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o 2 ' a O hr. min
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22. If death was doe to external causes, fill in the fellowing:
(3) Accident, suleide, or homiclde (specify}
{4} Date of oocurrence
(¢} Where did in)ury occur?
(City of town) County) [£.17

(d) Did injury oceur in or about home, on fn.rm. in indu:trial place, In public plwe!
4 T
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(&) Means of gujuzy

(Licensed Embalmer’s Stutament on Heverse Side)




RECEIVED -
District Health' Officer No. 7,

District File Number. }_}_-ZZ:.@.’Z.:{ ‘
Date Filed __.. .:_.7.:..;{./.-----..-

STATEMENT BY LICENSED EMBALMER - -

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

Registered Apprentice No

d K. Alwm:a‘

3350

working under my personal supervision.

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faildre
the above constitutes grounds for revecation of license.) )

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




