MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OFDEATH

OR DIVORCED
(HWrite the word)

4 OOLO/i RACE
/(.(/

County ................................................................ .
Town-hip Ragigtration District No.. e Fila No, ol
or
Village ... fvninnn i Prlmnry R-q-htratiou District N#// Ragistared No. ......ooocriiiiviriniiiie e
or .
: {If dzath occurred in a
City...... - (NO... - Ward) bospital or fnstitutinn,
M Ww Wt ot i
2F’ULL NAME > - of street and mumber,|
£ / -
PERSONAL AND STATISTICAL PARTICULARS W MEDICAL CERTIFICATE OF DEATH
= 2
3 sEX Samaie W 16 DATE OF DEATH =8
- _WIDOWED . —

ol LU

/57 g

(Day) " " Near)
7 AGE If LESS than,
b 1 day....... hras
............... mos.. 0 d. or......:nin.?
s(m):%up?!ﬂou fonal % e
y ssion, Or 4
D:ﬂ:lc“-:h; i::dg of worl I/(/(-A ....................................

{b) Genersl nature of industry
businsas, or establishmaeant In
which employed {or amployer) ...

. 191.. ?
ey 191 f

0y SN m

" ..
that I lu-t saw hn’“""l‘llvo on.

and l.hlt death vecurred, on the dats stated uhovo. at..

Th. CAUSE OF DEATH} wans as follows:

B

9 BIRTHPLACE

o o i o) 7%&
e 1) e

11 BIRTHPLACE

o .

CONTRIBUTORY - evoooer s s
(Secondary)

2 OF FATHER

z (City or town, State or foreign country)

W

Z | 12maipEN NAME

by OF MOTHER M/ M

ﬂ/ﬂ Al 101F. a

*State the Disesase Canning Death, or, mde::hfmm Vinl-nt Cauwsen, state
(1) Means of Injury; and (2) whether Accidental, Buicidal or Homictdal.

OF

13 BIRTHPLACE

e /"MM&

18 1LENGTH OF RESIDENCE (For Hospitals, Institutiono, Transisnts,
or Recent Residentsa) _

- Rt

lace '
of weoda,

14 THE ABOVE.IS TRUE.TO T ! BEST-OF MY KNOWLEDGE .

{Info

7%14 ol é;{bl €M'p£:—

j;- %zg )

Whare was dissaxe aontracted -
if not ot place of desth?..

Former or
usual residence

18 PLACE OF BURIAL O _DATE OF aunuu.

R R OVAL
,(,7&7/5 . ‘:7”}/

(Leede

Registrar

. 191 7
ADDRESS

by

7 UZ/%Z% Losa- F %ﬂ




Revised United States Standard.
Certificate_of Death

- [Approved by U. 8. Census and American Public Health
Assoclatlon.j

]

Statement of occupation.—Precise statement of
oecipation ia 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
term on the first line, will be sufficient, e.g., Farmer or
Planter, Physician, Compositor, Architect, Locomotive
engineer, Civil engineer, Stationary fireman, eto. But-
in many eases, espeeially in industrial 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 needed.
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,”” “Dealor,” ete., without more preciso
specification, as Day laborer, Farm laborer, Laborer—
Coal mine, ste. 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 Al home, and children,
not gainfully employed, as At school or Al home.
Caro should be taken to report specifically the occu-
pations of persons engaged in domestie service for
wages, as Servanl, Cook, Housemaid, etc. If the

occupation has been changed or given up on aecount

of the DISEASE CAUSING DEATH, state .occupa.tion at
beginning of illness. If retired from business, that
fact may be indicated thus: Farmer (relired, 6 yrs.)
For persons who have no oceupation whatever,
write None.

Statement of cause of death.—Name, first,
the pIsSEASE cAUsiNG DEATHE (the primary affection
with respect to time and causation), using always the
sama accepted term for the same disease. Fxamples:
Cerebrospinal fever (the only definite synonym is
‘“Epidemic ecerebrospinal meningitis”); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

. “Typhoid pneumonia’); Lobar pneumonia; Broncho-

prneumenia (‘‘Pneumonia,” unqualified, is indefinite);
Tuberculosis of lungs, meninges, pen‘tonaeu‘m eto.,
arcinoma, Sarcoma, ete., o name
C S t f.. m

. origin;*‘Cancer"is less definite; a.vo:d use of"Tumor

for malignant neoplasms); Measles; Whooping cough;
Chronic valvular hear! disease; Chronic interstitial
nephritis, ete. 'The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 da.
Neover report mere symptoms or terminal sonditions,
such as ““Asthenia,"” ‘*Ansemia’ (merely symptom-.
atie}, *““Atrophy,” “Collapse,” *Coma,” ‘“Convul-
sions,” “Debility’’ (‘*‘Congenital,” “Senile,” etec.),
“Dropsy,” *Exhaustion,” ‘*Heart failure,” ‘*“Haem-
orrhage,” “Inanition,” *‘Marasmus,” “0Old age,”
“Shock,” “Uraemia,” ‘“Weakness,” eto., when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth'or miscarriage, as “PorrPERAL seplichaemia,'
“PUBRPERAL perilonilis,” etc, State cause for
which surgical operation was undertaken. TFor
VIOLENT DEATHS state MEANS oF INJURY and qualify
08 ACCIDENTAL, BUICIDAL, OR HOMICIDAL, O Aas
probably such, if impossible to determine definitely.
Examples: Accidenial drowning;, siruck by rail-
way lrain—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, lelanus) may bo stated
under the head of ““Contributory.” (Recommenda-
tions on statement of cause of death approvod by
Coml\ﬁlttee on Nomenclature of the American
Medical Association.)
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Statement of - occupativn,—Preciso. statetuent of
oceupation i3 very important, ‘so that the relative
healthfulness of various pursuits ean be known. The
question applies to each and every person, irrespee-
tive of age, For many oceupations a single word or
term on the first line will be suffielent, . g., Farmer or
Planter, Physician, Compositor, Architec!, Locomolive
engineer, Civil engineer, Statienary fireman, ete. But
in many eases, especially in indugtrial 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 needed.

As examples: (a) Spinner, (b) Colton mill; (a) Sales- -

man, (b) Grocery; (@) Foreman, (b) Aulomobile factory. .
The material worked on fay form part of the second
statement.” Never return *“Laborer,” “Foreman,”
*Munagoer,” “Dealer,” etc., without more precise
specification, as Day laborer, Farm laborer, Laborer—
Coal mine, ete. Women at home, who are engaged
in the duties of the household only (not paid Houses-
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 ocou-
pations of persons engaged in domestic service for
wages, as Servant, Cook, Housemaid, ete. If the
occupation has been changed or given up on aceount
of the pIsEABE cavUsiNg DEATH, State occupation at
beginning of illness. If rotired from business, that
fact may be indicated thus: Farmer (relired, 6 yrs.)
For persons who kave no oceupation whatever,
write Nomne.

Statement of cause of death.—Name, first,
the DISEASE caUsING pEaTE (the primary affection
with respect to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite aynonym is.
“Epidemis cerebrospinal meningitis’); DipMtheria
(avoid use of *'Croup”); Typhoid fever (never report

“Typhoid pﬁéumon.ia"); Lobar pne ) GO
preumonia (“Pneumonia,” unqualified, is indefinite);
Tuberculosis of Iungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, ete., Ofueereoosoi, {name

 origin;*‘Cancer" is less definite; savoid use of “ Tumor"

‘for malignant neoplasms); Measles; Whooping cough;
~ Chronic valvular heart disease; Chronic inlerstitial
" nephritis, ete. The contributory (secondary or in-

tercurrent) affection need not be stated unless im-
portant. Example: 3Measics {disezse causing death),

Nevaer report mere symptoms or terminal conditions,
such as ‘“Asthenia,” “*Anemia’’ (merely symptom-
atie), “Atrophy,” ‘“Collapss,” “Coma,” **Convul-
sions,” *'Debility” (“Congoenital,” “Senils,” eto.),
*Dropsy,” ‘Exhaustion,” ““Heart failure,” “Hem-
orrhage,” “Inanition,” “Marasmus,” “Old age,"”’
“Shoek,” *Uremia,” ‘“‘Weakness,” ote., when a
definite discase can be asscertained as the cause.
Always qualify all disesses resulting from child-
birth or miscarrisge, 83 “PUECRPERAL gepticemia,”
“PUERPERAL perilonilis,” ete. State cause for
whieh surgical operation was undertaken. For
VIOLENT DEATHS State MCANS OF INJURY and qualify
48 ACCIDENTAL, BUICIDAL, OR HOMICIDAL, OF &s
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
-way lrain—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—oprobably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, fefanus) may be stated
under the head of “Contributory.” {(Recommenda-
tione on statement of cause of death approved by
Committes on Nomenclature of the American
Medical Association.)

N\s.‘? ds.; Bronchopneumonia (secondary), 10 da.

Nore.—Individual offices hay add to above st of undusir-
able terms and rofuse to accept certificates contalning them.
* Thus the form in use In New York Cley states: “Certificates
will be returned for additional information which glve any of
the following diseases, without oxplanation, a3 tha sole cause
of death; Abortion, cellwlitis, childbirth, convulstons, hemor-
rhage, gangrene, gastritis, crysipelas, meningitia, miscarriage,
necrosls, peritonitis, phlebitis, pyomla, sopticemia, tetanus,'

- But general adoption of the minimum list suggested will work

vast imprevement, and its scope can be extended at & later
date.

ADDITIONAL BPACE FOR FURTHER BTATEMENTB
BY PHYBICIAN.




