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STANDARD CERTIFICATE OF DEATH
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18. CAUSE OF DEATH MED CERTIFICATION nTeRdL & e
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/ STATEMENT BY LICENSED EMBALMER

I hereby certify that the‘tiody whose name is recorded on the reverse side of this ce'rtiﬁcate was embalmed by me, or by —curiaee.
4 .

studmt.hhalnor Mo.

working under my personal supervision.

T BtUNt cusuiaresreatansrransasaeananatanns . Signed
: Studu\t Embalmar : (oL

% B S ) T SRR, Licensed Embalmer No

S -
e P, O. Address__.
Note: The above MUST 1BB SIGNED BY THE.: [.ICENSED MAL]MER in his OWN HANDWRITNG. (Faﬂm‘e to comply witl
the above constitutes grounds for revocation of license) o
i t!m bodyqn not embalu;,gg._faa should be so stated above. T -
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