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18- CAUSE OF DEATH (Enter only one cause per Lige for (a), (b), and (c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a)

21. | attended the deceosed from T - - 57 . 7 L - 3‘? ond last 'sawi,‘" alive on -G - 3.7

Death occurred at 4 ] 3 &a d; z 6 2 i ® on ﬂ'l- date stated above; and to the best of my knowledge, from the causes stated.
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STATEMENT BY LICENSED EMBALMER

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

by me, OF BY (e s , Student Embalmer No. .............eeees

working under my personal SUpeTvi; ision. 4

Student .......4..7 ..... O ................................. Signed ... ,_,;/ W_ ....... zgm .....

ignature of Student Embalmer
(" , . Licensed Embalmer No. 3_? {R
ol , . - . . . . p.oO. Address...._.j) 7. %X%g p

."' A.i" ..""‘"4 P - ..“_
Note: The above MUST BE SIGNED BY THE LlCENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of lxcense) b .

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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