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STATE OF NEW YORK

DEPARTMENT OF LABOR
OFFICE OF THE INDUSTRIAL COMMISSIONER

DIVISION OF WORKMEN’S COMPENSATION
STATE OFFICE BUILDING, ALBANY; N. Y.

Case No..
53710679

Ins. Carrier’s No..
Inj. 9-2-37

NOTICE OF HEARING

Wallece Cornell
Claimant

Travelers

Insurance Carrier

TIME AND PLACE OF HEARING

Tr\u: United Society of Shakers
-hrV'Mvm-r'-tW.....................................

STATE OFFICE "''HOING
FIRST FLOOR 
ALBANY, N. Y.

Employer I. P.
M0NN0V 221937

Please take notice that the above entitled case will be brought on for hearing before the Industrial Board at 
the time and place designated hereon. You must be prepared to submit the evidence which is required by this 
notice.

Period of disability © rate.
PURPOSE OF HEARING.................................................................................................................................... .

EVIDENCE TO BE PRODUCED
11-1-37 MG

By injured person

By employer or insurance carrier

Co_~V-
Industrial Commissioner



Form o/».

STATE OF NEW YORK

DEPARTMENT OF LABOR
OFFICE OF THE INDUSTRIAL COMMISSIONER

DIVISION OF WORKMEN’S COMPENSATION
STATE OFFICE BUILDING, ALBANY, N. Y.

Cm. No.......536j.0497

Ina. Carrier’s No..............
NOTICE OF DECISION

........  ln.1. 9-ri-S9
CORRECTED & AMENDED

Wallace S. Cornell 

New Lebanon, N.Y,
.Claimant Trav,

/ Trustees United Society of Shakers „__ . ^
..jl....................................—............ ..................... —....-.....—......jampioycr

f ____ Mt» Lebanon, N.Y.______________________________

Milton Knox, Atty

You are hereby notified that at a hearing held before the State Industrial Board on. 
a decision was made as follows:

9-S6-1S9

Award to the claimant for disability...^*..?*.®._____ weeks compensation at $.:!j?JL§L?_____ per week, total

........ covering the period PenB los8 of Use rlg^Erai.................................... .

and the case was.................. .... -----------------------

The employer and the insurance carrier are directed to pay this amount to the claimant at once; less payments 
already made to him covering this period.

Take Notice that the above award or decision was duly filed in the office of the

Department on the_.,'15th

Dated.
11-15-39

.....day of,

KEC

Nov

Induitrial Comml$»lon*r

TO THE CLAIMANT:—Any compensation due will be sent to you by check by the insurance carrier named above.
1. This award to be paid in full whether claimant returns to work or not. It is therefore advisable for him to resume work as soon 

as possible.
2. “ CLOSED ” means that the award as made is in full settlement of the claim.
3. “ CONTINUED" means that there may be further disability and you will be given another hearing to determine the extent of

this disability, if any. ......
4. The claimant should keep a careful record of the payments received in order that he may have evidence of payment or non-payment 

in ease of dispute.
5. A claimant should not pay money to anyone representing him on his case unless the amount of the pay

ment la ordered by a Commissioner or a Referee.
N. B. Un reilamante non dovrd pagare moneta a nessuna persona che rappresenta il suo caso, eccettuaten* 

quando i’ammontare del peg am onto ears ammesso dal Commissario.
pk |y5mjivy3 iv fr/’D'ii j/did kh r« tyo’iK .DyxijnB pn pa nysyitnBB ts is jyaya two “tfya p'p k
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HOUSE OF MERCY HOSPITAL,
PITTSFIELD, MASS.

....February..26,..................  ......... 104...1.

M..r„...Wallace...G.o.r.n.e.ll...........................................

.N.ew....L.e.'b.anon.,...N,...Y...........................................

ALL BILLS Payable Weekly in Advance

Room Service
From to @ $ per day

From to @ $ per day

Special Nurses' Board
From to @ $ per day

From to @> $ per day

Operating Room

Anesthesia

Ambulance

Laboratory

x'KA'r right should fir 10 or

—

Amount Due

Date...

Received payment,

HOUSE OF MERCY HOSPITAL

by.....................................................



32 WILLETT STREET

TELEPHONE 4-9003

ALBANY. N. Y.. JllilU 1 f i- X-

LilLu

to ELDR1DGE H. CAMPBELL. M. D.. dr. 

FOR PROFESSIONAL SERVICES RENDERED-------- --------------- - X -----C ;;r ,

FROM. TO.

s 10.

CONSULTATION 

BY APPOINTMENT

RECEIVED PAYMENT

■•'tfpON RRECEIPTED BILL SENT' REQUEST



STATEMENT

‘Pittsfield, Mass.,.................1.111!..... ...I#

House of Mercy Hospital

In Account With

SWj....,.. 'Il/uIImxju....

To Account Rendered

7

‘Received Payment, ^f/jj

Bills Payable Weekly In Advance





HOUSE OF MERCY HOSPITAL
PITTSFIELD, MASSACHUSETTS

CLARA B. PECK, R. N.
SUPERINTENDENT

August 25, 1939

Miss Emma Neale,
Shaker Village,
New Lebanon, N.Y.

Dear Miss Neale:

We enclose bill for the second week 
for care for Miss Sarah Collins, also the bill from the 
nurse, Miss Mary Begard. The total of the two bills will
be $ 80.40. You may send one check if it will be more 
convenient for you.

V^ry truly yours,

(</ Bookkeeper 
House of Mercy Hospital.

j_i 3 ss , a, ). 32T


