(Degree or title)

(o]

THE DIVISIOM OF HEALTH OF MISSOURI
Health, , e D9=018388
P\\'boll.lnn : STANDARD CER“FICATE OF DEATH STATE FILE NUMBER
ubhc
Service Resls!raﬂof\_Eﬁ['_c' Ma. /?S- Primary Registration District No.__________ ... Registrar’s No., ,__Zt_{z____
' 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. |If institution: Residence bgfor.
. 300 a COUNTY  MeDonald o STATRMiggourl " SOUNTYMcDonald®;”
1-57 b.ng(kuwemmmmﬁmnaquUmﬁumh) Inside Limits c.cgv inside Limits
R .
tom E1lk R1 ver Township Yes L] No O o Anderson Yes[] NoY]
. FULL NAME 1F NQT 1 ive locmlon of gay in 1b d. STREET {If outside, give location) Reside on Farm
3 HOSPITAL oﬂ:\ s'lﬁl’f é’ﬁﬁg ¥y PE 0 &' ADDRESS v No [
NSTITUTICNG 8 P o Route # 2 es)1 No
3. NAME OF DECEASED First Hiddle Last 4, DATE Month * Day Year
{Type or print) OF M
Charlie Roswell Cordell DEATH Ma 29, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 s JFUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEDE]NEVER MARNEDD \ éc hi‘:r}’;::y; Tnlhn ) Hours l Min.
’ e o | White |, wowe[d  ovorceoD|April 8, 1896 k; A
-E 10a. USUAL QCCUPATION {Give kind of work dona | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during most of wurki |H wvan if ﬁrigd INDUSTRY ,
2 Foreman . ory Athelston, Iowa _| USA
= 135, FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘ )
¢t oLl John Cordell May Fihch Elaie Marie Winter
‘E-L 2 15 WAS DECEASED EVER IN L. 5. ARMED FORCES? 36. SOCIAL SECURITY NO.[ 17. INFORMANT Address
= N {Yas, no unkngwn)| {1 . i f service) 3
‘f 2 NS “] R 11 - 482-05~-3963% Mrs., LaVerne Severs Anderson, Mo
‘Z Q. 18. CAUSE QF DEATH (Enter only one causs per line for (a), {b), end (c).) INTERVAL BETWEEN
o L PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
T W IMMEDIATE CAUSE {a) (1 ovon ad ru/ fOrc 9 u... £
£ &
: ¢ 4 1 D
% o Condifions, if any, DUE TO {b) yri1e i SPoc o
5 > which gava rise o
5 [ above cause (a),
‘LTJ =z stating tha under-
3 8 g lying couse lost. DUE TO (:)
‘E - =l = PART Il. QTHER SIGNIFICANT COKDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition given in PART ) (o) 19. WAS AUTOPSY a,
\_s P X 5 4 PERFORMED?
32 sE 248 vEs[] NOKT
5 - 525 | 200 ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il f item 18.)
1 — wl
=¥ sl; O O O
ig 5 j § 0c. TIMEOF  Heur -Menth, Day, Year
43 =ys INJURY  a.m.
5 § )_,' = p.m.
2E 3 20d. INJURY OCCURRED 0. PLACE OF INJURY (a.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g w WHILE ATD NOT WHILE 0l farm, foctory, street, office bldg., etc.)
55 gf | work AT WORK
= 21. | ottended the decsased from __ 5= -’f"‘—‘i’? - Biayte [ 1y 2 ond last saw 'ﬁuli" n_ S-29 - «9g
g § Death occurred ot 2 :45 P. m on the date stated above; and to the best of my knowledge, from the couses l,fated.
i
84

M2

22b. ADDRESS
Woe! A

230. BURIAL, 23b. DATE © 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) lorare)’ 7
. Vs REMOVAi{Sp.:in)
f a 8/1/1959 Anderson (emetary Anderson, Missoupi
(7 [ 24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATU

Rapp Funeral Home

Anderson, Mo.
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STATEMENT BY LICENSED EMBALMER

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

.......................................................................................... ., Student Embalmer No. ...................
SHUAENAL vevrerreienirrerearirreitennreaieneeissrarersasrarmases AL, 4/»/ ...................................
Signature of Student Embalmer
Licensed Embalmer No. 7&5_{-
P. O. Address. af\(‘-j e,

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 embaimed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

by me, or by

working under my personal supervision.




