THE DIVISION OF HEALTH OF MISSQUR!

58-020994

Heolth,
 Weltare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public
Service LED JU L 7 Igs&ggistmﬁoq Diastriet No. 42 Primary Rggiiit_ru!ion Distriet No. 1000 Regismu‘s No.______§_9_g____u_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. » ]
300 o. COUNTY PBuchanan a. STATE Mi.ssouri b. COUNTY Buchana"n st
1-57 b. CgRY {I§ outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY t j/7 Inside Limits
Town St. Joseph Yes [l No[] TOWN  St. Joseph 4 Yeskel No[]
. FgLL NAM%OF (1f NOT in hespital, give location) | Length of stay in 1b d. TR%EE'ES (1§ outside, give location) Reside on Farm
H
\ HOPITALOR 2106 S0, 10th 60 Yrs ADD! 2106 So, 10th Yos [ MoK
3 I'frAME oF DE;:EASED First Middle Last 4. DATE Month Day Yeor
{Type or print OP
MADISON H. HUNT DEATH June 28, 1958
5. SEX 4. COLOR OR RACE| 7. MARRIED[FFNEVER MARRIED ] 8. DATE OF BIRTH 9. AGE {In years {FUNDER i YEAR] IF UNDER 24 HRS.
Male U T.qhite WiDCNIEDD ] D|voRcEDD }Iarch 26’ 1888 Iwnrrhday) Months | Days Hours l Min.

10b. KIND OF BUSINESS OR

Ratiroad

10a. USUAL DCCUPATION {Glve kind of work done

Re‘{:n' % Illo even if ratired)

Weston, Mo,

11. BIRTHPLACE (City end state or country)

0

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

William Frank Hunt

13b. MOTHER'S MAIDEN NAME
Diza Pierce

14. NAME OF HUSBAND OR WIFE

Olive L., Hunt

above couse {a),

which gove cise 10
stating the under-

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Addrass
ono, or unlmqvm)l(ll yws, give wor or dotes of sarvice} 707—0 5-7917 I‘Irs M- H . Hlmt 2106 SO . loth City
18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, ond (c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: é j r i ZNSET AND D'EATH
IMMEDIATE CAUSE (4} WW W 7 ‘2 : ;:"'
Conditions, if any, . DUE TO (b) _ém&/f—u"—‘? /-LW‘! p% & Hemdi st 0 day |

420/

efs, MUsT use only stondord nomenclature in ilem [6. No symploms will Da lisled.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

et o

cz’ lying couse last, DUE TO (<)
. = PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat ralated 10 the terminal dissase condition given in PART | (o} 19. WAS AUTOPSY
E 6 PERFORMED
% i . YES[] NO
- 2| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART H of item 18.)
= w
g © O O 1
3 2z -
u v| 2e. TIME OF .How Month, Day, Year
A 2 INJURY  o.m.
§ 3 _p.m.
3 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT~ NOT WHILE 0 form, factory, street, office bldg., tc.)
5 WORK AT WORK
g [~
i 21. | attended the daceased from %—-/ F—F7 .1 5@_1_4 £-3F and lost ‘“"‘t"-m"“ G = ST
§ ;r . Death occurred o 11 : 28 A & on the date stated abovs; and to the best of my k wlcdge, from the causes stated,
= . " | 220. SIGRATURE - {Degree or title} D 22b. ADDRESS 22e. PATE SIGNED
-l
v __ 1 )
z e L o ) ’7:/?/}'—’»—@—4:4‘/ CF <5 Elovse -23-
235, BURIAL, CREMATION, | 236 DATE 23c. NAME OF CEMETERY GR CREMATORY zg LDCATION {Ciry, town, or m"ffiss (s._l.)
1 REMOY AL ifr} Jose our
g | BUF al " July 1,195 Mt.Auburn Cemetery P
[) NERAL DIRECTOR wom 25 DATE RECD. BY LOCAL REG. | 6. REGISTRAR'S SIGNATURE
ut Siph, e g&_,_ 30,0258 |28 Clxh
- V' (Ukensed Endatnu Sictement on Reverss Side)



STATEMENT BY LICENSED EMBALMER

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

by me, ot by .iviiviieiiii e o eterersearanacanaevasessanesatiannn anaranrnanrnrennrs ., Student Embalmer No. .....c.ccevevnennns

working under my personal supervision.

Student ..o e
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 QWN handwriting.’

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