MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —62—-018081

DEPARTMENT OF PUBLIC MEALTH AND FAR

oF PU i WEL : 1000 642 STATE FILE NUMBER
Registration District No, ___._. M. Z8& ________ Primary Registration District No. Registrar’s No, -

DO NOT WRITE AMENDED _F_i_ler'\ -1 1 _sardH
ON THIS sSTUB = JUY 1 1 T30Z

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera doeceayed fived. If institution: Residence before
a. COUNTY Buchanan ’ a. STATEMiSSOU.ri b, COUNTY g4 admission)

b. CITY (Hf outside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR

TOWN St. JOSeph I day-s 'I'gst oregon Yesfed No O

¢. FULL NAME OF (If NOT in hospital, give locatian) Insicle Limits d. STREET (if cutside, give location) Reside on Farm

1=
_i]ﬂ. HCSPITAL OR ADDRESS

% I—’Lf ( INSTITUTION MO. Methodist Hospital Yea@ No ] Yes NDE
3 3. NAME OF _DECE.ASED First Middle Last 4, DATE Month Day Yeor
{Type or print) OF
JEPTHA LLOYD GREENE DEATH May 31 1962

4 5. SEX 6. COLOR OR RACE 7. Morried [ Mever Married [J [8. OATE OF BIRTH | 9 AGE {last birthday} |1F UNDER 1 YEAR | IF UNDER 24 HR

o
z .7 Male Whitpe Widowed § Divorced ] 12/23 /187‘ 86 Months Days 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 maost of working life, even if retired} Retired D-r-uggist Oregon’ MiSBO 1 US.A.

13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Asbury H. Greene Margaret Ellen Rush Bella Greens

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT - Address

{Yes, no,ﬁbunknown) '(If yes, glve war or dates of servic MI‘S . Mayme Greene , Oregon, Missouri

18. CAUSE OF DEATH (Enter only one cause per line fg INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE (a)

V5 300
Rev. 4/59

DATE AMENDED

Y
4
w
Z
]
)
Q
[=]

Conditions, if any, DUE TO (b}
which gave rise to
above cause (a),
stating the under-
lying causa last, DUE TO {¢)

PART 1l. OTHER SIGNIFICANT CONDIT y:DNTR!HUTING TO DEATH but not relsted to the terminal PART I1I. 1f deceased faemale was
disease condition given in PAR L) there a pregnandyin last 90 days.

O Yes | J No | O Unknown

79. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 70b. DESCRIBE HOW (NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itern 18.)
PERFORMED? qa a O
YES O NO [T

\ 20¢. TIME OF E:vur Manth, Day, Year
INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.9., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [3 farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [0

i
ded the d d from. 1,/‘3,/62 lo_ib.l&z—md last saw moli; on 5/31/62

Death occurred ot g: 12. k . m on the date stated above, and to the best of m ,tnowlndge, from the csuses ststed.
N .

22a.StGNA'I'IJR~ i 4 w’g . ﬂlggf:ﬁﬁ?;seph’ Missmi: b . 22cg7[fjl SED

1
23a, BURIAL, CREMATION, . EfOF GEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State}

" REMOVAL (Sgecify)
Pomoval Twin Falls, Idaho

24, NERAL DIRECT2R ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SlGNATURE_
WWM: Oregon, Mo, Derma 35, /6 2 Didir Ll Brp gl L
v/ - rd

7 - {Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

¢ /{, 2}"}?};;};#0}:9 CERTIFICATION

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- .-

re
i+

STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalfmed by me,

or by

Student Embalmer No.____

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No, \3/71‘“

P. O. Address @IMM(/ % .

N.c;t'.e: 'Tl-ne" above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
\:vi_th the above constitutes grounds for revocation of license).

¢ If embalmed by a STUDENT, he also shall sign in his OWN handwriting. L
If this body is not embalmed, fact should be so stated above. -




