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18. CAUSE OF DEATH MEDICAL. CERTIFICATION . INTERVAL BETWEEN

- ONSET AND DEATH
| Enter only onecaumper | |. DISEASE OR CONDITION —_— 9
\ize for (83, (b), and (c) DIRECTLY LEADING TO DEATH‘(a) .
Fs
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ease, injury, or compiica- DUE TO (c} i £ '
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2. I hereby certify that I.attended the deceased from W o %. IQ_L’Lf that I last saw the deceased
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O ey /[rD U 6p b/ Lo .,
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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__.....\._'_..".‘..........

....... , Student Embulmer No.

working under my personal supervision.

Student cousvcserannsscsssseastaanas taasuan @%MOM @ '71/0"6“"/@&
Student Enbalnor gq/ﬂ
Licensed Embalmer No

P. Q. Address S,

v °r

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




