URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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— 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheu deceased lived. If institution: Residence befare
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’ ole Missourf O .
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] 3. NAME OF DELEASED Fi(lj Middle Last 4. DATE 0 Month Day Year
. [Type or pript ? ng ;
CA ¥t/ 4’:/:33 Lexteny De 2 /7555
5. SEX 6/COLOR OR RACE 7. Married {1 _Never Married [1° |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
| ,ﬂ%/: ” Widowed Divorced [ /zg 3 z ; %s Days Hours Min.
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- 2 ) A a 05‘,?(/(9 o, /Mo
13a. TS NAME 13k, MOTHER'S MAIDEN NAME 1 14. _NAME OF HUSBAND OR WIFE
b/mebA ,58)(7 < Af \-/DADNA/A 804/0[/ [ocntie
; 15. WAS DEGEASED EVER [N U.S. ARMED FORCES? 18, SOCIALSECURITY NO. [ 17. INF Address
; (¥es, no, or unknown) | {If ves, give war or dates of service)
——
- 18. #LAUSE CF DEATH (Enter only one cause per line for (s}, [B), and (c).
E PART I. DEATH WAS CAUSED BY:
g IMMEDIATE CAUSE (a)
o
o}
: a Conditions, if any, DUE TO {b)
which gave rise to
above couse (a),
r stating tha under-
, lying cause last. DUE TO ()
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g disease condition given in PART I (a) thera a pregnancy in fast 90 days.
[
: § [ O Yes L[:] No I O Unkrown
'l u=- 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)
| & PERFORMED? O ] 0
o YES[O NOO
r % | Z0c. TIME OF  Houf | Manth, Day, Veer |
a INJURY  am.
' g BN,
: 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
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F_Y y
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w
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=
>
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&
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>
= ", 4 1957

{Licensed Embalmer’s $teatement on Reverse Side)




r e ® | |

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.

. . 1
working under my personal supervision.

o
Student Signed .

Signature of Student Embslmer

. Licensed Embalmer No.‘ﬂa
- .
' / —~
P. Q. Address%&

-~

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
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