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22. If death waa due to external causes, fill in the following:

(a) Accldent, sulcide, or homicide (apecily)
(&) Date of occurrence.

Where did injury oceur?.

{Clty or town)

tote)

(Couaty)
Did injury oecur in or about home, on farm, in industrial place, in Dubl?lc place?

(Specily lype of place)
Means of infury....
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1 hereby certifly that the body whose name is recorded on the reverse stde of thls ccrtlﬁcatc was embaimcd by me, ot by

\

* Registerad Apprent;ce No

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRITING.

(Failure to comply with
the above c()llstltl.ltel grounds for revoeation of license.)

If this bady is uot embﬂlmed, faet shoxﬂd be so stated above.




