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. Enter only onseauseper | 1. DISEASE OR CONDITION

Jine for (8), {b), and (¢y | DYRECTLY LEADING TO DEATH® (5 Benign prostatic hxpertr‘ophy with

) remia
> This does mot mean | ANTECEDENT CAUSES u i

FILED FEB 1- 1955 STANDARD CERTIFICATE OF DEATH Stete Fite No n 1 4176
"BIRTH NO. REG. DIST. NO. / E 2 PRIMARY REG. DIST. NO. _/ @0 . Registrar's No 9
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whort deseased lived. IT inntitntion: residenss befors
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

working under my personal supervision..

Lo LT 1= ¢ L PO PPN Signed ... /T XL /( ......... f‘o"“b‘—l

Signature of Student Embalmer

P. O. Address...... [ ‘

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



