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HOSPITAL OR . ADDRESS - E
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Hougekeeper Missourl
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SUICIDE boms, farm, [actory. sirest, office bldy..etc.)
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INJURY WORK AT WORK
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. Date éecewed SEP 1 8
: DISTRICT WgalT

Dist H OFFice #3
Do r:;t‘ Fite Number 950
(] .
Hed: - SEP 1 9 159
STATEMENT BY LICENSED EMBALMER
I heréby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...
- L . ' Student EMOalmer Nouuieeversoscesoransersanns
working under my personal supervision.
Signed... _QI‘M ﬁ W"
i deoeronnrnonanrsssonsvnnsnnensaannans i
vhane student Embalmer Licensed Embalmer No /‘/2/9

P. O. Addressw %:Q___

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER 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.



