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All disecses in Port | must be causally related.

o

ILED JUL 29 1957

STANDARD CERTIFICATE OF DEATH

The BIVISION OF REAL TR UF Mia2UURI

5977

Lhaged

STATE FILE NUMBER

I Ragisteation District No. .. A 11 Primary Reglstmnon Dlsmcf No. .-H’3 ;‘ K - Regulrar s No. Na b ____5:_7______,,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f lns!lmhon' Rnndcncu befdte
& COUNTY a. STATE - GOUNTY admissia
Miller i
b. CIOTY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY . B T *1, Inside Limits

R L
TON Tyuscumhis re 1 Yos [] No (R TOWN Tuscumblsa Y0 e d
c. FULL NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STREET R Ilf outside, give Jocati esids on Farm
HOSPITAL OR ADDRESS t U g -',Y X Mol
INSTITUTION . Froroter - =f - es o
3. NAME OF DECEASED First Middle Last 4. DATE Monfh Dcy Year
a {Type or print)
Daisy Sarah Bilyeu oeati July 18, 1957

5 SEX 6. COLOR OR RACE] 7.
Female White

wIDO

MARRIED[JNEVER MARRIEDE ]
M pivorcen[ ]

8. DATE OF BIRTH

Jan 6, 1897

FUNDER i YEAR
Manths I Days

IF UNDER 24 HRS.

9. AGE {In yeors
Hours [ Min,

la. blhday)

I0a. USUAL OCCUPATION {Giva kind of work done

dutiﬁmgé)Wr fe oven if reticed)

10b. KIND OF BUSINESS OR
INDUSTRY

Miller Co.

11. BIRTHPLACE (City and srute or country)

Mo

12. CITIZEN OF WHAT COUNTRY?

USA

o

13a. FATHER'S NAME

George Ahart

13b. MOTHER'S MAIDEN NAME

Suaan Whitaker

14. NAME OF HUSBAHD OR WIFE

John He Bllyeu

15. WAS DECEASED EVER IN th. 5. ARMED FORCES?
(Yes, no, or unknawn)} (H yes, give war or dotes of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Bobby Bilyeu Tuscumbia,

INTERVAL BETWEEN

L.
| 21. 1 ottended the decsnsed fmm

18. CAUSE OF DEATH (Enter only one caus r line for {a}, (b}, and {c).
PART . DEATH WAS CAUSED B’!G ONSET AND DEATH
IMMEDIATE CAUSE {a) USLH 1 V2 A/Jdﬂy ; 0 J HorpY ANVD MEDIRTE
Conditions, if any, DUE TO (b} ” TE” T‘S'
which gave tise to }
above cavie {a), ﬁ
stating tha under- CC E”r
z I ea Towr. 3 DUE TO (¢} T UTOMOBLE /P 82 20
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat releted to tha terminal-dissass condition given in PARTg(%_ 19. WAS AUTOPSY
h] : PERFORMED?
e YES[ ] NO
=1 0. ACCIDENT SWICIDE ~ HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.) *
w
S X O t rekup IRuck Lerr Fonp, Ovee Taenesn, Avo
g e mT&R(;’F .Hour  Month, Day, Year F— 4 ’
i e
B IA) 7-18-57 ;E'CEASEP Ms ounvd dupre (e ve i,
20d. INJURY, OCCURRED 2e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY A
WHILE AT NOT WHIL em, factory, gtreet, offic bldg., atc.) g /7 ) Dé w
WORK AT WORK /P}u,; LER  Covarry EoAD 546 R, /5Salge )

, to

Death occurred at

Y: /0

and last th
' m on the dote stated above; and to the best of my knowledge, from the causes stated.

alive on

22c. DATE SIGNED

7-2¢-57

23e. BURIAL, CREMATION, DATE 230 WAME OF CEMETERY OR CREMATORY
REMOV AL {Specily) .
‘ <) _ ‘ Tuscumbia .,
24,7F] e fe) RESS M 25. DATE RECD. BY LOCAL REG.
n C (o]
dufly 251957

zz;?’juké/ 8 ;Degno or mle?u 3

225 ﬁDR ESS %’
- # .

234. LOCATION (City, town, or covary}

{Srate}

Mo

26. REGISTRAR'S SIGNATURE

Man. )& i llenfoccl

{Licensed Embalmedfs Statanent on’ Revarse Side}




STATEMENT BY LICENSED EMBALMER

‘1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

byme, or by .coiiiiiie feererestenesarerseernrresnteetitetensrataettnrrararanneras «» Student Embalmer No.-........ eremeneres

working under my personal supervision.

L 1T =y 1| S UY ' Signed ,. m g/} @:@/

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faxlure
to comply with the above constitutes grounds for revocation of hcense)

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. .

S

*



