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- {1 oot in hospital or institation, write street muabu or location) (If rura), give location)
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(Specify whether {e) Citizen of foreign country? (Yes or No)
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STATEMENT BY LICENSED EMBALMER

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

..... . : ‘..., Registered Api)_ré{ttipe No

working under my personal supervision. TR T

. * P. O. Address.. ...f
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