RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —
FILED VS JUL 2 7 195% 59—-024123

STATE FILE NUMBER
Registration District No. _____ g________anary Regisrration District No. 3. o b_.[q_--ﬂegmur s No. .3..2 9---_-___
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheu deceased lived. #f institution: Re:idfm‘P before

. COUNTY Lrare. S issouRiT N Howe //

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

OR ORrR +
TOWNf o/u.méi# TOWN Jrle lolﬁl”.i Yes B] No O

c. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If curside, give location) Reside on Farm
HOSPITAL OR ADDRESS

'NS"TU"ON[{,{/].VQ R.fif‘y /%_{‘Fl‘/;ﬂ/ Yes B No[J Yes [ No O
I L4

3. NAME OF DECEASED First Middle Lass 4. DATE Month Day Year

{Type or print) OQF -
#046/?" lee Fe/7 DEATH 4 a2 79579
3. SEX 6. COLOR OR RACE 7. Marcied B Never Morcied [J 8. DATE Of BIRTH | 9 AGE tlast birthday) l:\ U!:IhDER IDYEAR :: UNDER i;mz
- Widowed Di ed ] - . ionths ayh ours in.
MnAle whrle idowed ivore 2-25-934 23 |

10a. USVAL 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 warking life, gven if rcIir.ud)
® ‘ /e ASH
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. “NAME OF AND OR WIFE

Samvel Felt Hazel lh//» fe )
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INF T Address

(Yes, no, or unknawn)| (If yes, give war or dates of service)

@ No 477-32- 19498 Wospirat RecoxdS. Columbia, #o.

18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and lc). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B OMSET AND DEATH

IMMEDIATE CAUSE () ACUuTE MYOCLHR Q( Y
Conditions, if any, DUE TO (b) !3 HEQM ATLC HEM T DiSEASE \iTH MU m&%

DED

ission)

DOCUMENT

which gave rise 1o
above cause (s,

| f;?.:zm :’.’L‘l,”“ﬂ'it DUE TO {c) R H sV MM" < F:E VE re.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IH. f deceased was femala was
disease condition given in PART { (a) there a pregnancy in lsst 90 days.

CARD(AC CIRRHOSIS 8IF T HE LtVETR [Oves [T N | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART 1T of item 18]
PERFORMED? [} [m} ]
YES 2 NO O

20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m,

20d. INJURY OCCURRED 20e, PLACE OF INJURY {e.g., in or about home, | 20+ CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK O farm, factory, sireet, office bidg., ste.)
NOT WHILE AT WORK [

.

rd . yd 2.
ﬁ 9 7 b
21. 1 attended the decessed frem 7‘1/) ;"‘A e b——ZMﬂ_md last saw oo alive o%LLL
Death occurred at. ! = P m on the date stated above, and to the best of my knowledQe, from the causes stated,
2% SIGNAIUREW) 275, ADDRESS Z2c. DATE SIGNED
2 10 Usrr.of Mo, Msel G T |12 (55
3a, jRIAL. CREMAT??{ 23b. DATE 23¢, NAME OF CEMETERY OR CREMATORY 3d. LGEATION (Ci town, or county) & [Siate)
REMOVAL (Speci 23 5: . fz
WNERAL DlRE% ' ADDR[SS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
| s R E Palrvan

MEDICAL CERTIFICATION

|

BY AFFIDAVIT OF

{Licensed Embalmer's on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
Loy ) LT .
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
or by . o - S T e i SR R Student Embalmer No.
working under my personal supervision.
Student__ Signed -
Signature of Student Embalmer
#]
. ) . . Licensed Embalmer No. 5—
T R Y \ LT : '
. P. O. Addre
. .. Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to co

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.




