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HLED FEB 24 1958

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
I8

28-005045

STATE FILE NUMBER
Primary Registrotion District ND-..%-[_Z_Z_--____.._- ch-iﬂmr'f No. =

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rnsjdgncg h)efora
. COUNTY a. STATE . b, COUNTY admission
: Gasconade Missouri Gascongde /
b, CBTRY (H outside corporate limits, give TOWNSHIP only) Inside Limits c. CE)TRY 4 Inside Limits
Y M
TOWN QOwensville B e Town  Qwensville 1757 Yo X N U]
¢. FULL NAME OF {if NOT in hospital, give location) | Length of stoy in 1b d. 5TREET (It outside, give location) Reside on Farm
enrovion. His home 44 yrs ADDRESS 570 Pranklin Ave.| ves[ (X
| |
NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} s OF
Frank Herman Eichler i pEatH  Feb. 16, 1658
5. SEX 6 COLOR OR RACE[ 7., cereo[NEver marrio[ ]| & PATE OF BIRTH 9. AGE (In yuors Sf:.'.?f“r‘;.",f“‘ LF UNDER 21 Hs.
male white WI&ED prvorceo( 1By 3, 1871 8‘6 e I ] '
100- USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atgte or country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if refired) INDUSTRY '.':
farmer & business ice retailer Bunker Hi11, T11, 1 USA
130. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Herman Eichler Mary Alice Nighten Eichl
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCEAL SECURITY NO.| 17. INFORMANT Address er
(Yeus, nknown)] (If yes, give wes ar dates of service) :
ey e U yen atve o dstes oluanden | 400 _20_2703 Wdgar Eichler Owensville, Mo,
18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (¢).) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: " ] . . ONSET AND DEATH
IMMEDIATE CAUSE (a) ﬁmgﬂ?mwa S e,
Conditions, W any, . DUE TO (b) _ BTttt ruetar S wrs.
which gava rise to ’
above couse {a), }
stating the wnder-
g lying cause lost. DUE TO (<)
=t PART il. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecss condition given in PART I {a} 19. WAS AUTOPSY
< PERFORMED?, 2.
£ 422 YES[] NO
B | 20 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of itam 18.)
w
v (J | |
Sl 20c. TIME OF Hour Month, Day, Yeor
5 INJURY  a.m.
E3 p.m.
20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE farm, foctory, street, office bldg., etc.}
WORK AT WORK D
21. 1 attended the decensed from ?’ S - 517 ., to (2- "/é—é’f ond last Saw ::1 alive on 2‘ o /CS-" Sg
Death occurred ot 8: (5P . monthe d_r.r?n stated above; and to the best of my knowledge, from the couses stoted.
220, SIGHATURM {Degree or y) 4 m.onRess - 3 22c. DATE SIGNED
e ﬂ,’ - 7 - 2'/ 7’5 g
230, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [Clty, town, or county} {State)
ENOV AL (Segeify} e
burieT™ |2-19-1958 |City Cemetery Ouensville, ko,
2. 25 DATE RECD. BY LOCAL R ; REGISTRAR'S SIGNATURE

FUMERAL DIRECTOR

ADDRESS

{Licensed Embalmer's Statement on Revefss Sl‘o)

1

/1/7

g Frasit Lepprnig



STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by ......... % ............................................................... .» Student Embalmer No. ...................

working under my personal supervision.

Licensed Embalmer NOJ?—;""F
P. O. Addressméfgﬂjfﬂ/‘¢f

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.




