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1, PLACE OF DEATH;
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11. Industry or business ‘ ..| PHYSICIAN
5 12, Name. ....ooen Unknown Ma!ofr ‘;‘;ﬂ},‘,‘ﬁim
e e I 9 [ Underline
& 1 13. Binthplace : Unknewn » :xgtéseento
{CiLy, town, mUmﬁ?( I%.OXm (Stats or fareign couatry) Of aNLOPIY e should‘g

tistically.

1\8 (s), Slgnature of funeral director. 2 L inkinbeard Funzral Hy|:
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(b) Date of occurrence
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(City or town) (County) {State)
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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, 0 BY. .o oo e
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“working under my personal supervision, : .
< L SlgnedM/ 4 Ao\
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