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L2 eMond. TOWN : o
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i5, WASDECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY
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TION :
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INJURY WORK, AT WORX
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S : Y )} A : /3, 1 24T
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(Licensed Embalmer’s Statermnt on Reverse Side)




RECEIVED : _
District Heslth Officer Ho./MOé;tf Cr. M
Pistrict File Number /207
Pate Filed _JAN __ 3.0

STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, 0T by merccmeerecmn
, Student Embaleer No.
working under my personal supervision. %
SEUdBNE vvavennvasrracnsorsstoanninsannens Signed KR/ 0

Student Enhalner

Lu:ensed Embalmcr No V'z 7O .

P. O. Address /'A‘—"O — 4@ 7¥)o .
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the above constitutes grounds for revocation of license.)

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




