THE DIVISION OF HEALTH OF MISSOURI
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E (Typeor Pty LULS Y. Trowbridge DEATH 3-6-52
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& etired *“ailway Mall Service Clerk Connersville, Inds. USA
< 13a. FATHER'S NAME ' 13b.. MOTHER'S MAIDEN 14. NAME OF HUSBAND OR WIFE
. Irvin C, Trowbridge | Mary O. Ya ttie Trowbridge
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un‘ﬁﬁ 2_G300-5 Memoml ::ark , Hansas, Cityv, Missouri.
DATE REC'D BY LmEAGL REG S S]GNATURE . FUNERAL DI RECTOR'S 9.' GMATURE ADDRESS
3-29.3% j‘ﬁ 3 inkingbeard Funeral Home, Ava,Mo.
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by . ...

Student Embalasr Mo,

working under my personal supervision.

StUdBnt cemrerrrrerrrenees eereeeees v— Smed%&%(;,%&/

5t dmt Eabalmar
"’ Licensed Embalmer No.-.ﬂé.ﬁ:...........ﬁ._............

P. Q. Address_&@..,_._m{_.._.. S

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.) : N

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




