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10.48

FILEL JUL 18 1958 THE DIVISION OF HEALTH OF MISSOURI [%g

STANDARD CERTIFICATE OF DEATH ko
State File No,... 000wl |
' BERTH NO. REG. DIST. NO, _LiL PRIMARY REG. DIST. NO. SOB R nopictrars Na_z;...;ﬁ
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. I institution: residence before
a. COUNTY a. STATE N . b. COUNTY adiission).
Jockson Migsouri Jackson _
b. CITY (If onteld to limits, write RURAL and g c. LENGTH OF c. CITY .
HEe corpurLte T o lo"n.lhlp) STAY tin this place! OR . ?gﬁfﬂfmﬁ?mumé‘;ﬂ
TS Kensas City 40 yrs TOWN Kangas City “¥. 0O
d. FULL NAME OF {if not in howpital or institution, ive strect nddr— or location) STREET (If rural. give {ocation} l 6
HOSPITAL OR \ ADDRESS . f} D
INSTITUTION g4, Mary's Hospital 6
36\2’&!\&%5%% a. (First) b. {Middle) c. (Last} 4. DA}'E (Month) {Day) (Year)
( Type or Print) JOSEPH B FITZPATRICK DEATH _ June 29 1955
5. SEX o | 6 COLOR OR RACE { 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | IF OWDER u mis.
WIDOWED, DIVORCED (Specify) Tast birthday} Montha, Days | Hours | Min.
ale Hhite _Hidowed 2 _92 . |
1da, USUAL OCCUPATION (Givekindof work | 10b. KIND NESS OR IN- | 11. BIRTHPLACE
dooe during most of worhn;llin..:nnnit :adr:ri ﬁfagsz— DUSTRY (City snd State cr-Foreign Countr) ‘ 12 CITI%S§OF WHAT
Keokuck Iowa ! 1U.S.A,
13a. FATHER'S NAME |3b. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Fitzpatrick AMary Aon Mc Allsster  [Katherine Fitzpatrick
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or unknown) | (If yes, tive war or dates of service) RO. :
no none Helen F Becklean 1016 W 66+th St
18. CAUSE OF DEATH MEDICAL CERTIFICATI INTERVAL BETWEEN

Enter only onecauseper | |. DISEASE OR CONDITION ONSET AND DEATH

line for (), (L), and (c) DIRECTLY LEADING TO DEATH* (3

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, giving DUE TO (B) /
as heard failure, asthenia, | rise to the above cause (o) stating

ete. It means the dis- the underlying cause last.
case, infury, or complica- DUE TO (&)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS qg*\

Conditions contribtling to the death but a0t
related {o the dizegse or condition causing death.

19a. DATE OF QPERA- | 13b, MAJOR FINDINGS OF QPERATION 20. AUTOPSY?
TICN
ves [ ] wo ]

21a. ACCIDENT _ {Bpecity) 2tb, PLACE OF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE - bome, farm, sctory, street, office bldg. g0}

HOMICIDE _
2id. TIME {Month) {Day) (Year) (Hour) ‘2te. INJURY OCCURRED | 21f. HOW BID INJURY OCCUR?

WHILEAT—] NOT WHILE
INJURY WORK AT WORK T .

2, I hereby cerjify that I altended the deceased from 7-2 ‘/"’5.3 , 19— lo __6‘_lL_, 1988 , that I last gaw the deceased

alive on = = 1 nd {het deatk occurred al R m., from Lthe causes and on the dalfe stated above.

= WO T4 A bt 12555

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

24:. AARE OF CEMETERY OR CREMATORY 24d. LOCA'M (City, town, or county) (Btate}

24b, DATE

24a, BURIAL, CREMA-
TICN, REMOVAL (8pecify)

Pemaval Julw. 1 1955 |t St Mary's Cemetery Fort Scott Kansas
DATE REC'D BY LOCAL REGISIJRAR gSIGNATURE FUMERAL DIRECTOR'S SI1GMATURE ADDRESS
6—3 o J&EG"M}‘/ 2§c>hn :B Sheil Kansas City Missouri

(Ticensed Embalmer's Sutf_-nem on Reverse Side)




STATEMENT BY LICENSED EMBALMER

r . .

T e 4

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

DY I8, OF DY ottt ittt o et e ettt e e aeaaae e , Student Embalmer No...........

working under my personal supervision..
e

Student ..o iiiiara e et StgnedeJ(lca/Z/zﬁ'é

Signature of Student Embalmer

Licensed Embalmer No..4.ﬁi
" P. o.-Address__ﬂ,,Q.:,_,’Zz

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

I¥ this body is not embalmed, fact should be so stated above.

*‘ : -




