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L USE ONLY BLACK, INK OR RIBBON TYPEWRITE IF POSSIBLE
Gddanan Jrowls RO ‘

Doctor, coronar, atc. must use only standord nomenclature in item 18. No symptoms will be listed, Al}
diseases in Part | must be casually related. Coroner connot cortify to o death due to natural causes.

{
O .

FILED NOV 14 1956

STANDARD CERTIFICATE OF DEATH

““"‘3?;‘%‘:::3%5-:

Ragi stration District No._ ...._........I.............‘--.-Primqry Reagistrotion District No. .3...9..9.9...._.._...... Registrar's No, _3..3.%.
1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. H institution: Rn:id-n;a bafors
. STATE b. COUNTY odmission)
o COUNTY Adair " Mo "Adair
b. CITY (If cutside corporate limits, give TOWNSHIP only) | Inside Limits -c. CITY ’a Inside Limits
OR
town Kirksville Yesig NoO romKirksville 7] 4 YesU Nog
<. Iﬁgls-lngN:L’:i%gF {tf NOT inhospital, give location)|Length of stay in 1 4 STREET (If outside, give location) Reside on Farm
wsTitution . Ko 0. He ADporREGOL N. Boundary St. Yask Mo
3. =:l|l or First Middle Last 4. DATE Month Day Year
CEASID . oF
(Twpe or print) Cecil , Le Craig oeati Nove 5, 1956
5 SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In Yeara | F UNDER t YEAR fiF UNDER 24 HRS.
M \$ W ”"RR’§6 X "_wm marmieo ] 19, 1912 ‘ Past §igthday) [Afomtha | Dam | Howrs | Min.
i wicoweo (] pivoreeo [ Jan, ’ 9

106, KIND OF BUSINESS OR INODUSTRY

Feed Store, & Fary

10a. USUAL OCCUPATION (Give kind of work done
during t of working life, ecen if retired)
Store Clerk & Farm

11. BIRTHPLACE (City and atato or country)

Sullivan County, Mo.

c 12. CITIZEN OF WHAT COUNTRY?

U.S.4,

13. FATHER'S NAME

~Walter Craig

14. MOTHER'S MAIDEN NAME

Rena Allred

‘I15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

16. SOCIAL SECURITY NO.
{If yra, gisr war or dates of servics)

{¥ea, no. or wnknown) I

7. Address

Hilda E. Craig, Kirksville, Mo.

INFORMANT

No X .
18. CAUSE OF PEATH [Enter only one cause per line for (a), (b}, and (c).] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) : Y
Conditions, if any. DUE TO (8)
which gave risg to .
above cgun ;r)-
stating the under- .
= ling cauae lost, DUE TO (¢)
o PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 12 ;f; sg;g"n?‘f
™= ?
-
v Mﬂ & P Hief ves[J no &
.L_' 20a. ACCIDENT SUICIDE HOMICIDE [ 206, DESCRIBE HOW INJURY OCCURRED., (Enfer nafure o] mjury in Part [ or Part H of item 18.)
i O a a-
] . .
= 20¢. TIME OF Hour Month, Day, Year
s INJURY a. m.
E p.m. )
E | 20d. INJURY OCCURRED 20¢, PLACE OF INJURY (c. 9., in or about Aome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, sireet, office bldg., ete)
WORK AT WORK
21: [ atrended the deceased "°MM , to - o and last saw ﬁ; alive on e =5
Death occurred at H E_.M,.____ m on the date atated above;"and to the best of my knowledge. from the causes stated.
" R2a. signaTURE - (Degree or titie} 225, ADDRESS v - 4. 22:, DATE SIGNED
\ : Kirksville, Mos, - - =~ '" -~ //u‘-—&

235, DATE

Z3a. BuRIAL, CR‘%“[DN‘.
Burial ¥ |11/8/56

ﬁc  NAME OF CEMETERV OR CR[MATORY

Llewellyn Cemetery

23d. LOCATION (City, towrn. oF county) {State)

Kirksville, Mo.

24. F IRECTOR . ADDRESS
Cjz_a_, WX 2o / Kirksville, Mo.

25. DATE RECD. BY LOCAL REG,

{|1-7—-56

26, REGISTRAR'S SIG URE,

AY

{Licensed Embalmer"s Statement on Reverse Side)



. ) STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en

by me, or by ..... e aaan SO , Student Embalmer No........

working under my personal supervision..

Student ... o e, Signed./ /s
Signature of Student Ezbalmer

Licensed Embalmer No. 47

: . e R : : ’ : P. O. Address_[ ..............
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
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, ) \



