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—12-45
5-17-39
1 X47070

DEPA%TMENT OF COMMERCE

, UREAU OF THE CENSUS

FILED 1y1 1

Registration District No

V22l

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. _z_ m

._S'mu File N a....zﬂﬁz.a_._
Regisirar's No.__{_é.z__._..

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

{a) County grfgge FTsTa (@ State. Missouri @ Comnty... Greene 3’*7
(&) City or town p g - L3 S i Field
{If autside cily or town limits, write "RURAL" and name of township) (c) City or town pringrie

*(¢} Name of hospital or institution:

Burge Hospital

@)

Burpe Hospital

(If outside city or town limits, write "RURAL™)

ANy

{If not in hempital or institution, wrils streat number or logation) (& Street No
() Length of stay: In hospital or institution ours .
1 5 h {Specify whether || (e} Citlzen of foreign country
In this community. o.rs

years, months or days)

If yes, name country.

{i[ rural, give location)

2 No

(VS

(Yes or No)

3. {a) PRINT

DANNY LEE STACEY

MEDICAL CERTIFICATION

FUI NAME .
T T () Sacial Sec 20. DATE OF DEATH: Month_ JUDE. . . day.. 2dus
3. veteran, . {e a urity .
None None year. 191‘7 hour.............A_s. ........... _minute. QO__ qM
name war. No
21. T hereby certify that [ attended the deceased from.. ‘;L ’\ﬁ
5. Color or 6. (6) Single, widowed, martied, 19 o P 19
3 . smelald YT A e, PP
4. SEIM_B.].E_O race White | mvomd....smgleo... that T Iast gaw h £ Awralive on._ e ______3:__&%_ e 1049
6. (b} Name of husband or wife...———.oooooo.. 6. (€} Age of husband or wife if || 20d that death occurred on the df and hour stated above. Dum::'on'
alive. ... years|| Immediate cause of death .. oo
7. Birth date of deceased June 2day 1947 || foh e ) gl (Mﬁ l’/}dg;) /_{p é
(Month) (Day) {Year)
Nacalund 7,
8. AGE: Years Months Days 1f lesa than one day Due to
G 9] - O | l A ;| SR l .O...._min. V/
Due to.. N

WRITE PLAINLY—USE UN'_FADING BLACK INK—MAKE A PERMANENT RECORD

9. BirinlnEe.‘.':....‘.i;.__:._:.spxingfi.eld.f:

(City, town, or county)

- Missonri »/r-he

(S!.nu or foreign country)

Tl

. . . ' Other conditions.
10. Usual oceupation Infont W3 g e S R St e 7
11. Industry or business Ma, T / 0 ........... PHYSICIAN
- - r findin - . i .
g 12. Name. Max Allen Stacey 0 f operations._: MJ"“‘-‘“—- - Underline
] . .
; 13, Birthplace UnknOWﬂ Mlﬂmurlw_é_}_m :Vl‘lt;cﬂﬁlé:!x
o (Cla a"lﬂj‘ {State or fureign country) Of autopay V should be
é 14, Maiden name. e M\....CQm.san.t_._.._.........._.._.._._..._. P . L Ehatmeﬁ sta-
5 ] .|tistically.
‘E 15. Birthplace (Cig P ?I_Tmm K%ﬁii?‘“m m{y) 22. 1f death was due to external causes, fill in the following:
< [ y X n cof - a——
16. (@ Jlnfor:mént -, Bbrge * Hosﬁital‘ L . I (a) Accident, suicide, or homicide (specify)
@) Addresse__s-__ Springfield, Missouri,.. ... [|©®) Date of oocumence 3
17. () Burial () Date thereof____¢ 6@5_191’*7 (@ Where didInjary oocar? (City or town) | (Cousin) Grate)
(Borial, cremation, or removal) (Mooth) (Day} (Yeas) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
{c} Plac: bu_na] of cremation C]‘ear Creek Ceme tery A
1s. '(,aj' Slznature of funA‘ m rL-O,h meye L0 L jury_. e Lf’
o) Address__ Springfield, Missowr i Z S
'?q/ 1 (M. D. arobivar) " "3 7
19. {a) 423_’_2) ......... ‘% = s bﬁ‘ .26
(Datdrecuived loval reeistrar) existrur’s signatira) Address..... e e Date signed.. & .44 “?
(Licensed Fanbnimer ‘s Statement on Reverae Side) V v




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
....... &éz/eu_%wf\

working under my personal supervision.

)., Registered Apprentice No {/ ? 7

Note: The above MUST BE SIGNED BY THE LICENSED EM

the above constitutes grounds for revocation of license.)

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




