DEPARTMENT OF PUBLIC HEALTH AND WELFARW / V
Regisran : 3
DO NOT WRITE AMENDED egistration District No. .__.______ £ £ Primary Registratian District No. 0 _____-__Regnmar s WNo, ___f__

ON THIS STUB E%mm
1. OF DEATH 2. USUAL RESIDENCE (Wheare deceased lived. |f institution: Reridence before

VS 300 a, COUNTY £ a. STATE Mi'aouri b. COUNTY chy adminzion)
Rev. 4/59 b. %LY oF ounide_a%cnr rate limits, give TOWNSHIP only) Length of stay in 1b [ cnv Inside Limifs

TOWN
° hnhio:jp:mgn 21 years " Excelsior Springs Yerdll Ne O3
c. FULL NAME QF {If NQT in hospifal, give location) Tnside Limits d. STREET (If cutside, give lacatian) Reride on Farm

HOSPITAL CR ADDRESS

instinon Exeslsior Hespital Yes I No O] Saratoga Apts Yes O Nofg

3. NAME Of DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) OF
John Ludwig Dahl ofA™H  Novamber L, 1963
5. SEX 6. COLOR OR RACE 7. Married [  Never Married [s. DATE OF BIRTH | 9- AGE Ulest birthday} | IF UNDER 1 YEAR IF UNGER 24 KR

Widowed Divorced Months | Days Hours Min.
Male White owsd O 6/1/2875 | 88 [ o] e
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired}
G D.3.4

STATE FILE NUMBER

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH /) ﬁﬁSS*Di’?SBQ

DATE AMENDED

r Gl%g_q Swaden .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND OR WIFE

il
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, no, pr amknown}| {1f yes, give war or datos of serv
Ne 8 Amanda Carlson, Ex. Springs, Mo,
18. CAUSE OF DEATH {Enter only one cause per line JPRLI PR L - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: / S——— / : ¢ . iSET AND DEtH
IMMEDIATE CAUSE {a] / ;&

Conditions, if any, DUE TO (b)
which gave rise to .

above cause [a), \ é
stating the under- “ n‘i ;
lying couse last. DUE TO (g)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JTO DEATH but ner rela to the terminal’ PART Dl If  decessed was  fameln  was
disgase condilign given wrPART | (a) -“ there & pregnancy in last 90 days.

DOCUMENT

" PERF
YES a

. TIME OF Hou Monith, Day, Year ]
INJURY a.m.
- p.m.

. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [

-1 ene-n(lied tha ‘“ . d from / 735, /" y - ‘ 3_ and last saw hlm alive on. /2' 3 é

an the date ttated above, and to the beat of my knowledge, from the ca ated.

egrec Zr title) } 2}:‘ ADDS_ESE . #—? g . 222¢. 2,:;5 -m‘c;}m

23b. DATE 23c. NAME OF CEMETER\‘ OR CREMATCORY 23d. LOCATION (Ciry, town, ogfounty) (State)

Crown Hill Exceleior Springs, Missouri

7
fy)
—[WM_HUTWT% 25. DATE RECD. BY LOCAL REG. yeeustmn‘ SIGNATUR ~
Excelsior_Springs, Missourt Jl4-64 W

{Licensed Embalmer's S!a!kemem an Reverse Side)

— Lz ’_D Yas 0O Ne O Unknown
' 208. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJ OCCURRED (Enter nature of injury in PART | or PART Il of itam 18.}
Ng? O O O

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




i e . =rwied

PRk T

-érAi'g'ME'm BY LICENSED. EMBALMER

- . ‘..,4

| hereby certify that the body whose name is . recorded on the reverse side of this certificate was- embalmed by me,

e

ar-by— ' s P B R .- : Studgﬁt E_rﬁBalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

. Licensed Embalmer No.
. A P
v RN -
T, . AO. ress

W Note: The abo#e - MUST- BEr-SIGNED BY THE. LICENSED EMBALMER |n hls OWN HANDWRITIN . {Failure to comply
“with the above constitutes “grounds for revocation of licenss), Tretoeed

B i ‘embalmed by a STUDENT, he also shall sign in his OWN handwrmng
Tenbl If lhlsrbodyns not.embalmed, fact should be so sfafed abovers J

b

~-woa e
re . .
1Y

PR AL L . R L T R B L




