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WRITE FPLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

e

FED DEC v 195i

“'iE DIVISION OFVHEALTH OF MISSOURt
STANDARD CERTIFICATE OF DEATH

36734

State File No... [
BIRTH NO. REG. DIST. NO. _jZ'L PRIMARY REG. DIST. WO. \30 chutmr:No _\3_0?__._.
1, PLACE OF DEATH v 2. USUAL RESIDENCE (Where dacessed livad. If Lastitation: reskdenes .befors
a. COUNTY a. STATE b, COUNTY admimlon),
Cole a.
b. CITY Gf outeids corporate Limits, writs RURAL and give ¢. LENGTH OF || ¢ CITY (I outside oorporats Bimits, write RURAL acd rive townshin) )
towrahip)| STAY (In this place? OR e A 'L-%
._TOWN Jefferson City TOWN Jafferson City g% =
d. FI"IJOUS-PN'IBAME ORF (If not in bospltal or Lusthiation, give strect addrem or loestion) d.A%rl;i (If rarl, give iccation) {#
NsTITUTIoN- St, Marys Hospital St. Marys Blvd.
3. DNEACME oF . (Finst) , b. (Middle) c. (Last) 4 DATE (Manth)  (Day) (Year)
{Type or Prfﬂt) R Dr. Hilliam Buell Dallas ceamNov. 30,1951
5, SEX 6 COLOR OR RACE 7. Mlnﬂgg?v!'%[) NDIEVSRC'EBRRED 8. DATE OF BIRTH 9, I-A.SE Unn)-n o UNDER | VEAR ; NoER u Kes.
. {Bpactiy) UL
Male _ |ihite Marrie ec,13,1889 s 1 v d el e
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINE§ OR IN- | 11. BIRTHPLACE (Btate or foreign oountry) d 12, CITIZEN OF WHAT
au-xufﬁm-mam..mumm DUST UNTRY?
Pres,. Ins. own Linn, Missourl
14. NAME OF HUSBAND OR IJFE

138. FATHER'S NAME

William Lewis Dallas [Mary Ann Vo

I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY

(Yes. 50, or unknowa}”| (If ywm, sive war or dates of servios)

Do no

18. CAUSE OF DEATH
. Enter only onecamse per
line for (s}, {b), and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADINGTO "EA'IH'(.)

*This does not mean | ANTECEDENT causEs

the mods of dying, such
as heart fallure, asthenia,
ae. It meons the dis-
casre, injury, or complica-

rise L0 the above couse {a) stal
the underlying cauee lost.

DUE TO (&)

13b. MOTHER"S MAIDEN NAME

17. INFORMANT" 5 SIGNATURE OR NAME

I

Morid cdiions, i eny, gting DUE To (v) LT

ds | Margaret Dallas

ADDRESS

490-09-8;53 Margaret Dall@as Jefferson Citg,MO

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND I:EATH

11, OTHER SIGNIFICANT CONDITIONS '

Comdifions contridbuting to the death but not
related to the disease or condition causing death.

tion which cansed death.

19a. DATE OF OPT'E%AN- 13b. MAJOR FINDINGS OF OPERATION g 2. AUTOPSY?
. LA oC ves (] wo [
21a. ACCIDENT (Bpacity) | 216, PLACEGF INJURY (ax., inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, [astory, street, offioe bldyg., w16}
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2W. HOW DID INJURY OCCUR?
’ WHILEAT ] HOTWHILE
INJURY = | "woRk AT WORK

2. J hereby certify that I attended the deceased from Mip_., 1951 1o Ptow. 2 € 19 S| that I last saw the deceased
alive on _Btanr 20, 1951, and that death occurred at 2228 m

., from the causes and on the date siated above.

Zla. SIGNATURE 7, V. / Z7 (J (Degresortitle) | 23b. ADDRESS Y% - & A Zc. DATE SIGNED
. e~
et & oA 22 LV . BY 24 2ecp |12-3°<Y
BURIAL. CREMA- | 24b. DATE 74/ RAWE Of CEMETERY OR ZBEMAFOR 244, ON (Oity, town, or county) (Btate) .
N REMOVAL Bomeitys g .
1 ¢ ac,x 1951 Riverview Cemets efferson Mo
DATE REC‘DBYLOCAL —SSIGNATU ‘? dunun DI B croa 5 S1GNAD u heDRESS
%3—I ié-‘ M W ’J/ el Coorgll Ao W VA DT A F T Rl AT P A A A"

(Licensed Embalmer’s Statement on Reverse Side)

7 v 5



RECEIv BEC ¢
DISTRICT HEALTH OFEHO. 3 | 1951
District File NWE

T e e e - -

e iieme— et e e e e —— ——————————

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or bymmvcvmmcenconcecd

-

e , Student Embalmer No. h

working under my persona! supervision. W
Student Signed....

Student Embalmer -
' Licensed Embalmer No. 37 & /

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.}

If this body, is not embalmed, fact should be so stated above. ) ’ e e

TING, (Failure g6 comply with




