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B unknown ] unknown G.W.Hunter
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21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.z..inozabont | 2lc. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE X bome, farm, factory, ssrest. offics bldx., sta.)
HOMICIDE . .
21d. TIME (Month) (Day} (Year) {Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
' WHILE AT NOT WHILE
INJURY WORK AT WORK
2. I hereby certify that-L gitenided the dt€eased from _5‘123— 19__85te RI?"-I’;"—'} , 18 , that I last saw the deceased
, o JrE LA e
alive on __:Affﬂ' 9 125 and thgt occurred at B240 P ., from the cmuca and on the date stated above.
2z, SIGNS gy A (Degros of ao Z3b. ADDRESS . DATE SIGNED
’, /2 - = B
. ﬁbff > State Hospitalfl 5/23/55
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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 embs

by Me, OF DY ..o iices s ncssa e e femeeeen . Student Embalmer No...........

working under my personal supervision..

St‘udcnt ---------- -s;b:;;l;;-;}--saml-m;i;;-----_---- s‘sned -------------------------------- P L L E LT T
Licensed Embalmer No...........
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.
1¢ this body is not embalmed, factyshd! &p.e)éb\d'ta_ted above.
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