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MEDICAL CERTIFICATION

20. DATE OF DEATH, Month,.
M#?J__ho
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RECEIVED - . :
District Health Officer No. 8,
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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. ,

working under my personal supervision, ) ’
. . Signed.../%.% b 7
7 L:censed Embalmer No 5? ?
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