PHYSICIANS shkould state

AGE ahould be stated EXAGTLY.
ay be properly clawsified. Exnot sintement of OCCUPATION in very important.

v supplied.

N. B.—Eveory litsm of informailon should be oareiull
CAUSE OF DEATH in plain terms, so that it m

MISSOURI STATE BOARD OF HEALTH
1 PLACE OF DEATH . BUREAU OF VITAL STATISTICS

CERTIFICATE OF DEATH
COUNLY - . -

Township........ e, .......................... Registration Diustriat No.............. 791 Fila No. 32828 .................

or - =1 ) 3
Villags .4/ .nene. G2 Primary quintrae:?ﬂltrlcl No"@OB Registared No. 87@;) ..........
1
or .
City.... A0 e St;} . Ward) (Ef death pecurred in 2

hospital ot Institution,
give its NAME instead

2FULL NAME....J.\. . of strect acd number.)

3 8EX 4 COLOR OR RACE MARRIED . - 16 DATE OF DEATH
! WHOOWED . .
OR DIVORCED V!
(IWrite the word)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH

6 DATE OF BIRTH

S

sl

17 - I HEREBY CERTIFY, that I attended “e_aansed from
35 Q“}?/J 101k, :oc’}?‘}/‘/',; v 191.fo,
Vv,

7 AGE If LEBS than

that 1 last aaw hs%¥%. alive on"\

The CAUBE O EATH* waa as follows:

£ L T
8 OCCUPATION
e mrwens.. o ood Ao g
particular kind of work.......] A A oA

1 day,....hrs.| and that death occurred, on the date stated abova, a:‘?‘iOSPm
A .%5 ....... ¥ PRUUTUIT . |1 T SR de. OF.rrris min.? .

(b) Genseral' nature of industry
bunsinsss, or astablishment in .
which employed (or employer) ... amtereeeriieinta e aein e ranrenene s e neeaimnnnnns]

9(%}.:;THPL‘CE / {Duration}
State o« Foeiga countey) O—de ﬂ‘v\ﬂ/éa/v& ' o ‘
Y :

CONTRIBUTORY ........vm.

10 NAME ©F ’
FATHER AJW\/QQNM { Q.

11 BtRTHPLACE ‘ ?Biun-d)............{f}..
OF FATHER ¥
{City of town, State or forei ?/@' o 19180,

@
-
z U . (Addre
[ 4 -
o 12 g:ﬁg?;g;mz *State the Disoass Causing Death, o, in deaths rom Violant Causas, state
o (1) Meano of Injury; and (2) whether Accidental, Buicidal or Homicidal,
13 BIRTHPLACE ) 18 LENGTH OF RESIDENCE (For Hospitals, Institutions, Transients,
OF MOTHER or Recant Reaidents)
(City or town, State or foreign country) At place In the
of death.......yra.........ROB8........, da. Btate......yre.......MOB........... ds.
14 THE ABOVE IS TRUE TO THE BEST KNO\@:EDGE " Where was dissass contracted
if not at place of death ... e e et e e o

(Informant) mm&& ,z?:.:r

R N - e
3HHO DAAKL Va6 /2r Y a aa,

15 — — "- e 7 L
R, e
Re




Revised -United States Standard Certificate
- of Death

T

[Approvcd by U, 8. Census and American Public Health
Association.] ]

LY
Y

Statement of ocenpation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits can be known. The
question applies to each and every person, irrespoctive
of ago. For many oceupations a single word or term
on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locometive
engineer, Civil engineer, Siaiwnary Jireman, ete., But
in many cases, especially in mdustrla] employments,

it is necessary to know (a) ths kind of work and also -

(b) the nature of the business"or industry, and theréd-
fore an additional line is provided for the ldtter
statement;
As examples {a) Spmner, (b) Cotton mill; (a) Sales-
man, (b} Grocery; (a) Foreman, (b) Automobile factory. -
The material worked on may form part of the second
statement. Néver return *Laborer,” “‘Foreman,”
““Manager,” “Dealer,” etc., without more’ precise

specification, as Day laborer, Farm laborer, Laborer—— .

Coal mine, etc. Women at hoine, who are engaged
in the duties of the household only (not paid House-
keepers who receive a definite salary), may be entered
a8 Housewife, Housework, or At home, and children,
not gainfully employed, as At school or Al home.
Care should bé taken to report specifically the occu-
pations of persons ‘engaged in domestic service for
wages, as Servani, Cook, Housemaid, etc. If the
occupation has been changed or given-up on aecount
of - the DISEASE CAUSING DEATH, State occupation at
beginning of illness. If retired from business," ‘that
fact may be indicated thus: . Farmer (retired, 6 yrs.)
For persons who have no ~occupation wha.tever,
write None.

Statement of ecause of death. —Na.me, first,
the DISEASE CAUSING DBATH (the primary affection
with respect to time and causation), using always the
'same accepted ferm for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemic cerebrospinal meningitis”); Diphtheria

(avoid use of “Croup")_; Typhoid fever (never report

it should-be wused—only-whenst needed-'
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.disease can be ascertained as the eause.

“Typhoid pneumonia’); Lebar preumonia; Broncho-
preumonia (“Ponoumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, 'peritonaaum ete.,
Carcinoma, Sarcoma, ete., of . : (namo
origin; “Cancer” is less deﬁnlte a.vold use of “Tumor”
for malignant neoplasms); M easles W hooping eough;
Chronic valvular heart disease; Chronic intersiitial
nephritis, ete. The contributory (secondary or in-
tercurrent} affection need not be stated unless im-
portant. KExample: Measles {(disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere symptoms or terminal conditions, such i

"Asthema ’* ‘*Anaemia* (merely symptomatic),
“Atrophy " “Collapse,” “Coma,” “Convulsions,”
“Debility” (“Congenital,” “Senils,” ete.), “Dropsy,”

“BExhaustion,” “Heart failure,” “Haemorrhage,”
“Inanition,” “Marasmus,” “0ld age,” “Shock,”
*“Uraemia,” ‘“Weakness,” ‘etc., when' a definite

Always
qualify all diseases resulting from childbirth or mis-
carriage, as “PUERPLRAL seplichaemia,” “PUERPERAL
perifonitis,”’ etc. State cause for which surglcal oper-
ation was undertaken., For VIOLENT DEATHS state
MEANS OF INJURY and qualify as sccipenTar, sur-
CIDAL, GR HOMICIDAL, or as probably such, lf impos-
sible to determine definitely. Examples: Aceidental
drowning; Siruck by railway trein—accident; Revolver
wound of head——homicide; Poisoned by carbolic acid—
probably suicide: The nature of the injury, as
fracture of skull, and consequences (o. g., sepsis,
telanus) may be stated under the head of “Con-
tributory.” (Recommendations on

clature of the American Medical Association.)

_ statement of .
cause of death approved by Committee on Noimen-



