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7 L o fl freown NGy
] f Due to -
. G'/
Other conditions. \ n
(Inciud ¥ within 3 months of death) \u,/ —_—
‘ £ FPHYSICIAN
Maiofr findings: ‘L
Of operations........ . . \ ) Underline
: the cause to
\ wlixich&eahm
13 shou e
Of autopay.... atae
tiatimlly
. Tf death was due to extermal causes, fill in the following: 7

MOTHER FATHER
e,
i

16. (a)

17. (a)

&)
18. (o) Signatu
() Address
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STATEMENT BY LICENSED EMBALMER
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I hereby certify that the body whose name is recorded on the reverse side of this certiﬁcat'e was embalmed by me, or by.

, Registered Apprentice No

working under my perscnal supervision,
;

P. O. Addres o L A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING,
the above constitutes grounds for revocation of licgnsc.)

If 1his boedy is not embalmed, fact should be so stated above.



