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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
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E 21. 1 hereby certify that I attended the deceased from
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& ( 14. Maiden name__._ deceasad —- .t .. MANIIN s PEY charged sta-
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= 16. (a) Informant.._tlecord clerk (6} Accident, suicide, or homicide {specify)
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Where did § 2
17. {a} i hAALAK . (B) Date thereof..‘[. 4 é g‘ ay;;.).... © ere did njury occur {City or town) {County) Sate)
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(¢} Place: burial or cremation 1.} )
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18. (s) Signature of f‘i director.. 7 TR LU (L — L L] —
w0 @ Acldr?s:...l rg b 23, Slmtlu"" ( ! ' (M: D.o¥ other)....
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(Licensed Emha._lmer'l Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

.+ 1.7 I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. PR AP

S E— , - - S ...y Registered Apprentice No e ey

working under my personal supervision,

o Signed_.....@"l’ﬁ< ' V A .
RN e | 7 ' - icensed Embalmer No 9- S (O @)
| P.O. Address.......jgl....g.a ............................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRITING, (Failure to comply with
the nbove constitutes greunis for revocation of license.}

If this body is not embalmed, fact should bhe so stated above.




