Health,
R Welfare
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Service

; BlC. MUt yae ONly standord nomencigiure in ttem 4. No symptoms will be'lisfed.

All disoasas in Part | must ba causally related.

ARCION, COronor
a

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

e R 1 7 1gsgpgissru1ion Distriet NOo, e e

THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Moo ..

59-010902

130. FATHER'S NAME

L.ouls Fit

ot.

amous-Barr

St.louie Miag

zourd

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Reside = before
a. COUNTY o. STATEM 1 ssours b. COUNTY admision)
b. CBTRY {H vurside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY IRside Limits
Y N;
oM Stlonis i oW St.Louls YesLx Mo
e, FULL NAC'IE OF (If NOT in hospital, give location) | Length of stay in b d. STREET {H sutside, give location) Reside on Farm
HOSPITA ADDRESS -
6 hernoiost.Johns Hospt 5941a hHamilton Tery Yes[d M (¥
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeor
(Type or print) OF
Michael J Fitzpatrick DEATH  3-]1-59
5. SEX 6. COLOR OR RACE} 7. MARRIED{XN#VER maRRIED[ ] 8. DATE OF BIRTH 9. AGE' (sl-".ﬂﬂ; ::::}E"ERSLEAR 'EE‘IJ"N’DER ?:A:'RS-
Male o/ White wooweo(]  oworceo[]| July 1 1GL7 | 4™ | | =
100, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, evan if retired) INDUSTRY

ISA

zyatrick

13b. MOTHER'S MAIDEN NAME

Bridget Donneelly

14. NAME OF HUSBAND OR WIFE

Natalie Fitzpratrick

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
{(Yeu, nfq_ or unknawn)] (If yes, give wor or dates of servies)

16. SQCIAL SECURITY NO.

17. INFORMANT

Address g er

atalle Fitzpatrick 5G41as Hawilion

PART I.

Conditiens, il any,
which gove rise to
abave couse {a),
stating the wunder-
lying cause [ast.

18. CAUSE OF DEATH (Enter only one caul

DEATH WAS CALISED BY,
IMMEDIATE CAUSE (a)

per line for (o}, (b), ond (c).

INTERVAL BETWEEN
DEATH

} DUE TO (b)

DUE TO (<)

@,-V (Qeaedacl

PART . OTHER SIGNIEICANT CONDITIONSCONTRIBUTING TO DEATH but not related to the terminal disease cs?'l-n givan in PART | {a}

19. WAS AUTOPSY
/ PERFORMED?

YES X NO]

JURY

MEDICAL CERTIFICATION

TIME OF Hour
IN

a.m.
p.m.

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injur in PART 1 or PART Il of item 18.)
O O O
2. Month, Day, Year

WHILE AT
WORK )

204. INJURY OCCURRED
NOT WHILE
AT WORK

O

20e. PLACE OF INJURY (e.g., inor about home,
farm, factary, street, office bldg., etc.)

21.
Deqih "f

| attended !he deceased from

20f. CITY, TOWN, OR LOCATION

and last sow her alive on

COUNTY

STATE

« _w on the dq!o)lo!ed gbove; and to the best of my knowledge, from the causes uaied

220 85| Degyea or ti
e Pt

22c. DATE SIGNED

oot c/Jlocnsacc s [373339

. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county)
REMOYAL (Specify) _
rial 3-5-59 Calvary Cematery St.Ilonis

{S1ate)

Mlissourl

24. FUNERAL DIRECTOR

JC3.W.clark F.H,1125

ADDRESS

Hodiamont

23 DAﬁ&ﬁCDhBY LOéAé REG.

26. REGIS AR" S?GNATU:E ’/

(L 4 Embal

on Ravarss Side)

“ha j L




STATEMENT BY LICENSED EMBALMER

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

By M, OF DY i st e it er et en e aa v g s es e e ns ., Student Embalmer No. ...................

working under my personal supervision.

StUAERt cinieiniiiiicrr et i ea e sen s arsaeereaen Signed (... 7 S Al LA S AT
Signature of Student Embalmer

icensed Embalmer No é’

P.O. Address.// j/

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




