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10. Usnal tion #M Other conditions. o’
sual occupa (Include pregnancy within 3 m‘h of death) [
1. Industry go-Yusi 100 PHYSICIAN
-1 Major findings: : Pr —
& f-12. Name” ZP@Z—— ...... ....................................... : S o AR Of operations Underli
= = . : e nderline
&= | 13. Birtbplace 4 . ~7re Eo—ay j gﬁggs;:g
» d’.‘hy. tovn.zﬁnty) f j Of autopsy should be
pl { 14. Maiden name - charged sta-
= N 2y See above tisticafly.
§ Birthplace T — w““) 22. 1f death was due to external cavoes, fill in the following:
)]
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I hereby certify that the body whose name ia recorded on the reverse side of th:s certxﬁcate was embalmed by e, OF bY.oooooor oo e

-l.'

‘\_* : *Reglstered Apprentlce Na

working under my personal supervision.

LA M

. “ . - Licensed Embalmer No.- }\OS 7 0

P.O. Address / / (0 777/()

Notet The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWRITING. (Fallure to comply w
‘the above constitutes grounds for revocation of license.)}
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