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MEDICAL CERTIFICATION
3. (a) PR[NT
B FULL NAME .. ANnN. Mary. fallner—— e
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3, () If veteran, 3. {e) Social Security 1946 T O P
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“I 4. Sex emdl e race. Jhi t divorced.. Wi‘g'gw‘“"?f! that I last saw h_£.._alive on__._..#,,f,,ﬁ__,._ﬁ_m .,4:,3_.. 19,2_.[‘,
Z 6. (5) Name of husband or wife........_.. 6. () Age of hushand or wife if || and that death occusred on the date and hour stated above. Darasion
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7. Birth date of deceased................ Magﬂ.w.._..».._.._:i(lm,......dl.8.6.8._... W 6 A"é"
.3 {(Mont Dy (Year) || Y,
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4] 8. AGE: Years Months Days If less than one day - Due to. WW’L )
Z
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hr. min
2 78 6 13 - Due to MM-SW
<& || o mirnhonce 3% e Lonls , Jiggouri Zr
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s{ 15. Biﬂ'hnh" k ‘ ; Germny Lj‘ 22, If death was due to external causes, fill in the following:
g = ‘ (Cuy, town, or t%onnlx) ’l . - (Suu or foreign eounu;-) * ' wingi
. ; 16, () Tnformant_. MIS ~ Anm 1.9 "ra'l " Tf r . () Accident, suicide, or homicide {(specify}
@) Address_. 1902 _CQI‘A_ Ave S (6 Date of occurrence
1@ _Burial . () Date thereot.. 1.2=_ 17 =46 [{ () Wheredidinjury occur? TP a—
{Barial, crmation, or removal) (Month} {Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, it pubhc p]ac:?
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[T | B et g ¥ (] . P
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(Licensed Emba.lm—:r'. Statement on Reversc Side) V




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.

, Registered Apprentlce No....... '

Signed ff AL (/(, ff/‘ubc/é

Licensed Embalmer No 2186

working under my personal supervision.

) P.O. Address. 3.5, .I- ouis, MOe

Note: The above MUST BE SIGNED BY THE lesm EMBALMER in his OWN HANDWRIT]NG (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




