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PART 1. DEATH WAS CALSED BY:

IMMEDIATE CAUSE (a)

}

Conditions, if any,
which gave t1se 1o
above cowse (a),
stating the under-
lying couse lost.

DUE TO (b)

18, CAUSE OF DEATH (Enter only one cavse perline for {a}, (b), and ().}

__é‘g_In_Au—_U_A.q ety &< uéfg-_.._.q—'

INTERVAL BETWE

O?ET‘;.ND DEATH

&‘-h-.,; Sc/egetre A&«_,,.«, h;-‘-{ﬂ_rt’
DUETO(:)M w::s‘

PART Il, OTHER SIGNIFICANT CONDITIOM CONTRIBUTING TO &ATH but not reloted to the terminal diswase condition given in PART | {a}

19. WAS AUTOPSY

PERFORMED?
YES[] NO

4300

MEDICAL CERTIFICATION

Death occurred at >

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.)
] (I |

20¢. TIME OF Hour Month, Day, Year

WIURY  am.

p.mm.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g.. inor abouthome,| 20F. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, streat, office bidg., atc.)
WORK AT WORK
21. | attended the deceased fn:mg arl ! ,-’1 , ta g‘*q /0, l’-‘ jond last i saw] " glive on 4!-. J; o, Ifﬂ
] )

m on :ho dote siated above; and to the best of my knowledge, frern the causes stated.

WTURE

by frie

{Degree or titla}

R

22!: ADDRESS

0

t—./cft h’lo

22:- DATE SIGNED

1>, 1458

230, BURIAL, CREMATION,
REMOV M (Spagify)

23b. DATE

23c. NAME OFzMETERY OR CR EMATOZ 2365 OciTIDN {Clty, town, zteumy)

'($luh)

e

25. DATE RECD. BY LOCAL REG.

fm&&ww e />-SF

ﬁrsmm's SlGNATURE/d 4

X

Stotemant on Reverse Side)

(Liconsnd Epfiaid



. 5,
T
&
z-ﬂ
e
-
D -
% T

e
.,
w3
rI
.

a- . w .
B * . . - . - -
- * . o e A . X PR

STATEMENT BY LICENSED EMBALMER

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

DY M@, GBI, .. ouerereereriesisree e s e s e ., Student Embalmer No. .........c.ooeoneee

working under my personal supervision.

SEUARNL  +everrnnrriririieransestoseaiarsmrasrerrosasssasaasrase
Signature of Student Embalmer

" Licensed Emba:t’n%... A A A AN
P. O, Address na®. o .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

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.




