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INSTITUTION  (Beacn, “Blapice ﬂ‘{f,,{,y ADDRESS YesO No®-

=
3 ::a_.l‘ :‘ru First Mlddg Lost 4. DATE Month Day Yeor
OF
(Type or print) é&“c 2A :é; DEATH A 32, 57

5. sEX 6. COLQR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years
@ MARﬁED [<F never marriED ] r P e

Months | Daw Hours [ Min.

IF UNDER | YEAR |IF UNDER 24 HRS,
7 12—

12, CITIZEN OF WHAT COUNTRYT

V.S a .

-110a. USUAL OCCUPATION ((ive kind of work done

d&gv most of working life, even if retired)
Line ol :éu,muz

winoweo [ owvorceo [ M Ao,1992- =53
¢l
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STATEMENT BY LICENSED EMBALMER

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

byme, or by ... coeiiiii Cecieenans et eeacnanrnea e eeareriaeans , Student Embalmer l'\lo.._ ......... |

working under my personal supervision..
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Licensed Embalmer Noy-g-)
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license), )
*° T If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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