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{If outside city or town limits, weite "INURAL"Y and name of township) {¢) City or town
{¢) Name of hospital or institution: G (If outaide ity of town Timlts, writs “RURAL"} L7
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3 e pculous 9 11615 o thoFacie
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STATEMENT BY LICENSED EMBALMER * :
l hereby certlfy that the body whose name is recorded op the reverse side of this certxﬁcate was embalmed by me, or by
L R | B .
d—of& - Regis_tered Apprgptice‘ No : e .
‘ workmg under my- personal supervision. .. . - ' , :
- ' ™ -¥\\: RNAN O\ Licensed Embalmer No = 2 _\ﬁ(‘-
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e \. B0, *Address_--mﬂ-f-_- .%ﬂmg_
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‘the above constitutes grounds for revocation of license.) . . e AT :-. '
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