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RECEIVED JUL 1 11950
District Health Officer No,
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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 embaimed by me, or by e,

S eeree s e tem e e st e et e et ees e ettt er s et msane 74!7.44.% ............................. , Student Embalaer No.
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Signed & 1P e -
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I this body is not embalmed, fact should be so stated above.




