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(Licensed Embalmer’s Statement on Roverse Side) v [ q 4D




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this pertiﬁcate was embalmed by me, or by .vececcecnriericrreennes ‘

, Registered Apprentice No

working under my personal supervision, ) M
. . Signpd /
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If this body is not embalmed, above space should be left blank,
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13. NAME
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‘What test confirmed diagnosis?..............ccccoven....... Wasd there an autopsy?.

FATHER
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PLACE. DATE 9.
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