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Revised United States Standard Certificate
of Death

{Approved by U. 8. Census and American Public Health
Asgsoclation.]

Statement of occupation.—Precise statement of
oceupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespeetive
of age. For many occupations a single word or term
on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomotive
engineer, Civil engineer, Stationary fireman, ete. But
in many cases, especially in industrial employments,
it it necessary to know (a) the kind of work and also
(b) the nature of the business or industry, and there-
fore an additiongl line is provided for the latter
statement; it should be used only when needed.
As exarples: (a) Spinner, (b) Cotion mill; (e) Sales-
man, (b) Grocery; (a) Foreman, (5) Automobile factory.
The material worked on may form part of the second
statoment. Never return ‘‘Laborer,” “Foreman,”’
“Manager,” ‘Dealer,” eote., without more precise
gpecification, as Day laborer, Farm laborer, Laborer—
Coal mine, etc. Women at home, who are engaged
in the duties of the household only (not paid House-
keepers who receive a definite salary), may be entered
as Housewife, Housework, or At home, and children,
not gainfully employed, as At school or Al home.
Care should be taken to report specifically the occu-
pations of persons engaged in domestie serviece for
wages, as Servent, Cook, Housematd, ete. If the
oceupation has been changed or given up on account
of the DISEASE CAUBSING DEATH, state occupation at
heginning of illness. 1f retired from business, that
fact may be indicated thus: Farmer (relired, 6 yrs.)
For persons who have no occupation whatever,
write None.

Statement of cause of death.—Name, first,
the DISEABE CAUSING DEATH (the primary affection
with respect to time and eausation), using always the
same aceepted term for the same disease. Examples:
Cerebrospinal fever {the only definite synonym is
“Epidemic cerebrospinal meningitis’'}; Diphtheria
(avoid use of *Croup”); Typhoid fever (never report

“Typhoid pneumonia’); Lobar preumonia; Broncho-
preumeonia (*‘Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, peritonaeum, ete.,
Carcinoma, Sarcoma, otc., of ... {name
origin; “Cancer” is less definite; avoid use of *Tumor”
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular hearl disease; Chronic intersiitial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchepneumonia (seeondary), 10 ds. Never
report mere symptoms or terminal conditions, such
as “‘Asthenis,’ ‘‘Anaemia’” (merely symptomatic),
“Atrophy,” ‘“Collapse,” “Coma,” “Convulsions,”
“Debility” (“Congenital,” “Senile,” etc.), “Dropsy,”

“Exhaustion,” ‘Heart failure,” ‘‘Haemorrhage,”
“Inanition,” “Marasmus,” “0ld age,” “Shock,”
“Urgemia,” “Weakness,” ete, when a definite

diseass can be ascertained as the cause. Always
qualify, all diseases resulting from childbirth or mis-
earriage, as "PURRPERAL septichaemia,’”” “PUBRPERAL
pertfonitid,” ete. State cause for which surgical oper-
ation was undertaken. For VIOLENT DEATHS state
MEANS oF INJURY and qualify a3 ACCIDENTAL, BUI-
CIDAL, OR HOMICIDAL, or as probably such, if impos-
sible to determine definitely. Examples: Accidental
drowning; Siruck by railway train—accident; Revolver
wound of head-—homicide; Poisoned by carbolic acid—
probably suicide. The nature of the injury, as
fracture of skull, and consequences (e. g., sepsis,
tetanus) may be stated under the head of “Con-
tributory.” (Recommendations on statement of
cause of death approved by Committee on Nomen-
clature of the American Medieal Association.)
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I have & certified statement to the effect that his name
wag Thomas Levi Wallace instead of R. Lee Walluace, and the
date of death was May 11, 18616, instead of MHay 13, 1918

The wifes name 1s Leona E. lace.

Z«Z/ﬂ M

No 7 20 years and 9 days,
| ywﬁ/a.;fzf‘

Ak s







PHYSICIANS ahould atoie

Exnct atatement of OCCUPATION is very important.

e =-ly classified.

‘on should be carefully supplied. AGE should be stated EXACTLY.
© tarema, go that it mo \'-:’"'

WD et co

L 13. BIRTHPLACE OF MOTHER (city or rm)\JU/ .............

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
! ) CERTIFICATE OF DEATH

B

n .

ﬁ 1. PLACE OF DEATH -
i Township. ...
| ... (et

| 2. FULL NAME

(a) Residence. No..
(Ulual phcg of abode)
Length of residence in cily or town where death occurred

e

Do oot use this space

oo Ward,

(If nonresident give city or town and State)
How kng in U.5., if of forelfn birfh? . oS,

ds,

i PERSONAL AND STATISTICAL PARTICULARS I

MEDICAL CERTIFICATE OF DEATH

5. SINGAR, MaRRILD, WIDCWED OR
Divorcen (write the word)

15. DATE OF DEATH (MONTH, DAY AND vzm)mq//

3. SEX 4. COLOR.POR RACE

ele

Sa. IF antr.n.

THer st _f

W,

£. DATE OF BIRTH (MONTH, DAY AND YEAR) m,pg. /5 f Z

7. AGE YEARS _ Mowrss ?f | HLESSthanl
] f .7 S— s
u 42‘7 i ﬁ L —

8. OCCUPATION OF DECEASED
(6) Trnde, profcssian, or
perticolar kind of work
{b) General natore of ndostry,

11. BIRTHPLACE OF FA
{STATE OR COUNTRY)

PARENTS

12 MAIDEN NAME OF MOTHER

17.

| HEREBY CERTIFY, Thet !l ntis deceased Iram .

.
b WHERE WAS DISEASE CONTRACTED

IF NOT AT PLACE OF DEATHY,

Dip AN OPERATION PRECEDE DEATRHY............s DATE on,

WAS THERE AN AUTOPSY?,

{STATE GR COUNTRY)

é.m the Dmmusn Cavmiva Dmarm, or in deaths from Vicimwr Cauvers, state
(1) Mzmxs axo Narumu or Imsumr, and (23) whether Accnmerst, Borcmas or
Hoarcman,  (Soee reverss side for additional space.)

DATE OF BURIAL

I!ﬁizum& CREMATIDNEQR REMOVAL

Lo be Zlaylgnll
SV s Al




Revised United States Standard
Certificate of Death

(Approved by U, 8. Censuts and American Public Health
Assoctation.)

Statement of Occupation,—Precise statement of
ocoupstion is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespec-
tive of age. For many occupations a single word or
torm on the first line will be sufficient, . g., Farmer or
Planter, Physician, Compositor, Architect, locomo-
tive Engineer, Civil Engineer, Stationary Fireman,
oto. But in many cases, espeeially in indostrial em-
_ ployments, it is necessary to Know (a) the kind of
work and also (b) the nature of the business or in-

dustry, and therefore an additional line is provided - -

tor the latter statement; it should be used only when
needed. As examples: (@) Spinner, (b) Cotlon mth,
(a) Salesman, (b) Grocery, {a) Foreman, (b)Y Awuto-
mobile factory. The material worked on may form
part of the second statement, Never return
“Laborer,” “Foreman,” “Manager,” “Pealer,” ete.,
without more precise specification, as Day laborer,
Farm laborer, Laborer—Coal mine, eto. Women at
home, who are engaged in the duties of the house-
hold only (not paid Housekeepers who regeive a
definite salary), may be entered as Housewife,
Housework or At home, and children, not gainfully
employed, as At school or Al home. Cars should
be taken to report specifically the oesupations of
persons engaged in domestia service for wages, as
Servant, Cook, Housemaid, ete. If the occupation
bas been changed or given up on account of the
DISEASE CAUSING DEATH, state ocoupation at be-
ginning of illness. If retired from business, that
faot may be indicated thus: Farmer (retired, 6
yrs.). For persons who have no cocupation what-
aver, write None.

Statement of Cause of Death.—Name, first, the
DISEASE CAUSING DEATH (the primary affeotion with
respeot to time and ocausation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic ocercbrospinal meningitie’'); Diphtheria
{mvoid use of *“Croup”); Pyphotid fever (nover repork

\7) T

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
pneumonia (*Pneumonia,” unquslified, is indefinite);
Tuberculosis of lungs, meninges, perilongum, eta.,
Carcinoma, Sarcoma, ete., of {name orl-
gin; “Cancer™ is less definite; avoid use of *Tumor'
for malignant neoplasm); Measles, Whooping cough,
Chronic valoular hearl diseass; Chronic tnlerstitial
nephritis, ete. The contributory (secondary or in-
terourrent) affection need not be stated unless im-
portant. Example: Measles (disease causging death),
29 ds.; Bronchopneumonic (secondary), 10 ds. Never
report mere symptoms or terminal sonditions, such
as “‘Asthenia,” *‘Anemia” (merely symptomatic),
“Atrophy,” “Collapse,” “Coma,” “Convulsions,”
“Debility” (**Congenital,” “‘Senile,” ata.), *'Dropsy,”
«“Exhaustion,” ‘‘Heart failure,” “Hemorrhage,” *In-
anition,” “Marasmus,” “0ld age,” **Shock,” “Ure-
mia,”’ “Weakness,”” ete,, when a definite disease can
be ascertained as the cause. Always qualify all
diseases resulting from childbirth or miscarriage, a8
“PygrPBRAL sepli emia,” '‘PUERPERAL periionilis,’
ete, State cause for whieh surgieal operation was
undertalken. For VIOLENT DEATHS Btaté MPRANS OF
injury and qualify as ACCIDENTAL, SUICIDAL, OF
HOMICIDAL, OT a8 probably such, if impogsible to de-
toermine definitely. Exaraples: Accidental drown-
ing; struck by railway train—accident; Revolver wound
of head—homicide; Poisoned by carbolic acid—prob-
ably suicide. The nature of the injury, as fracture
of skull, and consequences (e. g£. gepsis, lelanus),
may be stated under the head of “Contributory.’
(Recommendations on statement of cause of death
approved by Committee on Nomenolature of the
American Medical Association.)

Nore.—Individual offices may add to above list of unde-
glrable terms and refuse to acceps certificates containing them.
Thus the form In use in New York City states: *Cartificates
will be returned for additional information which give any of
the following dlseases, without explanation, as the sole cause
of death: Abortlon, cellulits, childbirth, conviilstons, hemor-
rhage, gangrone, gastritis, erysipelas, meningitls, miscarriage,
pecrosis, peritonitis, phiebitis, pyemia, septicemin, tetanus.'
But general adoption of the minlmum liat suggested will work
vast improvement, and its scope can be extended at a later
date.

ADDITIONAL SPACE FOBR FURTHDR STATEMENTS
BY PHYBICIAN.




