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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

R STAN DARg CERTIFICATE OF DEATH

STATE FILE NUMBER 7m0

1000

Primary Registeation District No,

Regishur's Now e

lﬂgnlﬂl

2 8 !gmisfmﬁun_ District No.

| |
I 1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. If institution: Residence before
. COUNTY . STATE b. COUNTY odmissi
i Buchanan ° Missouri Bucha
b. c('JTRY (I cutside corporate limits, give TOWNSHIP only) Inside Limits <. C(ijTY inside Limits
: 1
Town  St, Joseph Yes (3¢ No [] TOWN St.Joseph W\ D Yes( No(J
I <. Eggfl’_l NAMEDOF (H NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, IlQ‘lve'lr.u:mion) Reside on Farm
TAL OR ADDRESS -
| nsTITUTION St.Joseph's Hoepit Lifetime 2202 Edmond Street Yes [] Mo
3. NTAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print)
James P. McNamara oeinduly 20, 1958,
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE ¥ UNDER 1 YEAR] IF UNDER 24 HRS.
MARRIED (] NEVER MarRIED ] st bimihaoy) [ontha | Daye T Fowrs ]~ Nin.
Male Yhite wioowen[] | oivorcen[]| October 18,1884 7z l

12. CITIZEN OF WHAT CQUNTRY?

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, wvan if retired)

re Captian

10b. KIND OF BUSINESS OR
INDUSTRY

St.J

0

seph Fire Dept!

11- BIRTHPL ACE (City and state or country]

St.Joﬂeph, M-o.

USA

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Dorothy Irene McNamara

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, n ¢ nnhnqwn)l(ll yes, give war or dates of service)
o

Thomas McNamara

Mary (iUnknown)

16. SOCIAL SECURITY NO.

none

17. INFORMANT

Mrs, Dorothy Irene McNamara St.Joseph,lo.

Address ‘

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), ond (c}.)

. sk

DEATH WAS CAUSED BY
IMMEDIATE CAUSE ({a)

PART 1.

01"

/gkdfkﬁ?}ﬂf

INTERVAL BETWEEN
ONsT AND DEATH

Condltiony, if any,
which gave rise 1o
above couse {a),
stoting the wnder.

2M75.

owetom HAAL Col) 180 Vot E /4/6«?/:?{4{2

157 X

(z) lying couse lasr DUE TO (c)
E PART u./omsn SIGNJMEICANT CONDITIONS CONTRIBUTING TO DEALY but not ralated to the terminal disease condition given in PART | (a) 19, \;‘AS AéJTOPSY
r ERFORMED?
e /MVJC/‘? f’ﬂ/[ U/ YES{® N0 (] I
| 200, ACCIFENT suiCIDE 'HOMI'CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
[FT)
o a 1 .
S 20c. TIMEOF Hour Morth, Day, Yeor
2 INJURY a.m,
£ p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor sbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:I forem, iuctnry, sireet, office bldg., etc.)
WORK AT WORK / )

, o

2]. | attended the deceased from _3 /// /) 7
Vo T3

Dculyo::urred at

o

r “ond last i sawh " alive on _7//? /J [

m on the dota steted above; ond to the best of my knowledga, !r ﬂo causes stated.

ak NATUR?;' %W

{Dagres or mle) ) 5

| 27¢. yﬁ

URIAL, CREMATION, | 73%. m’

REMOYAL (Specify)

July 23,1958,

{Liceaned Embalmerd Stor

23c. NAME OF CEMETERY OR CREMATORY

Mt.Olivet C

24. FUNERAL PIRECTOR MDE

25. DATE RECD. BY LOCAL REG.

on Reberse Sids)

23d. i.OCATwN (City, lu 1 :oumy)

qnu ri

(s'm.]

26. REGISTRAR'S SIGNATURE

| Zagr. CEAA. Stonde ]




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY oottt ittt b s s , Student Embalmer No. .......coovniniinns

working under my personal supervision.

"
2.
0 ’
oL T L= 11 S U PP PPP PP Signed_.W... L
r'/ -

Signature of Student Embalmer
Licensed Embalmer No.3298. ...,

] P. O. Address..She. Jogeph,. Moa...

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).
H embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above.
. 1 .




