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#D-3230

L. D. TAG NO.

A

Local File Number

OREGON STATE HEALTH

Vital Records Un

DIVISION

DEPARTMENT OF HUMAN RESOURCLES

it [ 136-

CERTIFICATE OF DEATH

Stale File Number

/ 1 DECEDENTS
NAME

First

Pat

Middle Last

L.

WRIGHT

2. SEX

M

a.

DATE OF DEATH (Momh, Day, Yoar)

October 29, 1988

4. SOCIAL SECURITY NUMBER

5a. AGE - Las! Birthday

5b. UNDER 1 YEAR

5¢. UNDER 1DAY
T

6. BIRTHPLACE (City and State & Forolgn

7. DATE OF BIRTH (Manth, Day, Year)

e T 7 Coqtry) . . .
iyl Mos. Dy [Hours M. Brdirie City, Oregon| March 17, 1947
8. WAS DECEDENT EVER IN 9a. PLACE OF DEATH (Check only ang)
DECEDENT U.S. ARMED FORCES? HOSFITAL: THER:
X® ves O no HOSFTAL: K] tpalient O ER/Outpatient Opoa IQ— O Nursing Home [1 Decedent's Residenca [ Other (Specity)
8b. FACILITY NAME (If not inslitution, give streel and number) Bc. CITY, TOWN, OR LOCATION OF DEATH 8d. COUNTY OF DEATH
1— | Good Samaritan Hospital Portland Multnomah
10a. DECEDENT’S USUAL OCCUPATION 10b. KIND OF BUSINESS/INDUSTRY 11, MARITAL STATUS - Maried, 12. SPOUSE (If Maried, Widowed)
2 (Givo kind of work done during most of working dfe. Never A , Widowed,
Do ol use relired) Divorced (Speaily)
3 Policeman Federal Government Married Gail P.
A 132 RESIDENCE - STATE | 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
Oregon Multnomah Portland 3202 N.E. 28th Ave.
5 13¢. INSIDE CITY | 131. Z1P CODE 14, WAS DECEDENT OF HISPANIC ORIGIN? 15. RACE Americon Indian, 16. DECEDENT'S EDUCATION
LIMITS? {Spealy No or Yas - Il yes, specily Cuyban, DBlack, White, elc. (Sgeaiy) (Specity aniy highest rade corrpleied )
2:3;2:7‘"' Puorlo Rican, clc.) Yes Elementary/ Sncomdary [0-12}) Collego (1-4 or 5+)
\ Kvs Owme [ 97212 i white
17. FATHER - NAME  (irst middle last 18. MOTHER - NAME firsl middie maiden 19. INFORMANT - NAME and relalionship to deceased
Leonard Wright Tommy Ione McDonald Gail Wright - wife
20a METHOD OF DISPOSITION (] Mauscloum 20h. PLACE OF DISPOSITION (Name of cemetery, cremalary, or 20c. LOCATION - Cily or Town, Stale
. other place)
0O Buriat B} Cremauon [ Removal Irom Stale

O Donation [ Otrer (Specity)

Rose City Crematorium

Portland, Oregon

i P

Y 21a SIGNATURE OF FUNERAL SERVICE LICENSEE OR 21b, LUCENSE NUMBER 22. NAME, ADDRESS AND ZIP OF FACILITY
Xl PERSON ACTING AS SUCH {O! Licensse)
& 0144 Zeller Chapel of the Roses
§: ¢ W 7/ 2107 N.E. Broadway, Portland, OR 97232
% - : N PRI .t . Y AT
Y O i il 15 ik A SR W s i LGRS TN .
,;}‘ TO BE COMPLETED BY CERTIFYING PHYSICIAN |l TO BE COMPLETED ONLY BY MEDICAL EXAMINTER
;-’l 23. TIME OF DEATH 24. WAS MEDICAL EXAMINER NOTIFIED? a 27a. TIME OF DEATH | 27b. DATE PRONOUNCED DEAD (Aoath, Dy, Year, Howr)
O N A
HE 1 . 50 A M D ves o f‘ M M
14
34 25 th occurred at the time, date, place and -{ 28. On lhe basls of | and/or | fgation, in'my opinfon death occurrod
&'. F due lo the c: 3 al the Ume, date, place and due lo lhe cause(s) slated.
I»'d ] - & 3 (Signature)
§ - A ez A })
iy - a
10 26. D7SIGNED fonih, , Yobr) 29. DATE SIGNED {Manih, Day, Year) COUNTY
S FE !

30, NAME, TITLE, ADDRESS AND ZIP OF CERTIFIER/MEDICAL EXAMINER (Type o Print)

12 Rohert Tronside, M.D

2049 N.W. Hovt

Portland, Qregon 97209

11 NAME OF AT TENDING PHYSICIAN IF OTHER THAN CERTIFIER {Iypo o Dyind)
CONDITIONS
IF ANY
WHICH GAVE " :
RISE TO 32, IMMEDIATE CAUSE (ENTER ONLY ONE CAUSE PER LINE FOR (a)/{b), AND,(c).) Do nol enter mode of dying. e.9. Cardiac or Respiralory Arresl. Inlerval between onsel
IMMEDIATE PART . Y /’ 7 . and death
CAUSE T ol v g € Gl el et - g
STATING THE DUE TO,8R AS A/CONSEQUENCE OF: 7 Inlervol betvacem onsel
: UNDEBLYING / B 7 - and death
= CAUSE LAST /—Z—_— W anl
M » ) | WP A (1.ll e el e
MY DUE TO, OR AS A CONSEQUENCE OF: / Interval belweon onsel
! . and death
ki3 CAUSE OF
3 DEATH o)
s PART "GTHER SIGNIFICANT CONDITIONS - Condilions contribuling lo death bul pot relaled lo cause given in PART 1 (a) 33. AUTOPSY | 34. It YES were findings considered
kS ] 1 O In cause of death?
SE Yos No
§oE ' IU 0
J5. MANNER OF DEATH 30a. DATE OF INJURY 30b. TIME OF 3Gc. INJURY 36d. DESCRIBE HOW INJURY OCCURNED
83— {Month, Day, Year) INJURY AT WORK?
w Nalural 0 Pending O 0
14 O Accident Investigalion Yes No
[ Suicide [ Undelermined M
X Mannor 3Ge PLACE OF INJURY - Al hemo, larm, stiog!, Inclory, ollice 301 LOCATION (Sirect and Number or Rural Route Number, City of Town, Stale)
15 O 1 1o Luitding, ele. (Specify)

\
37.HEGI%“\\}U‘3 . %M

38. DATE FILED (Month, Day, Year)

NOV 07 1988

O ves

Ono Onva

38. DID HOSPITAL REPRESENTATIVE MAKE REQUEST FOR ANATOMICAL GIFT CONSENT? 40.

WAS GIFT MADE?

O ves O w~o

ON/a
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THIS IS A TRUE AND EXACT REPRODUCTION OF THE DOCUMENT OFFICIALLY

REGISTERED AT THE OFFICE OF THE MULTNOMAH COUNTY REGISTRAR.
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DATE ISSUED

71988
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