THE DIVISION OF HEALTH OF MISSOURI

. No,300
, MAY 24 1057  STANDARD CERTIFICATE OF DEATH e e v 1 SO
. 10.48 HLED 19 10 .....
! BIRTH NO. REG. DIST. NO. 318 PRIMARY REG. DIST, no._l_O_QB Registrar's No..; 44
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lvad. If institation: residence before
a. COUNTY —*3'7:“'" - a. STATE b. COUNTY ‘cdmi'ufonl-
b. CITY covs LENGTH OF cry KAN;AS . e 8 ——
. (l outzide corpurats limits, write RURAL and give ¢. LE c. Cl | + d.Is Hestdence withln Lmits of
R - AY (in thia a or ineo wn't
TOWN £7. cowns tomesbip)| STAY (it place) TouN 054 wWAToMIE b ;’g d_ "’ﬁ’:"?:b.
F}l-i'!._ls_ P_FAME OF (it not in bospltal or institution, give streot address or location) RE.SS I{ rura!, give location)
jéj INSTITUTION MO . PAL. €MP. HOSP, ASSA/). 3“}’ 1616 wesT PRCIE
3. NAME OF a. (First) b. (Middle) c. (Last) 4 DATE {Month) (Day) :
DECEASED 34 (Year)
(Tyeor Pine)  WILLIAM RAY MonND  E(CHORN A MAY & g
5, SEX 0 6, COLOR OR RACE | 7 \P#IAD%%!'E[I; gf\\:‘ggcggRRlED. 8. DATE OF BIRTH 9. tf.GEir:.Ei";n 1\:;- lIN::R V YEAR | oF uwOER 4 HEs.
(Bpecifs) T ay ant! Days | ITou Min,
MALE | wiiTE M ARRIED S6PT. 20, (887 Gg . [
10a. USUAL OCCUPATION (Give kindof & 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE . ,
:omdu.rinl mutofworkinsﬂ(h::unu'nu:::lk) DUSTRY : (City and State cr Foreign Country) I I 12.CS|T;V}%ERQII’?FWHAT
G . RAILROAD Kansas
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME - 14. NAME OF HUSBAND OR WwIFE
Charles Eichorn unknown Ora Eichorn |
5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURL‘TY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS |
(Yes, oo, or unkoown) (Il yem, pive war or datea of service} none Jay Ei chorn’ OS t awOmie R K&nS as ‘
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN ,
_Enter only onecauseper | 1. DISEASE OR CONDITION t ONSET AND DEATH

DIRECTLY LEADING TO DEATH‘(H)

line for {a), (b), and (¢}

*This does mot mean ANTECEDENT CAUSES

the mode of dying, suck | Aforbid conditions, if any, giring DUE TO (b}
aa heart faflure, asthenta, rise to the above cause (a) slating

y the underlying causz taat. @‘%i
case, injury, or complica- : . DUE TO (&) . k

ete. Tt meana the dis-
tign which caysed death. | 11, OTHER SIGNIFICANT CCNDITIONS

- Conditions contributing to the death but nof
related to the dizeaze or condition causing death.

19a. DATE OF OP'FI%AIG 15, MAJOR FINDINGS OF OPERATION

2. AUTORSYT Ao

4%—3 p ves [ ang/

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE bomae, Iarm, fagtory, street. office bidg., 410.)
HOMICIDE o . .
21d. TIME (Menth)  (Day)  {(Yesr) {Houn 2le. INJURY OCCURRED 2it. HOW DID INJURY OCCUR?
oF WHILEAT[] NOT WHILE
INJURY m. WORK AT WORK

22, T hereby certi 7t t I altended the deceased from w lo _ﬁﬂ_y_L 19..£Z that I last saw the deceased

alive on _éi . , 19857, and that death occurred all ., from the"Caljses and onythe date sinted abore.
23. SIGNATURE mtm?) 230~4PPRESS 23, DATE SIGNED
B - A~ Yg) | T 8T

WRITE PLAINLY-—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD O

%'IIB.NBEJSMI(?‘;..LC?::;A- t.DATE i 24;. NAME OF CEMETERY QR CREMATORY | 24d. LOCATION (Qityf town, or county) T '(Smte)
. {i ¥} " 3
£ lremoval ol bBe8-67 Q. ... . . 4. [eevatosle,f, Kansas -
DATE. REC'D BY LOCAL | REGISTRAR™S SIGNATUR| 25 FUNERAL DIRECTOR'S SI GOIA‘I‘I_.IRE ADDRESS
MAY 8 'HT* }yﬁi Birchard, Osaswatemle,, Kansas -

%ﬂ {Licensed Em.sal:m:- Statement on Reverse Side) .
. - -~

'




w e . l

' . STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by me, or 2 e eaaeiaeaeas e » Student Embalmer No.............

working under my personal supervision..

LT UY 1 S ‘Signed.. W% Z'L‘/Z

Signature of Student Embslmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).
"If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ..

J¥ this body is not embalmed fact should be so stated above.
. eI

\,



