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0 1. PLACE OF DEATH j 2. USUAL RESIDENCE (Whers d d lved. N L id before
a. COUNTY . . STATE b. COUNTY adinimlon).
A . . Illinois Hardi '
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| 1{[1s. cause oF oEaTH MEDICAL CERTIFICATION INTERVAL BETWEEN
¥ g | 1. DISEASE OR CONDITION AND DEATH
Z n::::’f:{?;‘;“aﬁ'g DIRECTL Y LEADING TO DEATH® (g —Bronchopneumonia, a1l lobes 10 days
o This dots mot mean | ANTECEDENT CAUSES
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STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY I, OF BY ittt i iteedeaeaitessesamasarearasazoanas

working under my personal supervision,.

Student .. .............. et i ieeaesasaraaenann—ann

Sighature of Student Enbaloer
Licensed Embalmej No. "’;/f

gl ope e A
P. O. Addresgéé{v{é?f%-z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with tl;e“ ‘above constitutes grounds for revocation of license).

If e!“b ed by 2 STUDENT, he also shall sign in his OWN handwr1t1ng

aLed th1yb dy is not embalmed, fact should be so stated above.
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