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N. B.—Every ltem of information should be earefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, go that It may be properly classified. Exact statement of OCCUPATION is very important.
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8' (6} PRINT s MEDICAL” CERTIFICATION
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Joseph M Hillebrand . 1iv6...... BO.......yoara || 1ramediate casya of deash P B ot
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(Month} (Day) (Your) /.
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s 5| =+ o AL
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10. Usual occupation_ Hon1a8 Work _\[t; (Inelude pregoancy within 3 momths of deeth) f / —
11. Industry or busnen. . A%_hax home || iz v PHYSICIAN
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{City, town, or county) {Stats or lorelgn coomiry)

18. (a) Informant’s own mignature. H

®) Adwrem 4952 Mognolia Awe
1. (9 —-Mil.l-——— (% Date th

arial, crention, or removal) (Monih) {Day) (Year)
(e) Place: burial or erematio Pm

18. (a) Signature of funeral director__ Kplogahangar Und
Kinghighway Blvd
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d {¢) Whers did injury occur?.

22. I death was due to external causes, fili in the following:
{0) Accldent, suicide, or homiclde {vpecily).

(b) Date of ocowry
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I hereby certify that the body whose name is recorded. on the reverse side of this certificate was embalmed by me, or by

.

, Registered Apprentlce No

Ce 'I...ic-:ensed' E.:rr.iijalmer No 3 \3 9‘6
P. O Address

Note: The above MUST BE SIGNED BY THE LICENSED EI\lBALMER in hls OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) .

If this body is not embalmed, above space should be left blank.

working under my personal supervision.
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