N. B.—Every liom of information ahould be onreiully supplied. AGE should be atated EXACGCTLY. PHYSICIANS shounld siate

Registration District No...

Primary Registration District No 340 /

ZW @MW

MISSOURI STATE BOARD OF MEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

. 39831
# ............. File Ko. covovnireees

[If death occurred in &

hospital or Institution,
give its NAME instead

Roghterod No. .

.. Ward}

2ZFULL NAME

of street-and number,)

PERSONAL AND S'TATISTICAI.: PART!CULARS

[ _ MEDICAL CERTIF‘ICATE OF DEATH

4 COLOR OR RACE O BINGLE

3BEX _ MARRED ZT P g oy ¢
. WIDOWED
©OR DIVOREED

Tyt

{ Write jhe word)

4

[
16 DATE OF DEATH

=@

1 é

(Day) Weard

6 DATE OF BIRTH

April ~4+ih T847

.............................. VP R T R
7 AGE ' It LESS than
T 1 day,.....hra.

69 “!7 ............ mos..g ...... de. | oF-.-mia?

8 OCCUPATION
{a) Trade, profesnion, or
partioular Ln d of work

(b) Oeneral'nature of industry
business, or establishment in
which employed (or employer)

9 BIRTHPLACE
of town,
or foreign country)

Il1.

Rerrv

10 Name oF
ATHE
' Jrnhn Pullism

11 BIRTHPLACE
OF FATHER Pa
{City or town, State or forcign country)

1.7 - " I HERERY CERTIFY, that I attendad decsased from

. 191........ , to e 191,
that I last saw h...~....... alive ONiee ey, 181 .
and that death occurred, on the date statsd ahove, atm.

The CAUSE OF DEATH?* was --7 follows:

con‘rnmuwonw........._....................
(Secondary} -

191&0

PARENTS

City or town, State o¢ foreign coantry)

14 THE ABOVE I8 TRUE TO THE BEST OF MY KNOWLEDGE

;/ /;# /»a'm/;/ '

{Informant) -/ d Tl

CAUSE OF DEATH in plain terma, so that it may be properly clossified. Exact statement of OCCUPATION fs very important.

15

ru.a/?-«%g? 1 91.4:.. .

1zmapeN NaME Rehenne 1ikes : date
) *State the Disease Caunin D th, or, in desths from Violant C "

OF MOTHER Medinsa— Pﬁ 4 :j:ﬂ_-ﬂﬁ t {1) Mauvns of l:i::-y an::lir )gﬂhd.}::r A:::!I“;nntll. Sulc!gnl?:r H-::;::ldnl

18 LENGTH OF RESIDENCE (For Hoeapitals, Inatitutl ansi .

18 gp;:?:fﬁ%: N Ind or Racent Residentsa) or Hoap " ' o T . et

At placa In the

of denth........ b T mos......... de. Btate....... 23 VRN T T ds
Where was dissass contractad

1f not &t phua Of daath?......oiii e s e e g

Former or
BEUAL POBIABNC . i et s e e e

19-PLACE OF BURIAL OR REMOVAL

Llewellyn Gematsry ,/z.-—znf 191,25

i et




Revised United States Standard Certificate
of Death ‘

{Approved by U. 8. Census and Amerlca;:l PubHe Health
Assoclation.}

Statement of occupation.—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, irrespective -

of age. For many occupations a single word or term
on the first line will be sufficient, e. g., ’;Farmer or
Planter, Physician, Composilor, Archilect, Locomolive
emmneer, Civil engineer, Stationary fireman, eto. But
in many cases, especially in mdustna.l employments,
it is necessary to know (a) the kind of work and also
(b) the nature of the business or industry, and’ there-
fore an additional line is provided for the latter
statement; it should be used only when needéd.
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; {a) Foreman, (b) Automobile factory.
The material worked on may form part of the second
statement. Never return *“Laborer,”” ‘‘Foreman,”
*“Manager,” “Dealer,” etc., without more precise
specifieation, as Day laborer, Farm laborer, Laborer—
Coal mine, ote. 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 Housewifs, Housework, or At home, and children,

not gainfully employed, as At school or At home. -

Care should be taken to report specifically the oeccu-
pations of persons engaged in domestiec service for
wages, as Servant, Cook, Housematd, eto. If the
occupation has been changed or given up on aceount
of the DISEASE CAUSING DEATH, state oecupation at
beginning of illuess. If retired from business, that

fact may be indicated thuas: Farmer (retired, 6 yrs.)

For' persons who have no occupation whatever,
write None.
Statement of canse of death—Name, first,
the p1sasy cavUsING pEaTH (the primary affection
with, respaot to time and eausation), using always the
-same ageepted term for the same disease. Hxamples:
C'erebrospmal fever (the only definite synonym is
“Epldamm “cerebrospinal meningitis"); Diphtheria
. (avoid use of “Croup”); Typhoid fever (never report

+

“Typhoid pneumonia’); Lobar pneumonia; Broncho-
preumonia (‘‘Poeumonia,” unqualified, is indefinite);
Tuberculosis - of lungs, meninges, peritonaeum, eto.,
Carcinoma, Sarcoma, etc,, of ....... ereriraesearaiaans (name
origin; “‘Cancer” is less definite; avoid use of ““Tumor”
for malignant neoplasms); Measles; Whooping cough;

.Chronic valvular heart disease; Chronic tnlerstitial

nephritis, ote. The contributory {secondary or in-
tercurrent) affection need not be stated unless im-

" portant. Example: Measles (disease causing death),

28 ds.; Bronchopneumontia (secondary), 10 ds.. Never
report mere symptoms or terminal conditions, such
a3 “Asthenia,” ‘‘Apnaemia” (merely symptomatia),
“Atrophy,” “Collapse,” “Coma,” *“Convulsions,"
“Debility” (“Congenital,” “Senile,” ete.), *“Dropsy,”
“Exhaustion,” *Heart failure,” ‘‘Haemorrhage,’
“Inanition,” “Marasmus,” *“Old age,” “Shoek,”
“Uraemia,” *“Weakness,”r ete., when & definite
disease can be sascertalned as the cause. Always
qualify all diseases resulting from childbirth or mis-
carriage, a3 “PUERPERAL seplichaemia,” “PUBRPERAL
peritonitis,” ete. State eause.for which surgical oper-
ation was undertaken. For vIOLENT DmATES state
MEANS OF INJURY and qualify as sccipENTAL, BUI-
CIDAL, OR HOMICIDAL, or a8 probably such, if impos-
sible to determine definitely. Examples: Aeccidental
drowning; Struck by railway lrein—accident; Revolver
wound of head—homicide; Poizoned by carbolic acid—
probably suicide. The nature of the injury, as
fracture of skull, and consequences (e. g., sepsis,
fetanus) may be stated under the head of “Con-
tributory.” (Recommendations -on statement of
causs of death approved by Committee on Nomen-
clature of the Amerloan Medical Association.)
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