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1. PLACE OF DEATH

a. COUNWA/QV/EJJ

o. STATE

2. USUAL RESIDENCE (Where deceased lived.
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2."CITIZEN OF WHAT COUNTRY?
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= Coity

14. NAME OF H’UQBAND CR WIFE

MOFY _ Me

Aulvs7 VEEEL)Y

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

~
230, BURIAL, CREMAMON,
EUSERT S

ify)

N s zzy

15, WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SCCIAL SECURITY NO.| 17, INFORMANT Address ) .
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18. CAUSE OF DEATH (Enter only one cause per lins f#f (a), {b), and (¢).) (4} <« INTERYAL BETWEEN |
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IMMEDHATE CAUSE (a) -
Conditions, if any, DUE TO [() g
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stating the under-
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WHILE AT[:} NOT WHILE 0 farm, factory, street, off:ce bldg., etc.) Lo . )
.| WORK AT WORK i - e
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- '~2'|‘."'| attended the deceased from _ /?4 ? , to dka é ﬂ,a‘ zféﬁhst iawu alive on 42 o é 2 d| ; l 25?'
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STATEMENT BY LICENSED EMBALMER

- 1 hereby certify that the body whose name is recorded on the reverse side of this cettificate was embalmed

- - by me, or by ; : : i Student Embalmer No. .......... Y.

...........................................................................................

working under -my personal supervision.

S Student e e
Si‘gnature of Student Embalmer

swz AT

' Note: The above MUST BE SIGNED BY THE LICENSED EMBAL_MER?'in.hiws_,.OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




