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years, monthy or days) If yes, name country. =,
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21. I hereby certify that I attended the deceased from
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| . Mﬁ_l_ . l.cher conditions
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12, Name John Wheat . : : Of operations.... - : . T
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(Licensed Embalmer’s Statement on Reverse %e)




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.

. - License& Embalmer No,» {fg 2 ’?
] AN
. . P. 0. Address... {-%{,ﬁ_ﬂ-.’__%
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