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2, USUGAL RESIDENCE OF DECEASED: 1

ﬁ)
-l‘ ()

State. M ‘u,) County. M @L//DZ
City or town. i ﬂ%x ¢ dzé (j
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STATEMENT BY LICENSED EMBALMEI-‘.
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I hereby certify that the body whoese name is recorded on the reverse sxde of this certificatewas Lmbalmed by me, or by..

“working under my personal supervision.
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