EPARTMENT OF PUBLIC HEALTH AND WELFARE

ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
__Primary Registration District No. 1_003____Regim'lr'; Ne. _.2306___

=62-008860

STATE FILE NUMBER

Registration District No. __________
AMENDED
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MARY {MAmEY) C. UNLAND | vim Feb 25 /4b3-
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i 3 Y N
5 dJ I O Yes I & 3 Unknawn
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5 i PERFORMED? o . a n}
2 s YES[J NO
-
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< & INJURY a.m.
b4 8 ; p-m.
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L —
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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

x

or by Student Embalmer No.
working under my personal supervision. -/
Student. Signed ' ~

Signature of Student Embalmer

Licensed Embalmer No._f/C?CgO

P. O. Addressmm,.

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.




