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18. (a) *Signature of funeral director.-¢
(b) Address

. (2) Place: burial or cremation...... 2
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(d} Length of stay: In hospital or Institution 7
(Specify whether || () Citizen of foreign country?. (Yes or No}
In this community.
years, months or dayvs) If yes, name country.
MEDICAL CERTIFICATION
FULL NAME. GHARLES_REBER N N
- e 20. DATE OF DEATH: Momih, OC 1. day 20t
. ts N 3. al Securit, . :
3. (5) if veteran I: ¥ year. 19&5 hour 7 lho minuta. }A M
0.
pame war 21, T hereby certify that I attended the deceased from“lol.g/h,s .............
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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, or by... : B

. . Regnstered Apprentxce No
Signed w k%cé/

R P.O. Addres*‘-

Note: The above MUST BE SIGNED BY THE LICENSED' EI\IB-\I..NIER in has OWN HANDWR[T]NG. . (leure to comply with .
1 the above constitutes grounds for revocation of license.)

working under my personal supervision,

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




