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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

— W

r“.ED FEB 6 Tgssglslrollon Distriet Mo,

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1T oo

Primary Registration District No.

285-002076

STATE FILE NUMBER

. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

If institution: Rasldanubufore

| |
I a. COUNTY Macon a. STATE Nis Souri b, COUNTY Ada" Q "‘7‘"’“
b. CITY (If outside carporate limits, give TOWNSHIP only) Inside Limirs c. CBTRY c ol 3 Inside Limits
TOWN " Hudson TOWI]ShiP Yes | No K] TOWN Kirksville v YesfZ] No[J
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET If oytside, glve location) Reside on Farm
HOSPITAL . . ADDRE
I .NST|TUT|0(§'h111-H11dre‘bh San 1lyrs SiLOI E. W( on St. 3| Yes O] NeB]
3. ?’I‘!\ME OF DE?EASED First Middle Last 4. DATE Month Day Yaar
ype or print, . s o
Laura A, Riley DEATH Jan 29 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AG ars JF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[_JNEVER MARRIED] ] ! yw
F fi W WIDOWED [ 1 DIVORCEDD A’prll 30’ 188}4 hﬂhday) Menths | Doys Haurs l Min.

0a. USUAL CCCUPATION (Give kind of wark done

10k, KIND OF BUSINESS OR

11. BIRTHPLACE (City and stote or country}

12. CITIZEN OF WHAT COUNTRY?

Fuf8FET DIrector™ ™ | FufieFal Home Scotland County, Mo, ¢ | U.S. A.

130, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hamilton H. Moore Sarah Ray Dee Riley

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

(Y.m or unknq.m)|(ll yeou, give worxor dates of service) None Paul M. Riley, Kirk SVille, MO .

18. CAUSE OF DEATH (Enter onFﬂ

one cause per line for (a), (b}, ond {c}.}

INTERYAL BETWEEN

Death occurred at

Sept 1, 1%5% 1o _Jan
. PIXY 5 on the

PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (o) Sepsis days
Conditions, i sny, y DUE TO (b) Bronchial pneumonia 5 davs
i nl . ¥
above ‘cavnn o, } Prolonged recumbency necessitated by
il h dar- . .
z lying couss tewt, *_ OUE TO (c) senile psychosis 3 years
e PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not related to the terminal dissase condition glven in PART | {0} 19. WAS AUTOPSY
< ) . \ PERFORMED? __
L Arteriosclerosis 304X YES[] NOD 2-
=[ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART 11 of item 18.)
w
v ] O 1
3 20c. TIMEOF  Hour Month, Day, Yeor
o INJURY a.m.
k. B,
204, INJURY OCCURRED 206. PLACE OF INJURY (e.g., inor abouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factory, strees, nﬂlce bidyg., atc.)
WORK AT WORK
21. | attended the deceased from 29_,_1 95 9 and last $aw her aliveon _Jan 29, 1 95 9

dote stated above; and to the besqf my knowledge, from the causes stated.

-T" rr— ,-’Hl
22a. SIGNATURE f gree itle) 22b. ADDRESS 22c. DATE SIGNED
a 4 = 24 Macon, Missouri Jan 30-59
230, BURIAL, CREMATION, | 238, DATE — 23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION {City, tewn, or county) (Stare)

BERLdre-" | 2/1/59

Maple Hills Cemetery

Kirksville, Mo.

ADDRESS

24. E L DJAECTOR
0

+Kirksville, Mo.

5. DAT

RECD. BY LOCAL REG.

>/3/5 9

m‘s SIGNATURE
Ld

L]

{Licensed Embclmer’s Statement on Reversa Sida}




STATEMENT BY LICENSED EMBALMER

1 heteby certify that the body whose name is recorded on the reverse side of this certificat

e was embalmed
by me, or by

, Student Embalmer No. ........c..ceoee
working under my personal supervision.

SEUAENE  ceeeerieiirincnrnerenrrieiatnrrantinrrosssaninaasaeens Slgnedaécm?/ A AT i AT
Signature of Student Embalmer
: " Licensed Embatmer No 1’17,??
) P. O. Address/..é% ................ cw
Note: The above MUST BE SIGNED BY THE LIC

ENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license}.

If emb3lmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

Mu.-“-n.zggn::u

3‘“;“5:.‘“4““ Penﬂ “Qa



