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L H R .
: " — ;:-\"“‘— ' iy Registered Apprentice No... =
working under my personal supervision. '
. i’: l L ._ ’
- N !,r . - - - . . —_— Y
e —
- - .t ) Lu:ensed Embalmer No .Q{O g’ 7 i
B 1/5
. i 3 P. 0. Address -oﬂtzfe/z Mwuo
. Note. The above BIU§T BE S[GNED Bl THE LICENSED EMBAL\*IER in his OWN HANDWRITING. (Fallure to comply wit
the above constitutes grouuds for mvocatzon of license.) . i _ .

Ir this body is mot embalmed, above Bpace should be lcft bla k. ) _ 1\




