ist.

| CEPARTMENT 9F HEALTH

A0ROUGH OF RICHMOND

B5FRue 1 v 11 10

1. NAME OF DECEASED...........s Andrew

@ertificate

nf Beath

e
Certificate No /'5 o y

Fabiszak Unknown

(Print or Typewrite) First Name

Middle Name

Last Name Social Security Number

PERSONAL PARTICULARS
(To be filled in by Funeral Director)

MEDICAL CERTIFICATE OF DEATH
(To be filled in by the Physician)

(a) State.mm.m_...xp b i k

2 USUAL RESIDENCE:

®) co.Bichmond. ...

LA ?ffieStaten. Is] :

16 PLACE OF DEATH:

(c) Name of Hospital Hall oran VA Hospital

(a) NEW YORK CITY: (b) Borough.RbhGhmond ...

-

v Ave.
,1 @ No..297 Rensselaer: Ave., . st or InStitution ......Q 4o depyry-—TF-
0 Ao, T ers) arex. oot iocetipn) f ot N SBEAAI, iAiob BAR €2 pd Mol
: (e) Length of residence or stay in City of
stion New York immediately prior to death 19 Yrs (d) If in hospital, give Ward No....... 2Al
3 SINGLE, MARRIED, WIDOWED, (e) Length of stay at place of death
OR DIVORCED (write the word) ME ]:sz s 3 immediately prior to death D
4 WIEE } . 17 agTE AND (Month) (Day) (eé%')s_(ﬁ_o—u;ipj
Pee. F— Margaret Fabiszsk DEATH . July 30 1947 825
} 5 DATE OF (Month) (Day) (Year) 18 SEX 19 COLOR OR RACE 20 Appreoximate Age
BIRTH OF
i DECEDENT October 13 1893 Male White 53 Yrs
ec.
s i IELESS than 1429 | 5] | HEREBY CERTIFY that (I attended the deceased)*
55 s 9 mos. . 1% days hrs. or ming (3 staff physician of this institution attended the deceased)*
H A Trade profession, or particular
Mother] & S Ebek  doste. inner, July 26 47 Jul 3
ol 3| ARSDEAERSWEM Chauffeur | O 2! 1047, to WY .. 20....10.4T,
8| B Ind b hich
o N e ‘éséﬁifsaé“sﬁ mill, and last saw hiilh....alive a3 2R91 on.....July 509 47.
- sawmill, bank, own business, etc. Dept of Sanat "
l .
BIRTHPLACE New York I further certify that death T.?!.?..:.s......gg.tcaused, directly
1 OF DECEDENT: (a) State"zg‘j’"“éi't} F or indirectly by accident, homicide, suicide, acute or chronic
!.K— (b) County or Village Bpooklvn poisoning, or in any suspicious or unusual manner, and that it

9 OF WHAT COUNTRY WAS
DECEDENT A CITIZEN
AT TIME OF DEATH?

10 WAS DECEASED

United States

ion

ceid.

WAR VETERAN?
IF SO, NAME WAR
11 NAME OF
FATHER OF
DECEDENT

World War #1 |
~oHN

12 BIRTHPLACE
OF FATHER
(State or country)

TDLAND

13 gAIDEN NAME

\ccid.

OF DACEDENT

14 BIRTHPLACE
OF MOTHER

PARENTS OF DECEASED

CHTHERINE rRELH 0WIAK
(State or country)

was due to NATURAL CAUSES more fully described in the
confidential medical report filed with the Department of Health.

* Cross out words that do not apply.
+ See first instruction on reverse of certificate.

AddressStaten Islsnd. .2, -New. York-. -

itop.

/ JZA ~ND
15 SIGNATURE OF INFORMANT %

Halloran VA Hospital

| RELATIONSHIP TO DECEASED

ADDRESS

Staten Island 2, N.Y.

22 PLACE OF BURIAL
OR CREMATION

DATE OF BURIAL
OR CREMATION

(leg g% 1947

Dy (Ginitsy
e

PN?J.:IMBIE 282

BUREAU OF RECORDS AND STATISTICS

AL . e e e

DEPARTMENT OF HEALTH

CITY OF NEW YORK

g
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s“"/:c
~/r/ ]

/7"’21 17 \.

Raet®
Fie
g‘bi‘(ﬁ

" This report is based on: (autopsy) (operation) (laboratory tests) (clinical findings)

- DATE oF
/ ONSET
Principal cause Cerebral Thrombosis g / Lo SRS f S S U207 5 4 ST GRS G )
Contributory causes V ..........................
Other pathologlcal .conditions g
Autopsy—Date of. None Operation—Date of.
(If nome, so state) (If none, so state)
Type of operatiom:. 2ot Condition for which performed... i S5 o .
¢ Laboratory testg~that agdsisted diagnosis, if any.
Any history st 6 months? If so, date:of delivery.....c.csaa s
ngnature b X L v X CAAA T INMANR.. D. Posttlon*ﬁ(m X DtrstoeorX (Sopexotor
Halloran A Hospital ﬁ?“? Ghix fxof >dfeatncat Borxivex
ent physwlan) ﬂm GErthologistt

“who is fh// M and the nearest surviving relative or next of kin of the deceased.

(Funcral Director) !M F E
Deaths that are even remotely associated with an earlier accident, must be referred to the d|c3 er.

!

PHYSICIAN’S CONFIDENTIAL MEDICAL REPORT

(Cross out terms which do not apply)

Addl‘CSS S'ta'ten" I‘S‘l'arnd "'2‘," NGW"':X:Q'P e 4 Cross out terms which de not apply

tCAUTION TO PHYSICIANS: - BEFORE SIGNING, READ THIS ENTIRE STATEMENT CAREFULLY.

e -1 The physician will personally complete the certification on the face of the certificate by inserting the words

“was not” in the space provided in the second paragraph of Item 21, if the resultant statement would be true.
If, after the insertion of these words, the resultant statement would NOT be true, the case must be referred
to the Office of the Chief Medical Examiner.

FAILURE TO REPORT TO THE MEDICAL EXAMINER IS A MISDEMEANOR.

FUNERAL DIRECTOR’S CERTIFICATE

ed, Zithout :;ny solifx.t' atioZ on my
Dbt o 555

I hereby certify that I have been e rt or that of any other person,

to dispose of the remains of.

(Relatiodship)
This statemcnt is made to obtain

permit for burigl or ci mation of the remains of the deceased.

Name of permittee..... < €165t

By & Jo d;
s (Signature of licensed manager or funeral director if other than permittee.) /
To Be Filled In by the Funeral Director When Obtaining Removal Permit by Telephone
Telephone Removal No 17 granted by Wiss (.o S+QHO
» N (Burial Clerk)
Pate ‘3,(}\1“)5!"]7 Hour 3(1> gP )) )Al\'QY B ¥Ct‘ e. |‘4'




