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22. If death was due to external causes, fill in the followlng:
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{(d) Did injury occur in or about home, on farm. in industrial place, in public nlaoe?

{Specify typa of place)

~While at work?.........,____._. (e) Means of infury_
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..... . .. ...
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