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PART I.
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lying cause last,
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DUE TO (c)

18. CAUSE OF DEATH (Enter only one cause per line for (), (b), and (c).)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o _Coronary Artery Occlusjon . |
DUE TO (b _Arteriosclerctic cardio-vascular disease
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17, INFORMAN

HE

Address
3 A q/.sml/hﬁa
INTERVAL BEPWEEN
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MEDICAL CERTIFICATION

Death occurred at
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24. FUNERAL DIRECTOR ADDRESS 25. E RECD. BY LOCAL REG. EGISTRAR'S SIC;NATUR{ P
0dL 04/ S/8,
{Lice Embalm totement on Reversd Side)




3
STATEMENT BY LICENSBD EMBALMER
[~

o,

I hereby certify that the body whose name is recorded pr§e reverse side of this certificate was embalmed

- aas et ————

DY ME, OF BY oottt varrne s e et v e errnere e bssasrn s e s anan irant i een

.» Student Embalmer No. .........ccocvvenee

working under my personal supervision.

Student .o
Signature of Student Embalmer

- -

=~ 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.




