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I hereby certify that the body whose néme is recorded on thé_teve_rse side of this certificate was embalmed

by me, or by : : - .+ Student Embalmer No. .............euet
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Student .ooviiiiiiie e e e s e s eans s
Signature of Student Embalmer

ST P. O. Addr

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his‘OWN- HANDWRITING (Faxlute
tg comply with the above constitutes grounds for revocation of hcense) _

+« If embalmed by, “@:STUDENT, he also shall “gi gAninvhis OWN" handwnturg- O A - '.__'
If this body is not embalmed, fact should be so stated above. ) ’

oy r Y- ; . S oy
CRNRVTRCIOM o DT REB A




