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13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14._ NAME OF HUSBAND OR WIFE
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Chronic brain syndrome fOves [ ONo | O unknown

19, WAS AUTOPSY | 20s. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY. OCCURRED. {Enter nature of injury in PART I or PART [l of ftem 18.)
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20d INJURY QCCURRED . 200 PLACE OF INJURY (2.9.; in or shout'homa, | 20f, CITY, TOWN, OR LOCATION - -COUNTY
WHILE AT WORK 3 farm, factory, sivaet, office bidg., etc.) o Tt -

[ A Mh ERTIFICATION

NOT WHILE AT WORK (] . ,
——— ~203 — 1195
21; | atiended .the deceased fr -19 63 1 2 »69 and last nw.zgllwu on.
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22a SIGNATI.IRE {Dagree or title} 22h. ADDRESS . 22c. DATE ‘SIGNED
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23a IM., CREMATION 23b. DATE 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION Rity, to or coun!y) (State)
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{Licorsed Embal + Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
sH.oui.d READ

“BY AFFI\DAVIT-OF .

. ITEM NO.




STATEMENT BY LICENSED EMBALMER

|.hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by. : : . . : Student Embalmer No.

working under my personal supervision. - Wﬂ%/
Student_- : Signed.

Signature of Student Embalmer

- = f'_:' e ) : ".. -~ Licensed Embalmer No 570'3
P. 0. Address //(-y %

T Note The above MUST_ BE- SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING n(FBI{UI’e to corrlply
with the above consmutes grounds for revocation of license),
if embalined by a' STUDENT, he also .shall sign in-his OWN-handwriting. -
" If this body is not eémbalmed, fact should be so stated above.
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