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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:

8 .. Louls, é
VAR I S ET TP @ siie..M18SOUPL.... .. ® Coumy.St. Louis.Z&
Q. s
: 8 (If ontaide city ot town limits, write “RURAL” and name of township) (c) City ot town 01 1vette O
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MEDICAL CERTIFICATION
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[ 6. (b) Name of husband or Wil 6. {c) Age of husband or wifeif'|| and that death occurred on the date and hour stated aboves Duation '
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E = {City, town, or county) {Stato or foreign covulry)
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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

oo 2 el

Licensed Embalmer No.. # / ? d/

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NC (Failure to comply with
the above constitutes grounds for revocation of llc.ense )

working under my personal supervision.

- _. . If this body is not embalmed, fact should he so stated above. . “
- .




