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1. PLACE OF DEATH:
(a) County,
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(Specily whether || (£} Citizen of foreign country? (Yes or No)
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3. (p pRINT CATHERINE BOYLE MEDICAL CERTIFICATION
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_ . 20. DATE OF DEATH: Month.. DEG .. day 28th
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— ik e e _1.9__ hour. q 90 minute, L] M
NAME WAr. No.
21. 1 hereby certify that I attended th decmsed from
5. Color or 6. (o) Single, widowed, married, Ju Y l9.3,é. to Dec 28 19.]:}._!12".
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35| 11 1
hr. in
i = Due to /D fA ' i
9 Binhplace....__...n_Q.;%__kn.Qﬂn___ .......... /. I%’Lﬂap.urzi ....... - . v T/ /
ity, town, or co! tats or foreign country)
H uﬁ'bne Other conditions /) ’L“ t I
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17. {a) - UI'lc ("’) Da.t: thereof. (e} Where did {ojury ocrus (City or town) {County)
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STATEMENT BY LICENSED EMBALMER
_ I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
__________ o : 5 <oy Registered Apprentice No........ . o

working under my personal supervision.

v

............

Note: The above MUST BE SIGNED BY THE LICENSFD FMBALDIEB in his OWN HANDWBITING (Failure to comply with
the above constitutes grounds for revoeation of license.)
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A r_;;\ Il‘_thns body is not embzlmed, fact should be so stated above.




