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IMMEDIATE CAUSE (o) ,_QM@J = ‘
- . . a
Coraions f om, DU TO (1 aleleclaaca , congewilal ROks. 35 mten
which gave rize t y
above cause (a) .
z lying couss last, DUE TO {¢)
E . PART II. GTHER SIGNIFICANT CONDATIONS CONTRIBUTING TE DEATH but not related 1o the terminal disaass condition givan in PART | [a) 19. gAs AUTOIE°SY
, - ERFORMED?
g W ' Il YES [ NO[]
=1 20a. ACCIDENT SUICIDE HOMI€IDE 20b. DESCRIBE HOW INJERY OCCURRED. (Enter nature of injury in PART | or PART |l of item 1B.)
ur
o O O O
S 20c. TIMEOF Hour Month, Day, Year
a INJURY  a.m.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., ate.) .
WORK AT WORK . )
21. | attended the deceased from ”‘. - ?'4’- M to I""'” AMMI lest 3aw hi ;1 alive on lf-”- ,’ J. 4 PM
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1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
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working under my personal supervision.

Student .ooreiii s e s e Signed
Signature of Student Embalmer
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Note: The above MUST BE‘. S[GNED BY TH\E LICENSED EMBALMER in his OWN HANDWRITING. (Failurg
to comply with the above constitutes grounds for revocation of license). o
- 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.




