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18. CAUSE OF DEATH (Enter only one cause per line for (), (b), and (c).} LV INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH,
IMMEDIATE CAUSE (a) COW—OM_QAJ&_ & CC;@(J—M\—& MM
DUE TO {b) CM—MJ_,L 7W ¢ lﬁ-gv A,

Cenditions, if any,

Wre i drem Q. wo symproms will be lisTed.

21. L ottended the deceased from _SBtsA. 1 &, .J."?, o Gfanf ) [ Qo F codlast son P cliveon__ Gmnrb€ (F 3~
Deoth occurred at ‘? -’4‘ j- ¥/ a on the dote stated above; ond to the best of my lmowled£ from the causes ndf:d.
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‘;‘ : H p.m.
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230. BURIAL, CREMATIQN, | 238, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tamn, or county) {Srote)
FERY | J -2205 9 "8y pliureod] Crud ClowFia Jeen
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i
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY ittt iirte e tren s trrensreresestnra s rnntnsssessnraensnssssanrernrnnren , Student Embalmer No. ............c.oueoe

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

Licensed Embalmer N 37/ ......
P. O. Address.{%g.. ﬁ-‘z}‘}

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




