T X33897

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BURBAU OF THE szsus

FILED. NGV 16 1888// 7

STANDARD CERTIFICATE OF DEATH State File No.

STATE BOARD OF HEALTH OF MISSOURI ’ S?S{BE

1. PLACE OF Dlj',l 1
() County. acxKson

(%) Ciiy or town

KEngas CIity

Primary Reglstration Distriet No........... .,/..é_o__z./w ’ Registrer's No......... _4";8?..._.
2. USUAL RESIDENCE OF DECEASED: —
(@) State M. ® County_d2CKSON j//
© Cityorowa.XBNSas City d

{If outaide city or town limita, writs “RURAL™ and name of townahip)

(¢) Name of hospital or institation:

011 Tracy

/

(If not in hoapital or estitution, write street zomber or locetion}
(d) Length of stay: In hospital or institution

in this community.

40 vears

(Specily whetker

yours, manths or doys}

{If outxide city or town linite, write “RURAL") g
(&) Street No.. LO1)  Trooar

3. PRINT
Fuls, Name_Mary E. Cornell

3. (#) If veteran,

3. {c) Social Security

name war. None No None

5, Color or 6. (a) ing]c. wi married,

4. Sex Fe C 1 divnr ed._ﬁzidlovge_d
6. {d) Name of husband or wife. oo 6. {€) Age of htshand or wife if
Robert W, Cornell alive ... - 7m

7. Birth date of d d February 2 / g 5
{Month) (Day) {Year]

8. AGE: Years M?u Days 1f less than one day | -

6 2 )‘ 7 hr. ﬂ'l—]l"l

Howard City,

0. Bu-thn!aﬂ-

Mo. (7

{City, town, or couaty)

10. Ususa! occupation At HO‘n‘le

{State or foreign country)}

’F

Y [If rmead, give locatlon)
{¢) Cltizen of foreign country? No (Yes or No)
If yes, name country. 0
MEDICAL CERTIFICATION
20. DATE OF DEATH: Month Nov. day. 4
year_... w343

hour.................h.:,l-._.._.._. .. 1 _A:M
S s TV

21. I hereby certify that I attended the deceased from)
..., 19., '3

that T last saw b J0%S. alive on A/B"‘l/ LP — /? %3 19 __;

and that death occurred ot the dute and hour stated above.
. Duration
1mmedl:’c cauze of death

Due to .V Al

Dnze to

/ 22U

Other conditions,
(Include pregoancy within 3 monihs of death)

11. Industry or business P d PHYSICIAN
'Y or Nndings: .

812 mmeRichard Graves 5F operations —_

E M ! J Underline

=1 13. Birthplace O the cause to

. G dpRsTIhE Cagorres el || of swopey hich it

I3

;{ 14. Maiden name... ol aso . : . ould be

£ ) MO tistically.

g 15. Birthplace T ;mmm oo v ugzh'!) 22, 1f death was due to external causes, fill in the following:

16. (o) Informant... Befon W, Lowery {a) Accldent, suicide, or homiclde (specify)

(¥ Address -1011 Tra [h's ) . () Date of occurrence.
17 @ churial mthmumrmlilﬁﬁmﬁﬁ () Where did Injury occur?

. {Borial, cremation, or removal}
_ (&) Place: barial or cremation 1€ 91
18, (o) Sisnnture of t’uuerat di
(] Add.res__ =

19- “"/:/ P ..;5[ b

(Month) (Day) (Year)

(Buiﬂnr " cirn-:un)

i

{Clry or Coor q
{d) Did infury occur in or about home, on ?a.m: .i'l;‘ )lndum('la.l ;!.a‘.ge in wgﬂ‘c.gllce?

{Specify type of place)
() M f

2l

{Licensed Emhalmer’s Statement oo Roverses Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

, Registered Apprentice No - X

working under my personal supervision. \Q/Q - .
Signed V W/ ........ .
e Licensed Embalmer No. 3 ?7 7 ”

- [

- y P. 0. Address aZ(j‘zp‘g ............ Ay ...

Note:, The above MUST BE SIGNED BY THE LICENSED EI\IBALMER in his OWN HANDWRITINC (Failure to comply with
the a.bove constitutes grounds fnr revacation of license.)

».‘

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




