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745 ST IASNET ADM HOSPIMAL 55 0avs pg 16" 2610 HIGKORY Yes O] e
3. NAME OF DECEASED Flrsi ‘Middle Last 4. DATE Month Day Year
(Type or print) . OF
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' dur rking life, gven if rutired) INDUSTRY
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18. CAUSE OF DEATH (Enter anly ane cause per line for {a), (b}, and ().}
ONSET AND DEATH
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. STATEMENT BY LICENSED EMBALMER - .

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

’ by me, ot by ..o eerreerreraiens e rresraasrernniatenianannraanas ., Student Embalmer No. ...................

working under-my personal supervision.

Student oo s e
Signature of Student Embalmer

=70 Note: The aboveé MUST BE SIGNED BY THE' LICENSED EMBALMER-in his OWN HANDWRITING. (Failure

I c{'?mply with the above constitutes grounds for revocation of hcense) s i ]
RENEI R -if-émbalmed by*a STUDENT; he also’shall sign-in hig: OWN handwr1t1ng 8 2
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