pt. Health,

o & Welfare
S. Public
Ith Se.{vice

. 5.300
w. 157

———

— Dectar, coroner, ef¢. must use only stondard nomenclature in item 18. No symptoms will be listed.

== All diveases in Paort | must be causally related.

N

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-022242

STATE FILE NUMBER

'EMUN 1 7 1qsgi_egisrm=ion_ Distric) Na. .......92.917_.é_......_......__..._..Primury Registration District Nm...f:’pf...f..ﬁ..,z _______ Registrar's No.. ___AZ__

-IY.’N-poﬂ unllnqwn)l{lf yas, giv-_w:rzio:;_‘:f_:nrviu]

l'ns L. B,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I insiin;ﬁon: Residencd before
o. COUNTY Vionroe e STATE Miggouri b COUNTY Monrodgmso
b. CgY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY Inside Limits
R s R
Town Madison Yes [X N [] TOWNMad 1son ch[x Ne []
<. Eglgé-l‘FAM(EDOF {If NOT in hospital, give location} | Length of stoy in 1b oty d. SE%EET {If outside, give location) Reside on Farm
AL OR O ADDRESS
{ wstisution Ne Main 34 yrs o N. Main Yos (] Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type ar print} ] OF
EUNICE BAYLES RILEY DEATH June H, 195¢
5. SEX 6. COLOR OR RACE 7'MARR|ED@NEVER maRRIED[ ] 8. DATE OF BIRTH 9. AGE {In yeary |IF UNDER 1 YEAR| IF UNDER 24 HRS
1e V]hite WIDDWEDD o [:] laél birthday) [ Months | Days Hours Min,
10o. USUAL OCCUPATICN (Give kind of wark dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end I'J. or country} o 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, wven if retired) INQUSTRY
Dentist Own Business Madison Monroe Co, Mo| U.S.A.
Yo, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME CF HUSBAND OR WIFE
Bayles Riley Sarah J. Dixon Jacquiline Riley
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT " Address

18. CAUSE OF DEATH (Enter only one couse
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if ony, DUE TO (b}
which gave rise to
chove couse (o),
1tating the wunder
lying couss last. DUE TO {¢)

line for (a), {(b), and (CJT

iley Madison, Mo, .

PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal dissose condition given in PART I (a)

19. WAS AUTOPSY o
PERFORMED?

21. | ottended the deceased from

Death eccurred ot

z
Q
=
3 A2 ¢ ves[] wol]
&1 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injusy in PART  or PART [ of item 18.)
w
v O O 0
81 20¢c. TIMEOF Howr Month, Day, Yaar
8 INJURY  a.m.
X p.m.
20d. INJURY OCCURRED 0. PLACE OF INJURY (e.g., iner about home, TY, TOWhgOR LQCATION COUNTY
WHILE ATC} NOT WHILE 0 farm, foctory, sireet, office bldg., etc.)
WORK AT WORK

, from the couses sluied;_r

Mo 255%

23b. DATE

6=7-59

23a. BURIAL, CR

BUFTAE-

23

23¢. NAME OF CEMETERY OR CREMATORY

Sunget Hill Cemn.

. LOCATION {City, tawn, or county) {Srare) {3

iladison, Mo.

24 NERAL DIRECTO

ompsoh

ar_ o
LA ATV
L1 f%o-

Sl'ackler Hksugks

25. DATE RECD. BY LOCAL REG.

0—(—.59

24, _REGISTRAR'S SIGNATURE




’ g\
345

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed |
DY M, O DY e er e st e e r e rrnne , Student Embalmer No. ............cuvneee

working under my personal supervision.

........................................................

Signature of Student Embalmer

Licensed Embal

P. O. Address.. /. /] &
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation 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,




