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—Homer G Phillips Hospital (@ Street Nov._ 201 re 7
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(Spocify whether || {¢} Citizen of foreign country? {(Yes or No)
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years, wonths or daya) If yes, name country.
3. (2} PRINT MEDICAL CERTIFICATION
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. teran, . u
@ veteran ¢ i year. 19[{'6 hour. minute, 10
name war. No
21. I hereby certify that I attended the deceased from
Z 5. Color 6, (a) Single, widowed, married, 12—13 lg_é_..., to 12-15 19, 46
1. sex_lale | racek 2 d.ivoroed____._{.}l_jlg..... that I last gnw h im alive on Dec. 15 46
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STATEMENT BY LICENSED EMBALMER

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

- , Registered Apprentice No.

working under my personal supervision,

Licensed Embalmer No ﬂ ?/ ‘«—S

P.O. Address...f &o/éa«\-— /‘

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




