RI DIVISION OF HEALTH STANDARD CERTIFICATE OF DEATH
FILED VS, AUG

Registration Dusmci

PED

DOCUMENT

BY AFFIDAVIT OF

=60—-026511

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [f institution: Residence befors
a. COUNTY a. STATEODJW b, COUNWWM admission)
b. C(l)'ll'l\’ {If outside ::nrparu!e Eimits, give TOWNSHIPF only) Length of stay in 1b . CCI)‘LY . 1nside Limits
TOWN TOWN m;O‘WUﬂrQF/UQfL Yes 0 No [
c. ;Lg.épl;i‘]AAMEOOF {If NOT in hospital, give location) inside Limits d:l;‘[!)iEETSS {If cutside, give location} Resids on Farm
INSTITUTION%W@W W“ Yeiffi Ne DD Rout-e :H:I Yes O Ne O
3. #:;\:Eo?;ﬁ?:)CEASED First i 'Miad-:” L Last 4, DOA;IE Month Day Year
Hathy Gwm  Letteuman | ofkm Gug. | | 90
5. SEX 4. COLOR OR RACE 7. Married [] Never Married [] [8. DATE OF BIRTH | 9. AGE {last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
: Widowed [J Divorced [ 5_.‘23_ l Cl& 3 Mﬂh' ] 08‘ Hours Min,

10a. USUAL OCCUPATION ({Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)
NONS neme INDIANA us G
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE -
. " . .
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SCCIAL SECURITY NO. 17. INFORMANT Address

{Yes, no, or unknown} ,(If yes,

give war or dates of service}

nom-L.

{ Rex Lettenmom,Momthelien,dnd.

18. CAUSE OF DEATH (Enter only one cause per line for [a), (b), and (c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
immepiate cause ) Acube Hemorraghic tracheo— bronchitis Aito.Bshrs
Conditions, If any, DUE TO (b)
V\gﬁch gave rise( I)o
sbove cause (3), .
stating the under- UNAI IENDEDBY A PHYSIC.AN
lying causa {ast. DUE TO {c)
= PART 1. OTHER SIGNIF!CANT CONDiTIONS CONTRIBUTING TO DEATH but not rehlled to the terminal PART Il If deceased was female was
g disease condition given in PART | (&} there a pregnancy in last 90 days.
§ I O Yes | 0 Neo I [0 Unknown
E 19, WA4S AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter mature of snjury in PART | or PART 1l of item 18.)
[ PE MED? [m} a a .
o YES
-t
ﬁ Hour Month, Day, Year
o INJI.! Y a.m.
E p.om. -
20d. INJURY CCCURRED 20¢, PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [
21. | stended the deceased D 06000008600 000 5908 v N and last saw R:!nr_' alive on
Death occurred .'/‘:\; s AM m on tha date stated above, and 1o the best of my knowledge, from the causes stated.
Pral z
a. SIGNATURE {Uegree_or title) b. 5 . s 22c, DATE SIGNED
eene County Heal £h Ufticer , Springfield,Mo b V4
OV A
AL CRETION, 23b. DATE ‘. 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ({City, rgwn, of county) {State)
T Jlrbd;
[ i .
8—1-l ‘1(00 .
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY {OCAL REG. 2. R’'S SIGNATURE
¥~ 5~ bo

i

A Emnhal

‘s Stat

t on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Studeht Emba

or by
working under my personal supervision.

Student Signed

Signature of Student Embalmer

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of license).

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

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




