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d. FULL NAME OF (If aos in hosplal or iuamhq xive streat address of location) d. STREET - (IF rural, give location)
HOSPITAL OR . , ADDRESS
INSTITUTION
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(rveor i) ) SABROS E - VALENTINE pame QCT 1953
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13a. FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

CHAS VALENTINE | [PoMT (YN 4

IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' 5 TUREr;OR NAME ADDRESS
(Yea, s, or unknown) ‘ (I yus, cive war or dates of zervice) NO. . [ a )
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Zia. SIGNATU (Degres or title) | 23b. ADDRESS . Bc. DATE SIGNED
M &2 D.0. New Haven, Mo. 1'0/26/53
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STATEMENT BY LICENSED EMBALMER

{ hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by

Studont Emdalaer No.

working under my personal supervision.

SLUdeAt urerveracacacsucnstsnsscarantnnnne
Student Embdalmer

Licensed Embalmer No.

P. 0. Aldseucn 3.0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (F comply
the above constitutes grounds for revocation of license.) W

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




