WHRILELD NLANYTLEI™VOL VINVALUILIINGYG DAl IIND=¥iAanl A FRIUVIAIYIINL LELOUny

N. B.—Every item of information should be carefully supplied. AGFE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF,DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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STATEMENT BY LICENSED EMBALMER. oo

James A, Johnson

working under my personal supervision,

R |
P. 0. Address 4107 -FPinney Avenue

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in h.ls OWN HANDWRITIhG {Failure to comply wit]
the above constitutes grounds for revocation of license.) . .
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