MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63.‘3029 357
DEPARTMENT OF PUBLIC HEA M AND WELFAR
DO NOT WRITE A:ENBEO Y L'Regislrali:'!TDimicl Ne. __-.L *.S__—’ :____Primarv Registration District No. Registrar's No. _c_‘./_ét___________ STATE FILE NUMBER

ON THIS STUB L S [T+ i
1. PLACE OF n‘sknulﬁ ' b 3. USUAL WESIDENCE (Whers deceasad lived. If inattution: Residence before

VS5 300 a. COUNTY 8- STATE Ml Saourlh COUNTY oregon sdmission}
Rev. 4/59 b. C(I)TRY {If ourside corparare limits, give TOWNSHLP anty) Length of stay in 1b c. CITY Inside Limitsg

TOWN Thayer 18 years Tgevﬂl'hayer Yes [ No (X
_'075P |

¢. FULL NAME OF (if NQT in hospital, give locatian] Inside Limirs d. STREET (If cutside, give lacatian) Reside on Farm
HOSPITAL OR ADDRESS
2
e75e
™
3

INSTHTUTION Home near Tnaver Yes[J No R Yes [ No m
. NAME OF DECEASED First Middls Last 4, DATE Month Day Year

(Trpe o1 priny Albert Charley Green Sr, | oaw July 20, 1963

5. SEX &. COLOR OR RACE 7. Mamied [X Never Married [] 8. DATE OF BIRTH %. AGE (last birthday) | |\F UNDER 1 YEAR IF UNDER 24 HR

Widewed [ Diverced [ ri Months | Daya Hours Min.

Male White 8/29/1887 76
10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and wlate or country) | 12. CITIZEN OF WHAT COUNTRY
during magt of working lifs, sven if retired)

Stone Mason Masonary lona, Michlgan Usa

t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Cherley O, Green Martha Dungmoore Ola Ryan Green
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

ﬁg, no, of unknnwn]l {If yes, giva war or dates of 01a Gre en Thayer, Ml 8 Sourl

18. CAUSE OF DEATH (Enter only one cause per S— . INTERVAL BETWEEN
'PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
—
IMMEDIATE CAUSE (1) W i‘ Saan """&0“6- Y N
Conditions, if any,]  DUE TO 5] W e

which gave risa 10 - _

above c:uu (al,

stating the under- . ?{-QFC_H‘&'

lying covse last. DUE TO () 1S W

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ner related 10 the terminal PART 1)1, 1 deceased wat temsle  was
disesse condition given in PART | (a) there & pregnancy in lsst 90 days.

ID Yar I [ No [ [J Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HDMéCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter pature of injury in PART ) or PART 11 of item 18.)
0 O

PERFORMED?
YES ] NO[OO

Z0c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 201, CITY, TOWN, OR {OCATION COUNTY STATE
WHILE AT WORK [J farm, faciory, street, office bidg., atc.}
NOT WHILE AT WORK (O

21. | attended 1he decessed from K \ v CJ_ (/%3 to. M M‘%&“b :ﬁ; alive on M ;f, ? Tzéj

Daath occurred at ‘\) 2 H 30 P.M, m crﬁne da!L stated above, and to the best of my knowled#frnm 1(5 causes stated.

22a. SIGNATURE (Degree or HHM 22b. ADDRESS 22c. DAYE 51GNED

N Lo g P 5-1-¢3

23a. BURIAL, CREMATION, | 23b. DATE \J 23c. NAME OF CEMETERY OR CREMATORY 4 23d. LOCATION ([City, town, or county} (Strare)
REMOVAL (Specify)

Burial 8/2/1963 Thayer Cemetery Thayery Mlgsourl
AD

74. FUNERAL DIRECTOR DRESS 25. DATE RECD. BY LOCAL REG. | 24. t%:m
Carter Funersl Home Thayer, Mo, B —/—b3 2.

(Licensed Embalmer‘s Statement on Reverse Side)

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certiticate was embalmed byﬁ me,

or by

Student Embalmer No.

working under my personal supervision.

Student

s.gned/Q//M @\M‘*—W

Signatyre of Student Embalmer

Note: The above MUST BE SIGNED BY

Licensed Embalmer No. '—5’69'*5 g

P. Q. Addressﬁ_ﬁ/@;ﬁm

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revacation 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.




