4. DATE Month Year
ype or print :
< ;ax Mre  &rhman | FMpuemfer 15 /989
. SEX a. COLOR OR mcs 7. Married Never Married [1 [8. DATE OF BIRTH | - AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
;emn x ,e w%/’f{ Widowed Divorced /"l /qu 70 Months Days Houn1 Min.
‘10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mult of worlll g life, even if retired) k Q f M
CC Wwosr | p//nwny 0. /Mo WS A
13s. FATHER'S NAME f 13b. MOTHER'S MAIDEN ¥4, NAME OF H USBAND OR WIFE
Kewry [ag /ey Ry 47‘&'
15. WAS DECEASHD EVER IN U5, ARMED RCES? 16. SOCIALSECURITY NO. INFORMANT Addres
. (Yes, no, or unknown)[ (if yps, pive war or dates of service) P j m ?/
. | 4 Vowe z 4 1hmB N, Mowr Iforenee Mo
_ — 18. CAUSE OF DEATH (Enter only cne causa per line for (a}, {b), and {c). INTERVAL BETWEEN
z PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
i
z mmenlate cause o _Myocardisl decompensation 2 wks,
[0
0 .
pat Conditions, fany,y  DUETO ( COTONATY Thrombosis 6 wks.
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO {¢)
F4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related io the terminal PART ). If deceased was female was
,9. disease condition given in PART 1| [a) thera a pregnancy in last 90 days.
(:) I[] Yes I 0 No | O Unknown:
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ml of item 18.)
w PERFORMED? a O 0
8] YES NGO O
— .
I | "20c. TIME OF  Hou Month, Day, Year
2 INJURY  am,
g P.it.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in ar about home, | 20i. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK ~
210 1 aﬂandod the decessed from.& /-—/ fj? y 10@Mand last saw hallw o s
Dga[h occurred ot /Aﬂl SA /?rn on the date stated above, &nd to the best of my knowledge, from the causes stated.
& 22a. SIGNATURE egree or A1t \ 22b, ADDRESS 22c. DATE SIGNED
b t¢
= ' (— - ol % I 59
E 73s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY __LOCATION (City, town, or_gounty) (Stard}
[a) REMOVAL (Specify) /é/ . [}
2| Burisl Mov.19-15S5i4i /e
< 24. FUNERAL DIRECTOR - ADDRESS” 25, DATE RECD. BY LUCAL REG. TRAR'S SIGNATURE
> [ 2; fz / 95.5
m -

{Licensed Embaimer’s Statement on Reverse Side}
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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 by

or by Student Embalmer No.

working under my personal supervision.
Student Signed t M

Signature of Student Embalmer

Licensed Embalmer No

P. 0. AddressW

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). .
If embaimed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above. |




