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MEDICAL CERTIFICATION

x September . 20
3. W) I voteran, 3. (©) Social Secarivy Mo, || 2% DATE OF DEATH: Month DOD day.
| . yﬁr...l&%.s hour. 4 tminute. 55 B’M

a
g
&
=
[+
&=
=
-9
< -
name war. m I Urlk.
a - 21, ¥ hereby certify that I attended the deceased from
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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

, Registered Apprentice No.

i e

Licen;ed E-mba:lm No- -57 '7/7
) P, 0. Adicsd A e g 24,

working under my personal supervision.
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If this body is not embalmed, fact should be so stated above.




