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2.0 9 Y 2 W c_" at &5 . @ StreetNo. 2092 W _Caates ¥
{If not in hospital or uiing, write streot or ) ) {If rural, give location)
{d) Length of stay: In hospital or Institutlon :)
(Bpecify whether {[ {£) Citizen of foreign country? (Yes or No)
In this community.
yeors, months or days) If yes, name country.
MEDICAL CERTIFICATION
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WRITE PLAINLY—~USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

I hereby certify that I nttem'ied the deceased from

. 6. {a} Single, widowed, marred, |{ 19}
4. Sﬂ.mgl&. mce_wm.% di .__QY_Y__‘_C..A'! that Ilastsaw h alive on 192
6. (b) Name of husbandorwife _______ . 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. Duration
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16. {a) rnfoma'lﬂ 5 l __]_ Y zZ Q h D OUNNS M_ {a) Accident, suicide, or homicide (specify)
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17, (@ — R YAl () Date thereot. LD 86 7 = & &y || ) Where did injury occur? T s " S
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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

working under my personal supervision,

Licensed Embal

P. O. Address...... £ YA/ LAAA 4

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

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




