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o1 )11

Rev. 5

8. (b) If veteran, 8. (¢} Bocial Security pear 1945 hour. A bout 10 e z 0 P "
name war N Oone No. N one
21, I hereby certify that I sttended the deceased from__?]ﬂrz\._-ii}..z_
; §. Color or 1 6. (a) Single, widowed, married, 18 , to é 2 g 2 L 19 .QLL:
4. Bex Fe ma 13 raca Whit divorced_.._ME.g'.r.r__i.:_Q.d] that I last saw h©&A  slive on.. M 2- o . 19 V!."
6. {b) Name of hushand or wife.. oo 8. (€} Age of husband or wife if || and that death cecurred on the date and hour stated aboye ., |
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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

.» Registered Apprentice No......ioee. ‘ ,
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. working under my personal supervision.
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