RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS SEP 16 1959 > 8085 59-033815

STATE FILE NUMBER

{Licensed Embalmer’s Statement on Reverse Side}

DED Registration District No. Primary Registration District No. ______________ Registrar’s . S
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Resice before
a, COUNTY b. COUNTY mission
/M s0y g })n for)
b. CITY {If outside corporate {imits, give TOWNSHIP only} Length of stay in 1b ¢, CITY Ynside Limits
QR OR
TOWN S.TOL‘“/S ToWls 7'.4_'“/3 Yop M No O
€. ng.gpt;lrﬂ%gf-' {tf NOT in hospital, give location) inside Limirs d. :;EEET (If outside, give location) Reside on Farm
INSTITUTION / ? I { Yew No Y N
T HiciCory 0 /{/C/n/?l/ @0 NoO
3. G_IAME OF DE)CEASED First Middle Last 4. Dé\gE ' Month Day Yaar
Ype or print,
MM MARRYy Aury N Ry g, QF- /PSP
5. SEX 6. COLOR OR RACE 7. Marriod Never Marrled [ 3 | 5 AGE (est birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
wi Di ed Months Days Houry Min.
AEMmpeg |IVHITE dow el | JE'93 | 66 |
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
i ost © king Ufp, sven if retired)
/PG FE W B OLD MiveEs Meo | LS.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘]
LRAnle Popree. |/ TARY Boysp Dsrny Faucp
15. WAS DECEASED ER IN U.5. ARMED FORCES? 16, SOCIAL SPCURITY NO. INFORMANT /9/¢Aw‘
[Yes, r Ahknown) | I yes, give war or dates of service) p 'v
Af G| EAN Fuere S A
[ 18, CAUSE OF DEATH (Enter only one cause per line for (a), (&), and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: LS M&M- ONSET AND DEATH
g IMMEDIATE CAUSE (o) ﬂ A A LA A AR, 07( g
[ e A
o}
[a] Conditions, if any, DUE TO {b)
wb:ich gave rin( t)o
abova cayse (a),
stating the under- /5—3 . ?
lying couse last, DUE TO {c}
z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART III. If deceased was female was
g disease condition given in PART | {a} there a pregnancy in last 90 days.
§ I 1 Yes | _R’No l 1 Unknown
E 19. WAS AUTOPSY 208. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
= PERFORMED? m] a O
v YES[J NOOY
)
§ & | 20c. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
g . pm .
*| 20d. INJURY OCCURRED s ' -| 208’ PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, CR LOCATICON COUNTY STATE
WHILE AT WORK [} farm, factory, street, office bldg., etc.)
I NOT WHILE AT WORK [} A~
W r E . ¥ - —F
{% - \2'1. | attended tha d d from q "(’()‘ /"' /fjf to. Z nd last uw_ﬁ;;_-live on %' L},‘ /}’J‘,C
»{ - » 6;‘”}. occurred st ui 0 b m on fhe date stated sbove, and to the best of my knowledge, from the causes stated.
1 i *
| 15 s, SIGNATURE {Degree or title} & 2%b. ness 22¢c. DATE SIGNED
2 N ket (71— 01~ FIf g
.3‘: Z3s, BURIAL, CREMAJION, | 23b. DATE o Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCHHRE IS PP A, O+ (Stato)
[ (
2 F-31-89 | ST ToRCHMN Ol MINES At
o WNERAL mggc‘rog 25. DATE RECD. BY LOCAL REG. |[28. R TRARZE SIGNMIURE
z p BpegSs 7 , M o, _ i ” p
& INIRN JEN KINS 4-28- /959 LD,
- o ]
2 s
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STATEMENT BY LICENSED EMBALMER

|
i

| 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 Signe

Signature of Student Embalmer

Licensed Embalmeg/No.

P. O. Addres a l

oo Wy -, Mole; The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com

n RIS . K . .
D with the a&o‘ constijutes grounds for revocation of license). ™ ot e .
* If ém\%‘;\lr;::d by & STUDENT, he a!s&'ws}'uall‘sﬁgn in f]isf\C)WN‘handwriting. S IR >
If this body is not embalmed, fact should be so statéd abave. % o i
. ) . - LN




