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3. () If veteran, 3. (¢) Social Security 19 46 5:00 A
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Katherina Mandl ative._ 19 Immediate canse of death BDuration
August 17 1865 Aot oKl
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E{ 13. Birthplace frus tr ! a- .F{-Uﬂpar.v, ? Vl’ L!! $E§§£?§
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16. (a) Informant... €0 M. Mandl : {a) Accident, suicide, or homicide (specify)

(5 Address 5428 huchlgan ) Date of cocurrence
17. {a) Burial - () Date thereof H-22-46 () Where did injury oceur?. ey o i

| (Bural, eremation, of removal) Mt St:!Nar %mmsh’ (Day) (Yeas) (4} Did injury occur in or about home, on :"arm in industrial pl;ce in public place?
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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

S %&t& / g//«/m&%%

Licensed Embalmer No "5 / Fs ' :
*'P. 0. Address.. ﬁ 5W %

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALI“ER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.

working under my personal supervision.




