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WRITE PLAINLY—USE UNFADINUSTETCE INK—MAKE A PERMANENT RECCTjm—m—

N. B.—Every item of information should be carefclly supplied. AGE should be stated EXACTLY. PHYSICIANS should-
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exaet statement of QCCUPATION is very imptﬁmnt.
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Dr.P.J.Reilly
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STATEMENT BY LICENSED EMBALMER
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