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1 PL.ACE OF DEATH

v oo TASPER

2. USUAL RESIDENCE (Wbers deossasd lived. I institution: residence before

ST KansSAS

b, COUNTY,
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(If rusal, give lunlon)
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(Typeor Print) A O JMMAO NS s My 3 /958
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18, CAUSE OF DEATH
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DUE TO (c;a’r{erwscle ro3) s Cenemlu&’l‘

Chrosic

Conditions contributing to the death but ot l_j 6 I ,(,
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19a. DATE OF OP_F'IBAN- 19b. MAJOR FINDINGS OF OPERATION ! 2. AUTOPSY?
33‘ x YES D NO E
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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 emba

by me, Qs . .o e » Student Embalmer No,............

working under my personal supervision..

Student ... .. oeiiiiir it i Signed
Signature of Student Exbalmer
Licensed Embalmer Noy?yﬁ
.| . P, O, Address GZJCH YP... :—;.idJ
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa

to comply with the above ‘constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
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