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108w Browning — uralwmshe] STAYdcesken) OB HErgwning nura o
a d. FULL NAME OF (If not in hoepital or fnstitation, give streot address or location) d. STREET (If rurs!, give location)
(=) HOSPITAL OR ADDRESS
o INSTITUTION
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13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME L4. NAME OF HUSBAND OR WIFE
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(Licensed Embalmer’s Statement on Reverse Side)




Date Received; DEC 181
DISTRICT HEALTH OFFICE ;
| District Flie Number/;~6‘o
‘ ‘ . Bote Filed: DEC ;1 9 o5

STATEMENT BY LICENSED EMBALMER

\

I hereby certify that the body whose name is rejcorded on the reverse side of this certificate was embalmed by me, of by ——

............... , Student Embsimer No.

working under my personal supervision.

SEUABNE 4irerinsrreraianriansanosaseasaans . Sime% =< <4 I vz:‘:ﬂ_%@./?‘(n_u

Student én.ubalnor
“a * . \ Licensed Embalmer No ,4‘(/ <. -

[}
P. O. Address@m"""f

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure toémply with
the above constitutes grounds for revocation of license,)

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




